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PRACTICE 


MADE  MORE 


PERFECT 


WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEEN 


If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The steen  Companies 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 

The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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Press  a button. 
Process  a claim. 

Introducing  StatLink.™  Available  through  United  Jersey  Bank,  StatLink™  is 
an  on-line,  real  time  electronic  data  interchange  (EDI)  system  that  links  your 
medical  practice  to  healthcare  carriers  around  the  country.  StatLink™  allows 
you  to  process  all  your  patients’  insurance  information  in  seconds,  at  the  touch 
of  a button,  saving  you  time  and  money.  It’s  the  fastest  and  easiest  way  to: 

• verify  your  patients’  insurance  eligibility 

• perform  pre-admission  certification 

• submit  clean  insurance  claims 

• check  the  status  of  claims 

• accelerate  your  reimbursement 

• perform  credit  card  and  electronic 
check  authorizations 

This  greater  access  translates  into  increased  cash  flow, 
improved  productivity  and  reduced  administrative 
costs.  And  as  an  added  bonus,  if  you  sign  up  for 
StatLink™  through  United  Jersey  Bank,  you’ll  get  a fi 
Account  for  one  year. 

For  more  information  about  StatLink™  call  Tom  Ferris  at  (201)  646-5858 
or  Norm  Buttaci  at  (609)  987-3561.  And  start  operating  more  efficiently  today. 

UNITED 
JERSEY BANK 


StatLink™  is  a registered  trademark  of 
Cooperative  Healthcare  Networks,  an  Equifax  Company. 
StatLink™  is  a wholly  owned  service  of  CHN  and  is  not 
a product  of  United  jersey  Bank. 

Member  FDIC. Member  of  UJB  Financial  Corp.,  a financial 
services  organization  with  over  $14  billion  in  assets. 
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Without  proper  legal  counsel,  your  practice  could  be  in  jeopardy. 


At  Kern  Augustine,  we  dedicate  our  practice  to 
counseling  health  professionals.  Whether  you  are 
structuring  business  agreements  or  need  expert  advice 
on  today’s  growing  maze  of  regulations,  we  can  help  you 
to  avoid  costly,  time-consuming  problems.  Unlike  most 
other  health  law  firms,  our  principal  interest  is 
representing  the  interests  of  physicians  — not  hospitals. 


And,  our  attorneys  offer  you  years  of  experience  and 
knowledge  in  the  field.  Because  of  this,  we  can  help  you 
capitalize  on  opportunities  unique  to  your  profession  — 
while  taking  careful  steps  to  avoid  risk.  To  profit  from  our 
expertise,  please 
call  our  nearest 
office  today. 


New  Jersey  (908)  704-8585  • New  York  City  (516)  326-1880  • Upstate  NY  (315)  682-6261 


Chicago  Affiliate  (312)  648-1111 
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With  so  much  at  stake,  shouldn’t  you  be  represented  by  Kern  Augustine? 


The  sad  truth  is,  everything  you’ve  worked  for  can  all 
disappear  if  you’re  not  prepared  for  a government 
inquiry.  Which  is  why  if  you  or  your  practice  is  being 
investigated,  you  need  counsel  experienced  and 
thoroughly  knowledgeable  in  health  law.  At  Kern 
Augustine,  our  goal  is  always  to  help  you  reach  your 
goals  by  advising  you  on  managed  care,  risk  prevention, 


business  planning,  contracting  and  today’s  growing 
maze  of  regulations.  Yet,  should  you  ever  face  career- 
threatening  litigation,  rest  assured  that  our  expertise 
can  help  you  feel  as  if  your  problems  have  disappeared. 
For  more  reassuring 


details,  please  call. 
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A survey  of  practicing  women  physicians  uncovered  gender  bias.  The  report  begins 
on  page  230.  Cover:  Williams  & Philips 
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Not  just  when  you  have  a careen  threatening  problem. 


Why  do  physicians  turn  to  Kern  Augustine  first  when 
they’re  faced  with  complex  legal  problems?  We're 
acknowledged  experts  in  health  law.  Which  is  precisely  why 
you  should  also  rely  on  us  for  all  your  legal  counsel  — 
from  business  planning  and  contracting  to  insurance 
reimbursement  and  hospital  relations.  Unlike  most  other 
firms,  our  experienced  attorneys  work  principally  for 


physicians  and  other  health  professionals,  and  we  have 
helped  thousands  of  physicians  build  and  safeguard  their 
practices.  For  the  whole  story,  including  how  our  efficient 
expertise  can  help  your  practice  prosper  in  these  volatile 
times,  please  call 
our  nearest  office. 
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Managed  care  clearly  is  impacting  on  the  practice  of  medicine  in  New  Jersey 
Physicians  must  play  an  active  role  in  this  change.  Cover:  Williams  and  Philips. 


284 


NEW  JERSEY  MEDICINE 


Without  proper  legal  counsel,  your  practice  could  be  in  jeopardy. 
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counseling  health  professionals.  Whether  you  are 
structuring  business  agreements  or  need  expert  advice 
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representing  the  interests  of  physicians  — not  hospitals. 


And,  our  attorneys  offer  you  years  of  experience  and 
knowledge  in  the  field.  Because  of  this,  we  can  help  yoti 
capitalize  on  opportunities  unique  to  your  profession  — 
while  taking  careful  steps  to  avoid  risk.  To  profit  from  our 
expertise,  please 
call  our  nearest 
office  today. 


^ Augustine  Conroy 
Schoppmann,  P.C. 
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inquiry.  Which  is  why  if  you  or  your  practice  is  being 
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goals  by  advising  you  on  managed  care,  risk  prevention, 


business  planning,  contracting  and  today’s  growing 
maze  of  regulations.  Yet,  should  you  ever  face  career- 
threatening  litigation,  rest  assured  that  our  expertise 
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Without  proper  legal  counsel,  your  practice  could  be  in  jeopardy. 

And,  our  attorneys  offer  you  years  of  experience  and 
knowledge  in  the  field.  Because  of  this,  we  can  help  you 
capitalize  on  opportunities  unique  to  your  profession  — 
while  taking  careful  steps  to  avoid  risk.  To  profit  from  our 
expertise,  please  __ 

call  our  nearest  ^^|p|Tl  Al]g  ustine  Conroy 

office  today.  HCi  Schonpmann,  P.G 


At  Kern  Augustine,  we  dedicate  our  practice  to 
counseling  health  professionals.  Whether  you  are 
structuring  business  agreements  or  need  expert  advice 
on  today’s  growing  maze  of  regulations,  we  can  help  you 
to  avoid  costly,  time-consuming  problems.  Unlike  most 
other  health  law  firms,  our  principal  interest  is 
representing  the  interests  of  physicians  — not  hospitals. 


New  Jersey  (908)  704-8585  • New  York  City  (516)  326-1880  • Upstate  NY  (315)  682-6261  • Chicago  Affiliate  (312)  648-1111 
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mr/mscr: 

EARN  HIGH 
TAX-FREE  INCOME 


YIELDS 

8.64% 

Tax-equivalent 
36%  tax  rate 

5.16% 

Current  yield 
as  of  7/16/95 


T.  Rowe  Price  New  Jersey  Tax-Free  Bond  Fund,  investors 
seeking  tax  relief  today  are  choosing  T.  Rowe  Price  as  their  source 


for  tax-free  income.  Earnings  from  our 
New  Jersey  Tax-Free  Bond  Fund  are  exempt 
from  federal  and  state  income  taxes — so 
you  keep  what  you  earn  * And  today's 
attractive  tax-free  yields  help  you  earn 
high  after-tax  income. 

A strategy  that  has  rewarded  New  Jersey  investors.  This 

fund  ranks  among  New  Jersey's  top-performing  municipal 
bond  funds.  It  has  outperformed  the  Fipper  Average  for  its  cat- 
egory since  inception;  The  fund  has  also  earned  a four-star 
(★★★★),  risk-adjusted  performance  rating  from  Morningstar, 
an  independent  publisher  of  mutual  fund  ratings.^ 

Professionally  managed  risk.  The  fund  offers  high  tax-free 
yields  by  investing  primarily  in  long-term  municipal  bonds 


Double- 

Tax-Free  Income 

Free  from  federal 
and  state  taxes. 

♦ 

Strong  Performance 

Beating  the  Lipper 
Average  for  its  category 
since  its  inception. 

♦ 

No  Sales  Charges 

100%  no  load , 
no  12b -1  fees,  no  fees  to 
exchange  or  redeem. 


issued  within  New  Jersey.  While  these  securities  involve 
greater  risk  than  short-term  bonds,  our  fund  managers  actively  manage  the  portfolio  in 
anticipation  of  interest  rate  movements.  We  use  our  own  proprietary  credit  analysis  of 
each  issuer  to  reduce  credit  risk  and  maintain  wide  diversification  across  issuers  within 
the  state.  Of  course,  this  fund's  yield  and  share  price  will  fluctuate  with  interest  rate 
changes.  Minimum  investment  is  $2,500.  Free  checkwriting. 


Call  24  hours  for  a free  report 
and  prospectus 

1-800-541-1395 


Invest  With  Confidence 

T.RoweFHce 


m 

? mkk 


*Some  income  may  be  subject  to  state  and  local  taxes  for  non-New  Jersey  residents,  and  the  federal  alternative  minimum  tax.  8.1%  and  8.1%  7.8%  and  7.6% 
are  the  1-year  and  since  fund's  inception  (4/30/91)  average  annual  total  returns  for  the  fund  and  the  Lipper  Average  of  the  New  Jersey  Municipal  Debt  category  for  the  periods  ended 
6/30/95.  Past  and  present  expense  limitations  have  increased  the  fund’s  yield  and  total  return.  Figures  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain 
distributions.  Total  return  represents  past  performance  and  cannot  guarantee  future  results.  Investment  return  and  principal  value  will  vary  and  shares  may  be  worth  more  or  less  at 
redemption  than  at  original  purchase.  + Morningstar  proprietary  ratings  reflect  historical  risk-adjusted  performance  as  of  6/30/95.  These  ratings  may  change  monthly.  Ratings  are 
calculated  from  the  fund’s  3-year  annual  returns  in  excess  of  90-day  Treasury  bill  returns  with  appropriate  fee  adjustments  and  a risk  factor  that  reflects  fund  performance  below 
90-day  Treasury  bill  returns.  685  municipal  bond  funds  were  rated.  Ten  percent  of  hinds  in  an  investment  category  receive  5 stars  and  the  next  22.5%  receive  four.  Past  performance 
cannot  guarantee  future  results.  Request  a prospectus  with  more  complete  information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest 
or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  NJB027562 
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With  so  much  at  stake,  shouldn’t  you  be  represented  by  Kern  Augustine? 


The  sad  truth  is,  everything  you’ve  worked  for  can  all 
disappear  if  you’re  not  prepared  for  a government 
inquiry.  Which  is  why  if  you  or  your  practice  is  being 
investigated,  you  need  counsel  experienced  and 
thoroughly  knowledgeable  in  health  law.  At  Kern 
Augustine,  our  goal  is  always  to  help  you  reach  your 
goals  by  advising  you  on  managed  care,  risk  prevention, 


business  planning,  contracting  and  today’s  growing 
maze  of  regulations.  Yet,  should  you  ever  face  career- 
threatening  litigation,  rest  assured  that  our  expertise 
can  help  yoti  feel  as  if  your  problems  have  disappeared. 
For  more  reassuring 
details,  please  call. 


t Augustine  Conroy 
Schoppmann,  P.C. 
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“Few  fund  companies  can  now  match 
the  depth  and  quality  of  T.  Rowe  Price’s 
domestic-stock  line  up.” 

Morningstar  Investor  5/95 


In  over  55  years  of  managing 
investments,  we've  tried  to  do  what's 
best  for  our  clients.  To  us  that  means 
recognizing  not  only  the  importance 
of  returns  but  also  of  risk. 

We're  pleased  that  the  results  of 
our  efforts  have  been  noted  by  others. 

In  large  measure,  the  Morningstar 
ratings  shown  reflect  the  thorough, 
fundamental  stock  analysis  that 
backs  every  equity  fund  at  T.  Rowe 
Price,  through  every  market  environ- 
ment, regardless  of  the  fund's 
objectives  or  management  style. 

To  learn  more,  call  for  a free 
report  on  any  of  our  domestic  stock 
funds  today.  As  with  any  stock  fund, 
there  will  be  price  fluctuation.  Past 
performance  cannot  guarantee  future 
results.  The  minimum  investment  is 
$2,500  per  fund  ($1,000  for  IRAs). 

100%  no  load. 

Call  24  hours  for  a 
free  report  and  prospectus 

1-800-541-5844 

Invest  With  Confidence® 

T.RoweRice  Bk 

*The  Morningstar  statement  is  based  on  its  proprietary  rating  system.  Morningstar  proprietary  ratings  reflect  historical  risk-adjusted  performance  as  of  9/30/95.  These  ratings 
may  change  monthly.  Ratings  are  calculated  from  the  funds'  3-,  5-,  and  10-year  average  annual  returns  in  excess  of  90-day  Treasury  bill  returns  with  appropriate  fee  adjustments 
and  a risk  factor  that  reflects  fund  performance  below  90-day  Treasury  bill  returns.  Funds  with  performance  records  of  less  than  3 years  have  not  been  assigned  a star  rating.  1,283, 
925,  and  484  equity  funds  were  rated  for  the  3-,  5-,  and  10-year  periods  ended  9/30/95,  respectively.  Ten  percent  of  the  funds  in  an  investment  category  receive  5 stars,  the  next 
22.5%  receive  4,  the  next  35%  receive  3,  and  the  next  22.5%  receive  2.  Investment  return  and  principal  value  will  vary  and  shares  may  be  worth  more  or  less  at  redemption  than  at 
original  purchase.  Request  a prospectus  with  more  complete  information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send 
money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  DEQ028124 


Morningstar  risk-adjusted  performance 
ratings  for  the  period  ended  9/30/95* 


Fund 

Overall 

3yr 

5yr 

10  yr 

Balanced 

★★★★ 

★★★★ 

★★★★ 

★★★★ 

Capital  Appreciation 

★★★★ 

★ ★★★ 

★★★★ 

- 

Equity  Income 

★★★★ 

★★★★ 

★★★★ 

- 

Growth  & Income 

★★★★ 

★ ★★★ 

★★★★ 

★ ★★ 

Growth  Stock 

★ ★★★ 

★★★★ 

★★★★ 

★★★ 

Mid-Cap  Growth 

★★★★★ 

★★★★★ 

- 

- 

New  America  Growth 

★★★★ 

★ ★★★ 

★★★★★ 

★ ★★★ 

New  Era 

★★★ 

★★★ 

★ ★ 

★★★ 

New  Horizons 

★★★★ 

★★★★★ 

★★★★★ 

★★★ 

OTC 

★★★ 

★★★★★ 

★★★★ 

★ ★ 

Science  & Technology 

★★★★★ 

★★★★★ 

★★★★★ 

- 

Small-Cap  Value 

★★★★★ 

★★★★★ 

★★★★★ 

- 

Spectrum  Growth 

★★★★ 

★★★★ 

★★★★ 

- 

The  following  funds  have  performance  records 
of  less  than  3 years,  and  therefore  are  not  rated. 

Blue  Chip  Growth  Personal  Strategy  Balanced 

Capital  Opportunity  Personal  Strategy  Growth 

Dividend  Growth  Value 
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Not  just  when  you  have  a careen  threatening  problem. 


Why  do  physicians  turn  to  Kern  Augustine  first  when 
they’re  faced  with  complex  legal  problems?  We’re 
acknowledged  experts  in  health  law.  Which  is  precisely  why 
you  should  also  rely  on  us  for  all  your  legal  counsel  — 
from  business  planning  and  contracting  to  insurance 
reimbursement  and  hospital  relations.  Unlike  most  other 
firms,  our  experienced  attorneys  work  principally  for 


physicians  and  other  health  professionals,  and  we  have 
helped  thousands  of  physicians  build  and  safeguard  their 
practices.  For  the  whole  story,  including  how  our  efficient 
expertise  can  help  your  practice  prosper  in  these  volatile 
times,  please  call  * 

mstineConro\ 


our  nearest  office. 


Schoppmann 


moy 


New  Jersey  (908)  704-8585  • New  York  City  (516)  326-1880  • Upstate  NY  (315)  682-6261  • Chicago  Affiliate  (312)  648-1  111 
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BOOK  REVIEWS 


ACCIDENT  AND  EMERGENCY  MEDICINE 


P.  Howarth,  R.  Evans.  Oxford, 
England,  Bios  Scientific  Publish- 
ers, 1994.  My  initial  reaction 
upon  scanning  this  book  was  that 
it  appeared  too  brief  and  lacked 
detail.  My  first  impression  was 
correct.  However,  this  book’s 
brevity  ended  up  being  its  true 
advantage. 

Drs.  Howarth  and  Evans  in- 
tend this  book  to  “lend  itself  both 
to  clinical  practice  and  to  the 
readers  studying  for  their  higher 
examinations.  They  accomplish 
this  goal.  They  also  acknowledge 
that  emergency  medicine  is  a very 
broad  specialty  and  that  “it  is  not 
possible  for  the  text  to  be  a com- 
prehensive account  and  the  read- 


KEY TOPICS  IN  PAEDIATRICS 


A.  Davies;  A.  Billson.  Oxford, 
England,  Bios  Scientific  Pub- 
lishers, 1994.  For  decades,  resi- 
dents and  students  have  carried 
the  pocket-size  manual,  The 
Peripheral  Brain,  for  quick  ref- 
erence, with  particular  emphasis 
on  numbers,  graphs,  and  equa- 
tions. Key  Topics  in  Paediatrics 
appears  to  be  such  a manual,  but 
larger — the  size  of  a larger-than- 
average  mystery  book.  One  hun- 
dred topics,  selected  by  clinical 
presentation  (jaundice),  disease 
group  (thyroid  disorders),  specific 
diagnosis  (Kawasaki  disease),  or 
etiology  (poisoning)  are  sum- 
marized in  two  to  three  pages, 
with  a listing  of  key  issues  and 
generic  references.  Regrettably, 
the  latter  display  a preponderance 
of  older  texts,  and  references  to 
the  literature  are  heavily  weight- 
ed to  British  practice.  No  criti- 


er is  encouraged  to  . . . (consult) 
the  references  at  the  end  of  each 
topic. 

This  book  reads  easily  and 
quickly.  It  does  not  burden  the 
reader  with  too  much  or  too  little 
detail.  The  text  is  a valuable  re- 
source for  physicians,  nurses, 
prehospital  providers,  and  stu- 
dents. 

Finally,  for  those  professionals 
who  teach  by  lecture,  this  book 
presents  its  key  topics  in  a consis- 
tent, structured  format  that  is 
ideal  for  lecture  presentations. 
Any  practitioner  will  benefit  from 
periodic  review  of  this  book.  O 
James  E.  George,  MD,  JD 


cism  is  intended,  but  the  authors 
do  not  have  space  to  discuss  those 
issues  where  practice,  medica- 
tions, or  other  concepts  differ  to 
the  west  of  the  Atlantic  Ocean. 

This  volume  attempts  to  serve 
too  many  masters  — it  is  not  cur- 
rent enough  or  complete  enough 
for  the  critically  sick  patient;  it 
does  not  discuss  ambulant 
problems,  i.e.  sleep  disorders, 
feeding  problems,  and,  most  im- 
portant, the  authors  often  are 
unable  to  present  a sense  of 
perspective — when  to  worry, 
when  to  reassure,  and  when  to 
perform  studies.  In  keeping  with 
the  organization  of  health  care  in 
Britain,  there  is  no  reference  to 
costs  of  care  or  how  to  work  as 
efficiently  as  possible.  A good  try, 
but  goals  and  technique  need 
much  sharpening.  □ Avrum  L. 
Katcher,  MD 
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......  Your  Office  ... 

-..T  Where  Does  rr 

111  Hurt? 

Staff? 

Billing? 

Insurance? 

Collections? 

CPT/ICD  Codes? 
Coding  Updates? 

’ Your  office  will  be  evaluated  and  reorganized 

•.  , to  operate  with  peak  performance  and 

'•  efficiency,  confidently  and  expertly.  Whatever 

it:-..’  ||  may  be  causing  your  daily'  office  routines  to  be 

Tx  • • . ' Y deficient ...  will  lx  diagnosed,  examined  and 

cured.  Call  lor  intensive  care  and  expertise. 

Mary  Ann  Hamburger 

associates 
The  Specialist's  Specialist 

74  Hudson  Avf..  Maplewood,  N.J.  07040 

201-763-7394 


A.  re  you  paying  too  much  for  your 
medical  malpractice  insurance? 


If  you're  one  of  the  specialists  shown 
below  and  presently  insured  by  MIIX, 
you  are! 


Specialty 

Potential 

Savings* 

Cardiology 

$1,413 

Emergency  Medicine 

$2,331 

Gastroenterology 

$2,640 

Neurology 

$4,245 

Pathology 

$1,265 

Anesthesiology 

$ 813 

*$1M/3M  Occurrence  Plus  coverage 


Call  our  fully  licensed,  knowledgeable  staff 
to  obtain  complete  details  about  this  cover- 
age and  how  easy  it  is  to  switch. 

Joseph  A.  Britton  Agency,  Inc. 

855  Mountain  Avenue,  Mountainside,  NJ  07092 
908/654-6464  800/462-3401 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon 8 is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1’2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1’3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  L3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon58'  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201)  569-8502 
1-800-237-9083 
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NEW  JERSEY  MEDICINE 


EDITOR’S  DESK 


T 


HAPPY  NEW  YEAR 


We  can  expect  1995  to  see  the 
apogee  of  the  managed  care  ac- 
tivities that  accelerated  so 
markedly  in  1994.  Many  of  us 
have  grave  misgivings  about  the 
impact  of  these  activities  on  our 
profession.  To  illustrate  the 
problem  (and  I hope  you  can 
forgive  my  failure  to  provide  a 
personal,  original  thesis),  Patricia 
Macchia,  PhD,  a psychologist 
from  Woodbridge,  has  poignantly 
portrayed  the  circumstances  from 
which  she,  along  with  too  many 
of  our  colleagues,  has  escaped  by 
leaving  private  practice.  The 
essay  was  published  in  The  News 
Tribune  of  November  20,  1994: 

“A  front-page  article  concern- 
ing managed  health  care  recently 
was  printed  in  this  newspaper.  I 
was  particularly  curious  as  to  its 
content  because  I have  my  own 
office  as  a licensed  psychologist 
and  have  been  dealing  with 
managed  care  companies  for  the 
past  several  years. 

“I  was  stopped  in  my  tracks  by 
the  contention  that  ‘the  real  ben- 
efit of  managed  health  care  [is] 
improved  quality.  It  has  been  my 
experience  with  these  companies 
that  the  real  benefit  of  managed 
care  companies  has  been  to  create 
jobs.  Those  jobs  are  contained  in 
the  many  layers  of  personnel  and 
administrators  that  interfere  in 
the  delivery  of  care  to  patients. 

“But  let  me  back  up  a little  to 
set  the  scene.  After  a number  of 
years  of  working  in  the  mental 
health  held,  I opened  my  own 
office  about  five  years  ago.  From 
the  very  beginning,  I was  aware 
that  I would  need  to  contract  with 
managed  care  companies  if  I 
wanted  to  survive.  I knew  that 
they  discounted  fees,  but  realized 
that  anything  was  better  than 
nothing.  I was  willing  to  accept 
that. 


Howard  D.  Slobodien,  MD 


“Over  the  next  few  years,  I 
realized  that  the  reason  my  fees 
were  being  discounted  was  to 
finance  the  many  salaries  being 
paid  to  the  myriad  workers  mak- 
ing up  managed  care  companies, 
and  that  the  patient  was  not  ob- 
taining any  benefits  from  the 
companies’  interference  in  their 
health  care. 

"Endless  hours  each  month 
were  spent  on  the  telephone  at- 
tempting to  certify  patients’  ben- 
efits, determining  copayments, 
asking  “permission  of  people  with 
less  training  than  my  own  if  I 
could  see  a patient  for  more  than 
four  visits,  or  explaining  to 
someone  why  a severely  de- 
pressed and  self-destructive  teen- 
ager needs  hospitalization  (which, 
by  the  way,  was  denied  for  a 
period  of  time). 

“Add  to  this  the  reams  of  forms 
that  needed  to  be  filled  out  to 
support  the  need  for  treatment  for 
patients  who  were  barely  making 
it  through  each  day.  Of  particular 
annoyance  was  when  someone 
not  involved  in  the  intensely  emo- 
tional procedure  of  directly  work- 


ing with  a specific  patient  would 
suggest  trite  and  simplistic  ways 
of  treating  his  or  her  problem. 

“All  of  you  are  familiar  by  now 
with  calling  an  insurance  com- 
pany, or  any  company,  with  the 
friendly  taped  greetings  and 
directions  to  make  a selection 
from  their  touch-tone  menu. 
These  calls  are  time  consuming 
and  counterproductive. 

“These  prolonged,  unproduc- 
tive telephone  calls  are  the  norm 
in  my  practice,  and  the  urge  is  to 
give  up  trying  to  make  contact 
with  these  “care  managers. 
However,  since  a provider  of 
health  services,  such  as  myself, 
must  obtain  permission  from  so- 
meone, somewhere  in  this  bu- 
reaucratic vacuum  to  treat  a pa- 
tient, that  provider  must  make 
these  endless  calls.  Multiply  each 
unnecessary  telephone  call  by  the 
number  of  patients  each  practi- 
tioner has  and  you  can  see  how 
much  time  is  lost  dealing  with 
layers  of  unbenefieial  personnel. 
The  time  spent  doing  so  eats  away 
at  time  better  spent  on 
professional,  patient-related  ac- 
tivities. 

"The  usual  number  of  sessions 
certified  is  six.  This  number  has 
no  correlation  to  the  diagnosis  or 
severity  of  symptoms.  It  is  based 
not  on  medical  criteria,  but  on 
business  norms.  It  is  based  on 
contracts  sold  by  the  managed 
care  company  to  an  employer. 
The  object  is  to  save  money  for 
the  employer  and  make  money  for 
the  layers  of  employees  working 
within  the  managed  care  system. 

"Improving  the  quality  of 
health  care?  Not  by  a long  shot! 
It’s  more  like  sleight  of  hand  to 
obscure  who  pockets  the  so-called 
savings  gained  by  limiting  both 
access  to  treatment  and  choice  of 
health  care  providers. 
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“I'm  ashamed  to  admit  it,  but 
there  are  times  while  a patient  is 
addressing  a serious  issue  that  I 
find  myself  thinking:  Is  this  a pa- 
tient who  has  six  sessions  or  three 
sessions?  Do  we  have  enough 
time  to  deal  with  this?  If  we  start 
to  work  on  this,  can  we  finish  it? 
The  answer  usually  is  no. 

“How  can  I competently  treat 
a patient  when,  although  I am 
responsible  for  the  outcome, 
someone  at  the  end  of  a telephone 
with  questionable  qualifications  is 
dictating  my  treatment  decisions? 

“I  am  not  advocating  that 
everyone  should  have  access  to 
long-term  therapy  just  because 
they  want  it.  But  a patient  who 
is  in  need  of  time  to  address  pain- 
ful issues  that  are  interfering  with 
his  or  her  ability'  to  function  at 
work,  at  home,  or  in  society  must 
be  allowed  to  obtain  appropriate 
treatment.  A patient  who  is  hav- 
ing difficulty  dealing  with  day-to- 
day  activities  needs  to  be  seen 
more  than  once  a week  during  a 
trying  period. 

“The  provider  of  care  is  the  one 
who  should  be  making  the  de- 
cisions concerning  the  continuity 
of  treatment  for  the  patient — not 
an  obscure  voice  on  the  telephone 
who  has  no  connection  to  the 
reality  of  the  patient's  difficulties 
or  the  training  of  a professional. 

“Arbitrarily  restricting  access  to 
treatment  is  not  in  the  best  in- 
terest of  the  patient.  It  is  a very 
poor  health  decision.  Limiting  ac- 
cess to  treatment  and  to  treatment 
providers  because  it  benefits  the 
managed  care  company  or  the 
employer  must  not  be  confused 
with  improving  the  quality  of 
health  care.’ 

"Let  me  mention  some  of  the 
improvements  in  the  quality  of 
mental  health  care  provided  by 
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the  addition  of  layers  of  mid- 
dlemen who  make  health  de- 
cisions they  have  no  business 
making: 

• Very  limited  access  to  treat- 
ment session,  not  based  on 
diagnosis,  history  of  past  dif- 
ficulties, or  severity  of  symptoms. 

• Restricted  choice  of 
providers. 

• Loss  of  access  to  a provider 
while  treatment  is  in  progress  if 
your  company  contracts  with  a 
different  managed  care  company 
at  contract  time. 

• Demoralizing  providers  by 
constantly  overseeing  their  treat- 
ment plans  and  questioning  their 
decisions  with  regard  to  the  needs 
of  their  patients. 

• Having  individuals  with 
lesser  training,  if  any  training, 
authorizing  treatment  and  moni- 
toring treatment  progress. 

• Requiring  providers  to 
spend  incredible  amounts  of  time 
on  the  telephone  and  completing 
forms  that  have  little  purpose, 
beside  limiting  access. 

• Denying  a qualified  provider 
the  opportunity  to  be  a provider 
for  a managed  care  company  be- 
cause it  is  not  in  the  financial 
interest  of  the  company  to  have 
more  than  a few  providers  in  each 
geographic  region. 

“I,  for  one,  can  no  longer  deal 
with  the  hollow  claims  and  undue 
demands  of  managed  care  com- 
panies. They  are  not  improving 
the  health  care  of  Americans. 
They  are  creating  another  layer  of 
administrative  positions  that  need 
to  be  financed.  This  is  ac- 
complished by  shortchanging  the 
American  public. 

“The  managed  care  companies 
are  becoming  lucrative  busi- 
nesses, forever  looking  for  ways  to 
increase  their  profits  at  the  ex- 


pense of  the  patient.  I don  t know 
how  they  can  sleep  at  night.  I 
know  that  I can’t,  so  I am  closing 
the  practice  for  which  I so  ardent- 
ly trained. 

The  demise  of  the  Clinton 
health  care  and  delivery  reform 
plan  has  spurred  managed  care 
insurers  of  all  types  to  grab  their 
pieces  of  the  pie  before  federal 
laws  and  regulations  hinder  their 
efforts.  Forget  ‘managed  competi- 
tion’ as  a leveling  force.  It  is  devil 
take  the  hindmost.  Let  me  repeat 
a previous  comment  of  mine:  if 
government  does  not  get  us,  in- 
surers will.  Without  full  bargain- 
ing rights,  we  shall  have  no  rights. 
Comments  from  concerned  par- 
ties are  encouraged.  Please  write. 
□ Howard  D.  Slobodien,  MD 

A manager  may  be  tough  and 
practical,  squeezing  out,  while 
the  going  is  good,  the  last  ounce 
of  profit  and  dividend,  and  may 
leave  behind  him  an  exhausted 
industry  and  a legacy  of  in- 
dustrial hatred. 

Robert  Menzies, 
First  William  Queole 
Memorial  Lecture,  1954 

Of  all  the  divisions  in  the 
politics  of  the  Western  world, 
the  clearest  and  most  conse- 
quential are  those  between  cor- 
porate or  communal  rights  and 
the  rights  of  the  individual. 

Mark  Helprin,  adapted  from 
a speech  at  the  Ethics  and 
Public  Policy  Center  on  Nov- 
ember 21,  1994 — reported  in 
The  Wall  Street  Journal,  Nov- 
ember 25,  1994. 
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^//eot/o.ua  Ji.  ^am/jor/ane,  0.6.  

f COUNSELORS  AT  LAW\ 

Personalized  Health  Care  Legal  Services 

► Development  of  physician  agreements  with 
Individual  Practice  Associations,  Preferred  Provider 
Networks,  Health  Maintenance  Organizations  and 
Commercial  Insurers; 

► Advice  regarding  federal  and  state  laws  affecting 
physicians’  practices,  laboratories,  joint  ventures  and 
reimbursement; 

► Representation  before  the  New  Jersey  Board  of 
Medical  Examiners,  other  state  and  federal  agencies; 

► Negotiation  in  the  sale  of  physician  practices  or 
investment  interests  and  counseling  on  fraud  and 
abuse  problems. 


1044  Route  22  West,  Mountainside,  New  Jersey  07092 
(908)  789-7977  (908)  789-9699  Fax 

A member  of  the  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member  of  the  American  Association  of  Physician/Hospital  Organizations 
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MEDIBASE  PLUS  - VERSION  5.06 

THE  COMPLETE  PRACTICE  MANAGEMENT 
COMPUTER  SOFTWARE 

INCLUDES  DIRECT  TO  MEDICARE 
ELECTRONIC  CLAIMS  SUBMISSION 
WITHOUT  A TRANSACTION  CHARGE 


SINGLE  USER  VERSION:  $1,495.00 
MULTI-USER  VERSION:  $2,495.00 


ON-SITE  TRAINING  IS  INCLUDED  AT  NO 

ADDITIONAL  COST 


MENTION  THIS  ADVERTISEMENT, 
PURCHASE  BEFORE  0 1/3 1/95  & 
RECEIVE  A FREE  PRINTER! 


SUPPORT  FOR  MEDICARE,  PRIVATE 
INSURERS,  HMO’S,  PPO’S,  AND 

MEDICAID 


MEDIBASE,  INC.,  753  BERGEN  BOULEVARD, 
RIDGEFIELD,  NJ  07657 
(201)  313-1700 
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COMMENTARY 


A SMOKELESS  STATE 


• The  tobacco  industry  spends  $3.9  billion  per  year  on  advertis- 
ing. This  “buys  ’ 3,000  children  per  day  who  become  new  smokers 
to  replace  those  who  quit  or  die  trying. 

• Over  30,000  Americans  die  each  year  from  illegal  drug  use; 
100,000  die  from  alcohol  use,  and  400,000  die  from  tobacco- 
produced  disease. 

• A New  Jersey  youth  behavior  study  reported  that  6 percent  — 
over  2,000  children — were  regular  cigarette  smokers  (at  least  one 
cigarette  a day  for  30  days)  by  age  13. 

• Smoking  costs  the  New  Jersey  taxpayer  $80  billion  in  health 
care,  lost  productivity,  and  Medicare/Medicaid.  Taxpayer  expense 
equals  $2.18  per  pack  smoked. 

• Ninety  percent  of  all  tobacco  users  are  addicted.  Only  10 
percent  of  alcohol  users  are  addicted. 

• Tobacco-related  disease  is  responsible  for  one  in  six  New 
Jersey  deaths  annually. 

• Cigarettes  contain  over  4,000  chemicals — 43  known  carcino- 
gens— delivered  unregulated  by  any  consumer  protection  agency. 


The  Medical  Society  of  New 
Jersey  (MSNJ)  has  been  awarded 
funding  for  NEW  JERSEY 
BREATHES,  a four-year  tobacco 
control  grant,  through  The  Robert 
Wood  Johnson  Foundations 
SmokeLess  States  initiative 
directed  by  the  American  Medical 
Association  (AMA).  Using  realistic 
and  efficient  measures,  NEW 
JERSEY  BREATHES  activities 
will  eliminate  smoking  in  public 
places,  restrict  the  tobacco  in- 
dustry’s access  to  children,  and 

dramatically  reduce  tobacco  use 
by  minorities  and  pregnant 
women. 

As  reported  by  Dr.  Norman 
Hvmowitz  (pages  22-24),  New 
Jersey  communities,  such  as 

Paterson,  are  experiencing  true 
success  in  de-normalizing  tobacco 
use  among  their  citizens.  NEW 
JERSEY  BREATHES  will  work 
toward  similar  interventions  to 

curtail  tobacco  use  and  addiction. 

As  medical  professionals  within 
your  community,  there  are  direct 
actions  that  can  be  taken  to  con- 
trol tobacco  death  and  disease. 

NEW  JERSEY  BREATHES 
asks  you  to: 

• Prevent  tobacco  addiction. 
Talk  with  young  children  serious- 
ly and  frankly  about  the  dangers 
of  tobacco  experimentation.  One- 
third  to  one-half  of  all  children 
who  smoke  “just  one  cigarette 
end  up  with  an  over  20-year  ad- 
diction battle. 

Smoking  is  not  an  adult  behav- 
ior. Less  than  10  percent  of 
smokers  begin  after  age  20. 

Dispel  the  myth  that  smoking 
is  a common  behavior.  Only  22 


percent  of  New  Jersey’s  popula- 
tion smokes. 

• Promote  cessation.  A preg- 
nant woman  who  smoke  shares 
negative  health  effects  with  her 
unborn  child.  Nicotine  use  pre- 
dictably results  in  lower  birth- 
weight  establishing  a birthright  to 
chronic,  lifelong  disease. 

Parents  who  smoke  with  chil- 
dren prone  to  ear  infections, 
upper  respiratory  illnesses,  asth- 
ma, and  allergies  are  nurturing 
disease  through  continual  doses 
of  tobacco-produced  carcinogens. 

• Advocate  social  change. 
Many  restaurants  need  only  to 
hear  from  their  customers  to 
establish  a smoke-free  environ- 
ment that  protects  clients  and 
employees.  Tip  them  off — a 
smoke-free  business  is  a good 
business. 

Communities  in  New  Jersey 
can  act  to  severely  restrict  the 


tobacco  industry’s  access  to  chil- 
dren. Follow  the  lead  set  by  over 
two  dozen  communities:  Ban 

cigarette  vending  machines.  Re- 
strict cigarette  self-service  racks. 
Limit  advertising  of  tobacco 
products  at  public  sites. 

Support  legislators  who  boldly 
oppose  the  tobacco  industry  to 
advocate  for  an  increased  ciga- 
rette excise  tax.  This  places  the 
burden  of  tobacco  costs  on  those 
who  chose  to  use  it. 

Participate  in  the  petition 
drive  to  support  the  Food  and 
Drug  Administration  regulation  of 
tobacco.  Sample  petitions  are 
available  from  NEW  JERSEY 
BREATHES. 

For  more  information  on  NEW 
JERSEY  BREATHES,  contact 
JaNoel  L.  Bess,  project  director, 
NEW  JERSEY  BREATHES, 
MSNJ,  Two  Princess  Road,  Law- 
renceville,  New  Jersey  08648- 
2302;  609/896-1766.  □’ 


■ 
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Paterson  COMMIT: 

A smoke-free 
community  initiative 

Norman  Hymowitz,  PhD 


Paterson  COMMIT  is  an  effort  to  combat  cigarette  smoking. 

The  theme  for  1994  was  “The  Smoke-Free  Household,  ” and 
programs  were  aimed  at  altering  community  norms  and  helping 
smokers  quit.  Paterson  COMMIT  is  a successful  demonstration 
of  what  a community  can  accomplish. 


Former  Surgeon  General 
Koop  considered  ciga- 
rette smoking  the  single 
most  important  preven- 
table cause  of  morbidity  and 
mortality  in  our  society.1  It  is 
estimated  that  cigarette  smoking 
contributes  to  400,000  deaths  an- 
nually in  the  United  States,  and 
smoking  is  a major  cause  of  death 
due  to  coronary  heart  disease, 
lung  and  other  cancers,  and 
chronic  obstructive  pulmonary 
disease.2 

Despite  these  and  other  strik- 
ing health  statistics,  cigarette 
smoking  remains  legal  and  a part 
of  American  culture.  Young  peo- 
ple begin  experimenting  with 
cigarette  smoking  as  early  as  eight 
years  of  age,  and  most  adults  who 
smoke  become  regular  smokers 
by  their  late  teens.3  Cigarettes  are 
among  this  country’s  most  heavily 
advertised  products,  and  tobacco 
advertising  is  virtually  ubiquitous 
in  our  society.  In  addition  to 
widespread  advertising  in  the 
print  media  and  on  billboards,  to- 
bacco marketing  strategies  in- 
clude sponsorship  of  sporting  and 
cultural  events,  merchandising  of 
items  that  contain  cigarette  logos, 
and  free  "give  aways”  and  coupon 
programs  that  contribute  to  brand 
awareness  and  the  ubiquitousness 


of  cigarette  smoking  in  our 
society. 

While  much  progress  in  the 
anti-smoking  arena  has  been 
made,  30  percent  of  the  adult 
population  still  smokes,  and 
young  people  continue  to  acquire 
the  habit  at  an  alarming  rate.4 
Cigarette  smoking  continues  to 
threaten  the  health  and  vitality  of 
communities  across  the  nation, 
and  it  now  is  recognized  that  a 
community  response  is  needed  to 
effectively  control  and  reduce  the 
tobacco  pandemic.  Only  com- 
munities themselves  can  strike  at 
the  cultural  and  social  norms  and 
mores  that  contribute  to  cigarette 
smoking  and  create  new  norms  in 
which  cigarette  smoking  is  not 
socially  acceptable. 

During  the  past  decade,  the 
National  Cancer  Institute  (NCI) 
sought  to  study  the  impact  of 
community  intervention  and  mo- 
bilization by  carrying  out  the 
multi-center  Community  Inter- 
vention Trial  for  Smoking  Cessa- 
tion (COMMIT),  a study  of  com- 
munity-based intervention  on 
cigarette  smoking  in  22  cities  in 
North  America.  Detailed  descrip- 
tions of  COMMIT  already  have 
been  published,5  although  the 
various  effects  of  COMMIT  on 
smoking  rates  in  the  intervention 


communities  have  not  yet  been 
reported. 

One  measure  of  the  success  of 
federally  funded  community  pro- 
grams is  what  happens  to  the  pro- 
gram once  federal  dollars  are  re- 
moved. In  Paterson,  a former 
NCI  COMMIT  intervention  city, 
the  program  has  continued, 
despite  the  end  of  NCI  funding. 
The  new  “Paterson  COMMIT 
anti-smoking  initiative  is  a suc- 
cessful demonstration  of  what  a 
local  community  can  accomplish 
when  its  citizens  join  together  to 
promote  community  public 
health.  Paterson  COMMIT  is  an 
important  model  of  community 
intervention,  not  only  for  the 
modification  of  smoking,  but  also 
for  intervention  on  other  threats 
to  community  health. 

PARTNERSHIP  MODEL 

Community  intervention  re- 
quires resources,  expertise,  and 
commitment.  In  the  case  of 
Paterson  COMMIT,  a partner- 
ship was  formed  between  a cor- 
porate sponsor  with  a strong  com- 
mitment to  community  health, 
Lederle  Laboratories  of  Wayne, 
UMDNJ-New  Jersey  Medical 
School,  and  the  city  of  Paterson. 
In  a press  conference  to  an- 
nounce the  formation  of  the 
partnership  for  action,  Paterson 
Mayor  Senator  William  Pascrell 
underscored  the  importance  of  a 
true  community  response  to  the 
tobacco  problem  and  the  need  for 
all  parties  to  join  in  a true  com- 
munity effort. 
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PATERSON  COMMIT 
COMMUNITY  BOARD 

Program  governance,  priorities, 
and  intervention  activities  are  the 
responsibilities  of  a volunteer 
community  board,  comprised  of 
citizens  who  live  and/or  work  in 
Paterson.  The  current  board  con- 
sists of  many  members  who 
served  during  the  NCI-funded 
program  years,  as  well  as  new 
members  who  stepped  forward  to 
serve  the  community  after  NCI 
support  ended.  The  current  board 
is  a multi-racial/ethnic  group, 
representing  the  three  hospitals 
in  Paterson,  the  American  Cancer 
Society  (ACS),  the  Paterson 
Health  Department,  the  YWCA, 
the  Paterson  school  system,  and 
several  community  groups.  Net- 
working and  interaction  with 
agencies,  institutions,  and  or- 
ganizations in  the  community  in- 
crease the  volunteer  base  and  im- 
pact of  the  program. 

COMMUNITY  ORGANIZER 

The  Paterson  community  or- 
ganizer, a resident  with  a back- 
ground in  health  education, 
served  the  board  and  the  com- 
munity and  acted  as  a liaison  be- 
tween the  community  and  New 
Jersey  Medical  School.  The  or- 
ganizer provided  important  out- 
reach and  legwork,  facilitating 
board  activities  and  events  in  the 
community. 

ANNUAL  THEME 

The  NCI-funded  COMMIT 
focused  on  adult  heavy  smokers 
(more  than  25  cigarettes  per  day). 
The  new  board  opted  to  focus 
more  on  youth,  and  selected  "The 
Smoke-Free  Household’  as  the 
1994  theme.  This  choice  reflected 
the  board’s  interest  in  youth  and 
its  concern  about  the  recently 
published  Environmental  Protec- 
tion Agency  Report  on  the 
harmful  effects  of  environmental 
tobacco  smoke  (ETS).6 

PROGRAM  ACTIVITIES 

A number  of  important  pro- 
gram activities  have  been  carried 


out,  and  others  are  in  the  plan- 
ning stage. 

The  “Healthy  Baby  & Me  pro- 
gram is  a hospital  and  clinic-based 
prenatal  program  combining  edu- 
cational material  and  incentives 
for  pregnant  mothers  to  quit 
smoking  and  to  establish  a smoke- 
free  household  for  the  new  baby. 
A brief  inservice  was  held  with 
hospital  and  clinic  staffs  to  in- 
troduce them  to  the  program.  Ex- 
pectant mothers  were  given  brief 
counseling  and  materials  on  how 
to  create  a smoke-free  household 
and  how  to  stop  smoking.  The 
pregnant  women  signed  a behav- 
ioral contract  and  entered  a lot- 
tery, with  prizes  such  as  a baby 
stroller  or  car  seat.  If  their  name 
was  drawn  and  they  fulfilled  their 
contract,  they  won  the  prize.  In 
approximately  six  months,  close  to 
300  pregnant  women  have 
participated. 

The  board  also  sponsored  a 
quit-smoking  program  for  other 
adults  in  Paterson.  The  four- 
session  group  program,  con- 
ducted by  volunteers  trained  by 
the  Passaic  County  Unit,  Ameri- 
can Cancer  Society  (ACS),  was 
offered  at  no  cost  and  featured 
ACS’s  Fresh  Start  program  and 
PROSTEP  nicotine  replacement 
therapy,  nicotine  “patches”  sup- 
plied by  Lederle  Laboratories  and 
distributed  free-of-charge  by  par- 
ticipating Paterson  pharmacies. 
Ten  groups  have  been  conducted, 
and  more  than  one-half  of  the 
participants  have  quit  smoking; 
the  groups  will  continue  to  be 
offered  on  a monthly  basis.  The 
release  of  outcome  data  must 
await  completion  of  followup. 

The  community  organizer  visit- 
ed pediatric  clinics  and  pediatri- 
cian offices  in  Paterson  for  brief 
inservice  trainings,  and  additional 
materials  were  mailed  to  en- 
courage doctors  and  staff  to  ad- 
vise and  assist  young  parents  who 
smoke  to  quit  smoking.  They  may 
also  refer  the  young  smokers  to 
the  COMMIT  Fresh  Start/ 
PROSTEP  group  programs.  Ad- 
vertisement for  the  group  pro- 
gram, as  well  as  sharing  of  health 


information  for  the  public,  also 
was  accomplished  through  the 
distribution  of  fliers,  posters,  and 
newsletters  through  doctors  and 
dentists’  offices,  hospitals,  clinics, 
churches,  worksites,  libraries,  and 
other  sites  in  the  community.  Pro- 
gram activities  also  have  been 
publicized  by  cable  television  and 
radio  public  service  announce- 
ments and  newspaper  coverage. 

In  keeping  with  the  accent  on 
youth,  the  COMMIT  community 
board  worked  closely  with 
Paterson  elementary  schools  to 
sponsor  an  antismoking  poster 
contest  during  the  Great  Ameri- 
can Smokeout  and  “The  Smoke- 
Free  Household”  competition  for 
students  and  parents.  The  win- 
ning poster  formed  the  center 
piece  of  a COMMIT  calendar  that 
was  distributed  to  the  community, 
and  the  elementary  school  classes 
with  the  highest  percentage  of 
parents  who  pledged  to  create  a 
smoke-free  household  won  pizza 
parties.  Over  1,000  students  and 
their  families  have  been  reached 
through  these  activities. 

Other  program  activities  were 
being  implemented,  including  a 
beauty  parlor  campaign  to  reach 
women  who  smoke,  participation 
in  health  fairs  and  related  com- 
munity events,  and  distribution  of 
educational  and  promotional  ma- 
terial on  smoking  cessation  during 
the  Great  American  Smokeout, 
New  Year  s Day,  Heart  Month 
(February),  Womens  History 
Month  (March),  Cancer  Educa- 
tion Month  (April),  and  High 
Blood  Pressure  Month  (May). 
Future  plans  include  initiatives  in 
policy  and  legislation,  highlight- 
ing the  recommendations  on 
smoking  and  youth  and  ETS  of 
the  New  Jersey  Commission  on 
Smoking  OR  Health,7  and  proj- 
ects for  1995  using  the  theme 
“Dangerous  Interactions.  In  ad- 
dition to  maintaining  current  ac- 
tivities, COMMIT  will  introduce 
a series  of  new  programs  that  call 
attention  to  the  interaction  be- 
tween smoking  and  high  blood 
pressure,  diabetes,  heart  disease, 
and  alcohol. 
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Evaluation  of  the  impact  of 
COMMIT  is  essential  for  pro- 
gram planning  and  development. 
The  evaluation  will  include 
process  as  well  as  outcome  vari- 
ables. To  date,  it  is  apparent  that 
COMMIT  program  activities 
have  been  successful,  at  least 
from  a process  point  of  view.  The 
“Healthy  Baby  & Me  program 
has  been  readily  incorporated  into 
prenatal  health  care  settings,  and 
the  materials  have  been  accep- 
table to  the  patients;  large 

numbers  of  women  have  entered 
the  behavior  change  incentive 
programs.  Followup  data  are 
necessary  to  determine  the 

number  of  pregnant  women  who 
remained  smoke-free  and/or 

created  smoke-free  households. 

The  school-based  programs 
also  have  proved  popular,  rep- 
resenting an  important  mech- 
anism for  reaching  out  to  parents 
of  the  schoolchildren.  Distribu- 
tion of  over  5,000  COMMIT 
calendars  throughout  the  com- 
munity, as  well  as  thousands  of 
action  alerts,  fliers,  and  health 
education  materials  represent 
another  successful  avenue  for 
reaching  out  to  Patersonians. 
Evaluation  of  impact,  however,  is 
more  difficult  and  probably  is 
beyond  the  scope  of  the  current 
program. 

In  contrast,  process  and  out- 
come evaluations  of  the  group 
quit-smoking  program  and  the 
beauty  parlor  initiative,  as  well  as 
other  future  events,  are  more 
easily  accomplished.  Followup 
contacts  and  sampling  techniques 
will  be  implemented  to  evaluate 
the  success  of  the  programs  from 
both  process  and  outcome  points 
of  view. 

CONCLUSION 

Cigarette  smoking  is  not  a 
minor  vice,  and  the  smokers  of 
today,  young  and  old,  will  be  the 
lung  cancer  and  heart  attack  vic- 
tims of  tomorrow. 

Citizens,  such  as  those  that 
make  up  the  COMMIT  communi- 
ty board,  can  make  a difference, 
and  their  effectiveness  is  en- 


hanced by  the  involvement  of 
doctors,  dentists,  pharmacists, 
clergy,  business  leaders,  govern- 
ment officials,  media,  and  other 
community  participants.  Com- 
munity mobilization  and  action 
can  lead  to  changes  in  community 
norms,  contribute  to  a decline  in 
smoking  behavior,  and  lead  to  a 
healthier  future  for  all  Paterso- 
nians. The  partnership  between 
the  city  of  Paterson,  Lederle 
Laboratories,  and  New  Jersey 
Medical  School  represents  an  im- 
portant model  for  community  in- 
tervention that  is  applicable  to 
communities  throughout  New 
Jersey.  When  communities 
throughout  the  state  mobilize  to 
respond  to  the  threat  of  tobacco- 
related  disease,  as  well  as  to  other 
threats  to  public  health,  real 
progress  can  be  made,  and  com- 
munity norms  can  be  changed.  ■ 

Footnote.  Preparation  of  this 
manuscript  was  supported,  in 
part,  from  a grant  from  Lederle 
Laboratories. 
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Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costiy  mistakes— have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

• Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

• Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

• Customized  OSHA  Safety  Training  Programs 

• NEW!  Infection  Control  Plan  for  TB 
v0  Authorized  distributor  of  NIOSH 

approved  HEPA  respirators 
v0  Training  and  fit  testing  available 


P.O.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P.O.L.  Experience 
Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance— our  Clients  Pass  Inspections! 


We  know  that  practicing  medicine 
is  your  primary  concern. 

The  professionals  at  Healthcare  Management  Partners  will  take  away 
the  time-consuming  administration  and  pressures  of  billing,  collections, 
follow-up,  office  management,  and  system  maintenance,  so  you  can 
concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find  out  more. 

Practice  Assessments  • Billing  & Collection  • MIS  Systems 
Group  Practice  Formation  • Practice  Management  • Income  Distribution 

V 

HEALTHCARE  MANAGEMENT  PARTNERS 

PARTNERS  IN  PROFIT 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-734-0443  • FAX  609-243-9799 

A Division  of  Health  Information  Consulting  Services,  Inc. 
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Medical  staff: 

, and 

credenti 


IB 


A.  Ralph  Kristeller,  MD 


There  is  a need  to  understand  the  purpose  and  process  of 
credentialing,  privileging,  and  staff  membership.  This 
understanding  promotes  accurate  language,  proper  usage,  and 
meaningful  dialogue.  Physicians  can  benefit  by  reviewing  these 
terms  and  their  meanings. 


The  purpose  and  process 
of  privileging,  credential- 
ing, and  staff  mem- 
bership are  not  synony- 
mous or  interchangeable.  When 
they  are  interchanged,  there  is 
miscommunication  and  that  leads 
to  misunderstanding.  Therefore, 
it  is  important  to  have  a clear 
understanding  of  these  terms, 
their  purpose,  and  the  process 
that  applies  to  each;  a clear  un- 
derstanding promotes  accurate 
language,  proper  usage,  and 
meaningful  dialogue. 

How  a hospital  determines 
what  medical  procedures  may  be 
performed  and  which  conditions 
may  be  treated  by  each  practi- 
tioner is  known  as  “delineation  of 
privileges.  1 A clinical  privilege  is 
a specific  grant  or  permission  by 
a hospital  for  an  individual  practi- 
tioner to  perform  diagnostic  or 
therapeutic  procedures  or  other 
patient  care  services  within  well- 
delined  limits.  These  privileges 
with  their  limits,  in  part,  are 
based  on  the  individual  practi- 
tioner’s professional  license,  doc- 
umented training,  experience, 
competence,2  and  health  status. 

Delineation  of  clinical  privi- 
leges refers  to  the  process  where- 
by the  medical  staff  evaluates  and 
recommends  that  an  individual 


practitioner  be  allowed  to  provide 
specific  patient  care  services  in 
the  institution.3  The  ultimate  goal 
of  the  process  is  to  insure  high- 
quality  patient  care.  In  addition, 
the  process  helps  to  minimize  in- 
ternal medical  staff  conflicts, 
minimize  a hospital’s  legal  risk, 
and  fulfill  the  hospital  s mission. 

The  process  for  the  delineation 
of  clinical  privileges  includes 
establishing  appropriate  criteria 
for  assessing  competence;  estab- 
lishing procedures  through  which 
practitioners  will  be  evaluated; 
and  evaluating  the  competence  of 
practitioners  with  reference  to  the 
established  criteria.  The  process 
matches  the  individual’s  skills  to 
the  needs  and  resources  of  the 
hospital.  The  criteria  for  the  de- 
lineation of  clinical  privileges 
specify  the  training,  experience, 
and  competence  level  needed  in 
order  to  perform  specific  clinical 
services.  Delineation  of  privi- 
leges, thus,  is  a complex  selection 
process  involving  the  individual 
practitioner,  medical  staff,  and 
hospital. 

It  is  important  to  realize  that 
the  process  of  delineating  privi- 
leges plays  a vital  role  in  de- 
termining the  clinical  proficiency 
of  the  medical  staff.3  This,  in  turn, 
effects  the  overall  quality  of  pa- 


tient care.  A review  of  an  appli-  pi 

cant’s  request  for  clinical  priv-  di 

ileges  should  screen  out  unquali-  ti 

fied  individuals  and  thereby  pi 

protect  patients  from  being  treat-  a< 

ed  by  unqualified  and/or  in-  ci 

competent  practitioners.  The  ci 

process  further  protects  the  pa-  si 

tient  by  requiring  individuals  to  fi 

confine  their  practice  to  the  ) it 
services  and  procedures  for  which  si 

they  are  qualified.3  d 

Delineation  of  privileges  also  is  p 

an  essential  element  of  self-gov-  il 

ernance  of  the  medical  staff.3  It 
is  the  responsibility  of  the 
medical  staff  to  assure  the  practi- 
tioner that  his  application  for 
privileges  will  be  reviewed  fairly 
by  knowledgeable  individuals 
who  are  expert  in  each  clinical 
area.3  Therefore,  a medical  staff 
member  s involvement  in  the  de- 
lineation process  enhances  his  op- 
portunity to  participate  in  an  im- 
portant medical  staff  self-gov- 
ernance activity.3  The  medical 
staff  has  the  primary  responsibili- 
ty for  determining  the  criteria  and 
the  process  through  which  privi- 
leges are  granted.  The  staff  also 
is  directly  responsible  for  evaluat- 
ing and  recommending  the  scope 
of  clinical  privileges  for  in- 
dividuals who  apply  for  those 
privileges.3 

Delineating  clinical  privileges 
is  best  understood  as  part  of 
credentialing.  Credentialing  is  the 
“formal  recognition  of  profes- 
sional and  technical  compe- 
tence. ”3  The  process  involves  two 
distinct  elements:  it  establishes 
what  information  is  necessary  to 
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confirm  professional  and  techni- 
cal competence  including  mech- 
anisms for  the  verification  of  the 
information  received  by  the  hos- 
pital; and  it  evaluates  the  informa- 
tion received  with  reference  to  an 
applicant.  Information  for  creden- 
tialing  includes:  delineation  of 
clinical  privileges,  licensure,  cer- 
tifications, and  accreditations.  Li- 
censure can  be  defined  as  the 
process  by  which  an  agency  of 
state  government  grants  permis- 
sion to  individuals  to  engage  in 
the  practice  of  a profession  and 
prohibits  all  others  from  legally 
doing  so.  It  permits  use  of  par- 
ticular titles  and  its  purpose  is  to 
protect  the  public  by  insuring  an 
acceptable  level  of  professional 
competence.  Certification  also 
confers  recognition  for  profes- 
sional competence.  It  can  be  de- 
fined as  the  process  by  which  a 
nongovernmental  agency  or  as- 
sociation certifies  that  an  in- 
dividual licensed  to  practice  a 
profession  has  met  certain  pre- 
determined standards  specified 
by  that  profession.3  The  purpose 
is  to  assure  the  public  that  an 
individual  has  mastered  a body  of 
knowledge  and  acquired  skills  in 
a particular  professional  field.  Un- 
like licensure  and  certification, 
accreditation  is  the  evaluation  of 
an  institution  and/or  programs 
where  education  and  training  take 
place.  Accreditation  is  conducted 
by  agencies  that  have  been  recog- 
nized or  approved  by  an  autho- 
rized peer  group  known  for  its 
integrity  and  consistency  in  its 
professional  activities.3  Accredita- 
tion is  the  process  by  which  a 
voluntary  nongovernment  agen- 
cy or  organization  appraises  and 
then  grants  accredited  status  to  an 
institution  and/or  program  or  ser- 
vice that  meets  a predetermined 
structure,  process,  and  outcome 
criteria.3  The  purpose  is  to 
evaluate  the  performance  of  a 
program.  Periodic  assessment  is 
an  integral  part  of  the  accredita- 
tion process  to  insure  continued 
acceptable  performance.3 

Criteria  for  credentials  include: 
current  license,  DEA  number, 


CDS  number,  malpractice  in- 
surance, completion  of  an  ac- 
credited training  program,  and 
the  ability  to  work  well  with 
others.  Credentialing,  therefore, 
is  the  process  by  which  the 
medical  staff  confirms  and  recom- 
mends to  the  institution  that  all 
practitioners  are  fully  qualified  to 
provide  patient  services  they  will 
be  approved  to  perform. 

As  a result  of  environmental 
pressures,  credentialing  has  be- 
come a comprehensive  process 
wherein  all  practitioners  are  thor- 
oughly scrutinized  by  the  hos- 
pital.3 The  doctrine  of  corporate 
liability  for  negligent  credential- 
ing is  gaining  increasing  judicial 
acceptance.  It  now  is  clear  that 
hospitals  have  the  ultimate 
responsibility  and  legal  duty  to 
monitor  the  activities  of  the 
medical  staff  and  to  initiate  cor- 
rective action  when  necessary  or 
appropriate. 

The  term  medical  staff  mem- 
bership should  not  be  in- 
terchanged with  the  term  clinical 
privileges.  The  two  terms  are  not 
synonymous.  Clinical  privileges 
determine  the  extent  and  scope  of 
a practitioner’s  ability  and  au- 
thority to  practice  within  a hos- 
pital. Medical  staff  membership 
involves  the  practitioner’s  or- 
ganizational rights  and  responsi- 
bilities.2 Therefore,  awarding 
practitioners  medical  staff  mem- 
bership must  be  distinguished 
from  the  process  of  granting 
clinical  privileges.  Membership 
entitles  a practitioner  to  certain 
rights  and  privileges  including 
due  process  rights,  the  right  to 
vote  on  staff  issues,  and  the  right 
to  participate  in  the  governance  of 
the  staff.  A member  of  the 
medical  staff  is  not  entitled  to 
perform  procedures  or  treat  pa- 
tients simply  by  virtue  of  such 
staff  appointment.  Rather,  the 
practitioner  must  establish  to  the 
satisfaction  of  a hospital,  his  com- 
petence to  perform  each  in- 
dividual service  and  procedure. 
Thereafter,  the  commensurate 
clinical  privileges  may  be  granted. 
Members  of  the  medical  staff  who 


want  to  practice  medicine  in  the 
institution  must  obtain  clinical 
privileges  in  addition  to  their  staff 
appointment.2  Conversely,  the 
granting  of  clinical  privileges  is 
not  necessarily  contingent  on  staff 
membership.  It  is  becoming  in- 
creasingly common  for  practi- 
tioners to  be  granted  specific 
clinical  privileges  without  being 
eligible  for  membership  on  the 
staff.  This  particularly  is  true  with 
regard  to  allied  health  practi- 
tioners applying  for  and  frequent- 
ly being  granted  clinical  privi- 
leges.2 

In  order  to  assure  high-quality 
patient  care,  credentials,  privi- 
leges, and  staff  membership  are 
reassessed  periodically.  JCAHO 
requires  that  medical  staff  bylaws 
provide  a process  for  reappoint- 
ment to  the  medical  staff  and  for 
reappraisal  of  the  scope  of  clinical 
privileges.  The  objective  behind 
the  reappointment  process  is  to 
reassess  the  qualifications  and 
performance  of  a practitioner 
after  an  established  interval  of 
time,  either  one  or  two  years.  As 
a result  of  the  reappraisal,  the 
hospital  must  decide  whether  to 
reduce,  continue,  or  increase  the 
practitioner’s  clinical  privileges 
and  whether  to  continue  or  termi- 
nate a physician’s  appointment  to 
the  medical  staff.  As  with  the  in- 
itial appointment,  most  of  the 
responsibility  for  conducting  on- 
going review  and  reappraisal  of 
medical  staff  members  is  del- 
egated to  the  medical  staff. 
However,  the  governing  body  is 
responsible  for  the  final  decision 
based  on  medical  staff  recommen- 
dations.2 

From  this  discussion,  it  should 
be  apparent  that  the  following 
statements  are  accurate:  a practi- 
tioner must  be  credentialed  in 
order  to  be  privileged;  a practi- 
tioner must  be  credentialed  in 
order  to  become  a member  of  the 
medical  staff;  a practitioner  can 
have  privileges  and  not  be  a 
member  of  the  medical  staff;  a 
practitioner  can  be  a member  of 
the  medical  staff  and  not  have 
clinical  privileges;  and  a practi- 
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tioner  (most  commonly)  can  be  a 
member  of  the  medical  staff  with 
clinical  privileges. 

SUMMARY 

The  purpose  and  process  of 
credentialing,  privileging,  and 
staff  membership  have  been  dis- 
cussed in  order  to  foster  a clear 
understanding  of  the  terms.  A 
clear  understanding  promotes  ac- 
curate language,  proper  usage, 
and  meaningful  dialogue.  H 

REFERENCES 

1.  Clinical  Privileges  Reference 
Library:  Delineation  of  Clinical 

Privileges.  2nd  Edition.  Credentialing 
Resource  Center,  1994. 


2.  Nash  SP,  Mullaney  AD, 
Murphy  SP:  Medical  staff  credential- 
ing, in,  Rerenson  RA,  Physician’s 
Survival  Guide:  Legal  Pitfalls  and 
Solutions.  The  National  Health 
Lawyers  Association  and  the  Ameri- 
can Medical  Association,  1991. 

3.  Purposes  and  Trends  Affecting 
the  Delineation  of  Clinical  Privileges, 
in,  Delineation  of  Clinical  Privi- 
leges— A Guide  for  Hospital  Medical 
Staffs.  Department  of  Hospital  Stan- 
dards & Procedures.  Chicago,  IL, 
AMA,  1985. 


Editor’s  comment.  This  article 
was  requested  by  the  Board  of 
Trustees  for  the  edification  of  our 
membership.  It  is  my  personal 


feeling  that  medical  staffs  should 
cooperate  with  each  other  to 
allow  easier  cross-privileging 
of  practitioners  being  denied 
patient  care  in  their  primary 
hospitals  because  of  managed 
care  restrictions.  □ Howard  D. 
Slobodien,  MD 
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In  an  18-month  study  period,  the  authors  identified  23  cases 
of  hemolytic  uremic  syndrome  (HUS)  in  New  Jersey  children. 
Increased  identification  and  reporting  of  Escherichia  coli 
0157:H7  are  needed  to  prevent  additional  morbidity  and 
mortality. 


Infections  from  Escherichia 
coli  0157:H7  and  hemolytic 
uremic  syndrome  (HUS) 
were  mandated  as  re- 
portable diseases  in  June  1990. 1 
I From  January  1991  through  May 
1 1993,  18  cases  of  E.  coli  and  1 
! case  of  HUS  were  reported. 
(Figure  1).  In  June  1993,  the  In- 
1 fectious  Disease  Program  (IDP)  of 
I the  New  Jersey  State  Department 
of  Health  (DOH)  learned  that  two 
(children  diagnosed  with  HUS 
were  in  New  Jersey  hospitals.  Ad- 
ditionally, two  residents  of  New 
Jersey  whose  children  had  died  of 
HUS  in  1992  called  IDP  for  in- 
I formation  on  reportability  and 
surveillance  results  for  the  past 
I two  years.  The  case  of  HUS  re- 
ported in  1992  was  not  either  of 
! the  children  who  died.  An  out- 
break investigation  and  an  18- 
i month  retrospective  survey  of 
hospital  discharges  immediately 
were  initiated. 

METHODS 

Case  definition.  A case  of  HUS 
was  defined  as  a patient  under  20 
years  of  age  discharged  from  a 
New  Jersey  hospital  with 
laboratory  evidence  of  anemia,  in- 
l travascular  hemolysis,  acute 
i nephropathy,  and  thrombo- 
i cytopenia. 


Case  ascertainment.  A list  of 
discharges  in  calendar  year  1992 
for  1CD9  code  283.1,  Nonim- 
mune  Hemolytic  Anemia,  was  re- 
quested from  Reimbursement 
Systems  Development,  Evalua- 
tion and  Research,  New  Jersey 
State  Division  of  Health. 
Infection  control  practitioners 
(ICPs)  at  New  Jersey’s  acute-care 
hospitals  were  requested  to  iden- 
tify from  this  list  the  HUS  cases 
discharged  in  1992  and  hospital- 
ized HUS  cases  to  date  in  1993. 
Information  requested  on  each 
case  included  name,  address,  at- 
tending physician,  age,  sex,  date 
of  onset,  admission  date,  admit- 
ting diagnosis,  brief  history, 
presence  of  diarrhea,  presence  of 
blood  in  stool,  result  of  stool  cul- 
ture, request  for  E.  coli  culture, 
RUN,  creatinine,  presence  of  pro- 
teinuria or  red  cell  casts  of 
schistocytes,  platelet  count, 
hemoglobin,  hematocrit,  and 
dates  of  dialysis  or  transfusion  if 
applicable.  The  local  health  de- 
partments in  the  towns  in  which 
the  patients  of  the  most  recent 
two  cases  (June  1993)  resided 
were  requested  to  contact 
emergency  care  centers,  pediatri- 
cians, and  family  practice  physi- 
cians covering  the  same  geo- 
graphical area  to  see  if  any  cases 


of  bloody  diarrhea  had  been  seen 
within  two  weeks  of  either  case. 

Laboratory  investigation. 
Twenty  clinical  microbiology 
laboratories,  12  in  large  New 
Jersey  acute-care  facilities,  were 
contacted  to  determine  how  many 
requests  for  E.  coli  they  receive 
each  year,  how  many  cultures  for 
E.  coli  they  perform,  and  how 
many  positive  results  they  obtain. 
DOH  Public  Health  Laboratories 
was  contacted  to  determine  how 
many  laboratories  were  testing  for 
E.  coli,  how  many  isolates  were 
received  for  confirmation  testing, 
and  if  proficiency  testing  existed 
for  E.  coli. 

RESULTS 

Case  ascertainment.  Seven- 
teen cases  of  HUS  (16  unre- 
ported) were  identified  in  1992. 
While  all  cases  were  preceded  by 
diarrhea,  only  9 cases  (53  percent) 
recorded  that  blood  was  present 
in  the  stool.  Nine  cases  (53  per- 
cent) were  female.  The  mean  age 
was  5.1  years;  the  age  range  was 
1 through  15  years.  Two  children 
died,  one  male  in  August,  and  one 
female  in  September  (Table). 
Dates  of  onset  ranged  from 
February  through  September 
(Figure  2).  The  home  residences 
of  the  cases  were  in  nine  counties 
concentrated  in  the  northeast  sec- 
tor of  the  state  (Figure  3). 

In  1993,  six  HUS  cases  were 
identified  in  the  first  six  months 
of  the  year.  Four  patients  were 
hospitalized  in  June  1993  at  three 
major  pediatric  centers  in 
northeastern  New  Jersey.  The 
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Quarters— 1991  through  May  1993 

Figure  1.  E.  coli  and  HUS  eases  reported  and  identified  from  January  1991 
to  May  1993. 


the  largest  numbers  reported  in 
Washington,  Oregon,  Minnesota, 
and  Massachusetts.8  However, 
routine  screening  for  E.  coli 
generally  is  not  performed  in 
most  clinical  laboratories  in  the 
United  States.9  Our  investigation 
of  New  Jersey  clinical  laboratories 
supports  this  conclusion. 

In  New  Jersey,  when  a clinical 
microbiology  laboratory  isolates  a 
presumptive  E.  coli,  the  isolate  is 
sent  to  DOH  Public  Health  and 
Environmental  Laboratories  for 
0157  confirmation  and  H7  typing. 
In  1992,  only  nine  isolates  were 
received,  and  in  the  first  six 
months  of  1993,  five  isolates  were 
received.  There  is  no  statewide 
proficiency  testing  for  E.  coli. 
However,  DOH  will  incorporate 
E.  coli  into  its  laboratory  profi- 
ciency program  in  the  near 
future. 

The  epidemiology  of  New 
Jersey’s  23  HUS  cases  (January  1, 
1992  to  June  30,  1993)  is  similar 
to  that  described  in  the  literature. 
Onset  predominantly  occurs  in 
the  summer  in  children  ages  five 
years  and  under  with  slightly 
more  females  than  males  affected. 
However,  since  the  literature  sug- 
gests E.  coli  causes  approximately 
90  percent  of  HUS  cases  that  are 
preceded  by  diarrhea  and  that  5 
percent  of  E.  coli  infections 
proceed  to  HUS,  this  study’s  most 
remarkable  finding  is  that  there 
may  be  over  300  additional  cases 
of  E.  coli  enteritis  (equal  to  New 
Jersey’s  reported  cases  of 
Shingella)  being  missed  each  year 
in  New  Jersey.30  This  makes  E. 
colis  position  of  prominence  in 
infectious  gastroenterology  in 
New  Jersey  similar  to  Washington 
state.10  This  fact  becomes  more 
dramatic  considering  the  poten- 
tial morbidity/mortality  and  that 
outbreaks  are  being  missed. 

Once  the  investigation  began,  it 
became  clear  that  the  formal 
passive  reporting  mechanisms  for 
HUS  were  not  working.  Routine- 
ly, ICPs  in  acute  care  facilities 
report  communicable  diseases 
through  local  health  departments 
to  DOH.  However,  if  a child  with 


Figure  2.  HUS — month  of  onset. 

HUS  did  not  have  a positive  cul- 
ture for  E.  coli,  the  ICPs  were  not 
notified  of  the  diagnosis.  There- 
fore, new  notification  mechanisms 
have  been  developed  and  im- 
plemented. We  hope  their  ef- 
ficacy will  be  proved  in  the  near 
future.  Letters  were  sent  to  all 
pediatricians  requesting  them  to 
notify  the  hospital  ICP  of  poten- 
tial E.  coli  or  HUS  cases  admitted 
to  their  facilities.  All  clinical 
microbiology  laboratories  that 
perform  stool  cultures  were  tar- 
geted by  letter  to  request  that 
they  look  for  E.  coli  routinely  in 
bloody  stools  utilizing  sorbitol 
MacConkey  agar.11  Hospital 
pediatric  nursing  staff  through 
hospital  ICPs  were  advised  of  the 
new  procedures.  To  enhance  re- 
porting, pediatricians  were  tar- 
geted through  the  July  1993  issue 
of  the  DOH  Pediatric  Newsletter. 


HUS  is  only  one  example  of  the 
many  new  infectious  disease 
challenges  facing  medicine  today, 
which  passive  surveillance 
systems  may  not  identify  in  a 
timely  manner.  Successful  control 
of  these  challenges  within  the 
constraints  of  limited  health  care 
dollars  requires  timely  recogni- 
tion, the  cooperation  of  all  health 
care  professionals,  and  the 
creative  use  of  all  health  care  re- 
sources. Early  and  rapid  iden- 
tification of  circulating  com- 
municable diseases  of  high  and 
low  frequency  will  permit  the 
early  and  rapid  implementation  of 
effective  control  measures.  Effec- 
tive use  of  available  com- 
municable disease  prevention  and 
control  practices  and  strategies 
will  reduce  morbidity,  mortality, 
and  the  cost  of  infectious  disease 
treatment  and  control,  without  re- 
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ducing  the  quality  of  health  care. 
DOH  hopes  to  update  the  system 
to  function  in  a responsive  and 
reliable  manner,  without  burden- 
ing physician  offices. 

SUMMARY 

Twenty-three  cases  of  HUS  in 
New  Jersey  children  were  iden- 
tified from  hospital  discharge 
records  from  January  1,  1992, 
through  June  30,  1993.  Fourteen 
patients  (61  percent)  were  female. 
All  patients  had  recent  diarrhea; 
15  patients  (65  percent)  had 
bloody  diarrhea.  Two  patients  (9 


percent)  died.  Only  11  patients 
were  cultured  for  E.  coli 
0157:H7.  Data  from  outbreak  in- 
vestigations have  indicated  that 
90  percent  of  HUS  cases  pre- 
ceded by  diarrhea  are  caused  by 
E.  coli  0157:H7.  Five  percent  of 
E.  coli  0157:117  infections  cause 
HUS.  With  the  current  levels  of 
disease  reporting,  the  New  Jersey 
health  care  system  may  be  miss- 
ing over  300  cases  of  E.  coli 
0157:H7  enteritis  each  year.  I 
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BRIEF  SUMMARY 

PERCOCET’  (Oxycodone  (WARNING:  may  be  habit  forming)  and  Acetaminophen 
Tablets,  USP) 

INDICATIONS  AND  USAGE  PERCOCET  is  Indicated  for  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  PERCOCET  should  not  be  administered  to  patients  who  are 
hypersensitive  to  oxycodone  or  acetaminophen. 

WARNINGS  Drug  Dependence:  Oxycodone  can  produce  drug  dependence  of  the  mor- 
phine type  and,  therefore,  has  the  potential  for  being  abused.  Psychic  dependence,  physical 
dependence  and  tolerance  may  develop  upon  repeated  administration  of  PERCOCET,  and  it 
should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  oral  narcotic-containing  medications.  Like  other  narcotic-containing  medica- 
tions, PERCOCET  is  subject  to  the  Federal  Con-trolled  Substances  Act  (Schedule  II) 
PRECAUTIONS  General:  Head  In/ury  and  Increased  Intracranial  Pressure:  The  respira- 
tory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pres- 
sure may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  le- 
sions or  a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce 
adverse  reactions  which  may  obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions  The  administration  of  PERCOCET  or  other  narcotics 
may  obscure  the  diagnosis  or  clinical  course  in  patients  with  acute  abdominal  conditions. 

Special  Risk  Patients:  PERCOCET  should  be  given  with  caution  to  certain  patients  such 
as  the  elderly  or  debilitated,  and  those  with  severe  impairment  of  hepatic  or  renal  function, 
hypothyroidism,  Addison’s  disease,  and  prostatic  hypertrophy  or  urethral  stricture. 

Information  for  Patients  Oxycodone  may  impair  the  mental  and/or  physical  abilities 
required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car  or 
operating  machinery.  The  patient  using  PERCOCET  should  be  cautioned  accordingly. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  general  anesthet- 
ics, phenothiazines,  other  tranquilizers,  sedative-hypnotics  or  other  CNS  depressants  (in- 
cluding alcohol)  concomitantly  with  PERCOCET  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be 
reduced 

The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  oxycodone  preparations 
may  increase  the  effect  of  either  the  antidepressant  or  oxycodone. 

The  concurrent  use  of  anticholinergics  with  narcotics  may  produce  paralytic  ileus. 

Usage  in  Pregnancy  Pregnancy  Category  C:  Animal  reproductive  studies  have 
not  been  conducted  with  PERCOCET.  It  is  also  not  known  whether  PERCOCET  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproductive  capacity. 
PERCOCET  should  not  be  given  to  a pregnant  woman  unless  in  the  judgment  of  the 
physician,  the  potential  benefits  outweigh  the  possible  hazards. 

Nonteratogenic  Effects:  Use  of  narcotics  during  pregnancy  may  produce  physical 
dependence  in  the  neonate. 

Labor  and  Delivery:  As  with  all  narcotics,  administration  of  PERCOCET  (oxycodone 
and  acetaminophen  tablets,  USP)  to  the  mother  shortly  before  delivery  may  result  in 
some  degree  of  respiratory  depression  in  the  newborn  and  the  mother,  especially  if  higher 
doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  PERCOCET  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
PERCOCET  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS  The  most  frequently  observed  adverse  reactions  include 
lightheadedness,  dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be 
more  prominent  in  ambulatory  than  in  nonambulatory  patients,  and  some  of  these  ad- 
verse reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation,  skin  rash  and 
pruritus.  At  higher  doses,  oxycodone  has  most  of  the  disadvantages  of  morphine  in- 
cluding respiratory  depression. 

DRUG  ABUSE  AND  DEPENDENCE  PERCOCET  (oxycodone  and  acetaminophen)  Tablets 
are  a Schedule  II  controlled  substance. 

Oxycodone  can  produce  drug  dependence  and  has  the  potential  for  being  abused. 
(See  WARNINGS.) 


OVERDOSAGE  Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  overdos- 
age, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most  serious  adverse  effect. 
Renal  tubular  necrosis,  hypoglycemic  coma  and  thrombocytopenia  may  also  occur. 

In  adults,  hepatic  toxicity  has  rarely  been  reported  with  acute  overdoses  of  less  than 
10  grams  and  fatalities  with  less  than  15  grams.  Importantly,  young  children  seem  to  be 
more  resistant  than  adults  to  the  hepatotoxic  effect  of  an  acetaminophen  overdose.  De- 
spite this,  the  measures  outlined  below  should  be  initiated  in  any  adult  or  child  suspected 
of  having  ingested  an  acetaminophen  overdose. 

Early  symptoms  following  a potentially  hepatotoxic  overdose  may  include:  nausea, 
vomiting,  diaphoresis  and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic 
toxicity  may  not  be  apparent  until  48  to  72  hours  post-ingestion. 

Treatment:  The  stomach  should  be  emptied  promptly  by  lavage  or  by  induction  of 
emesis  with  syrup  of  ipecac.  Patient's  estimates  of  the  quantity  of  a drug  ingested  are 
notoriously  unreliable.  Therefore,  if  an  acetaminophen  overdose  is  suspected,  a serum 
acetaminophen  assay  should  be  obtained  as  early  as  possible,  but  no  sooner  than  four 
hours  following  ingestion  Liver  function  studies  should  be  obtained  initially  and  repeated 
at  24-hour  intervals. 

The  antidote,  N-acetylcysteine,  should  be  administered  as  early  as  possible,  prefera- 
bly within  16  hours  of  the  overdose  ingestion  for  optimal  results,  but  in  any  case,  within 
24  hours  Following  recovery,  there  are  no  residual,  structural,  or  functional  hepatic  ab- 
normalities. 

Oxycodone  Signs  and  Symptoms:  Serious  overdosage  with  oxycodone  is  charac- 
terized by  respiratory  depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume, 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  progressing  to  stupor  or 
coma,  skeletal  muscle  flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and 
hypotension  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and  death 
may  occur. 

Treatment:  Primary  attention  should  be  given  to  the  reestablishment  of  adequate  res- 
piratory exchange  through  provision  of  a patent  airway  and  the  institution  of  assisted  or 
controlled  ventilation  The  narcotic  antagonist  naloxone  hydrochloride  (Narcan®)  is  a specific 
antidote  against  respiratory  depression  which  may  result  from  overdosage  or  unusual  sensi- 
tivity to  narcotics,  including  oxycodone.  Therefore,  an  appropriate  dose  of  naloxone  hydro- 
chloride (usual  initial  adult  dose  0 4 mg  to  2 mg)  should  be  administered  preferably  by  the 
intravenous  route,  and  simultaneously  with  efforts  at  respiratory  resuscitation  (see  package 
insert).  Since  the  duration  of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the 
patient  should  be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
should  be  administered  as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically  significant  respi- 
ratory or  cardiovascular  depression  Oxygen,  intravenous  fluids,  vasopressors  and  other 
supportive  measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted  according  to  the  severity 
of  the  pain  and  the  response  of  the  patient.  It  may  occasionally  be  necessary  to  exceed 
the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  PERCOCET  (oxycodone 
and  acetaminophen  tablets)  is  given  orally.  The  usual  adult  dosage  is  one  tablet  every 
6 hours  as  needed  for  pain. 

HOW  SUPPLIED  PERCOCET  (5  mg  oxycodone  hydrochloride  and  325  mg  acet- 
aminophen tablets,  USP),  supplied  as  a white  tablet,  with  one  face  scored  and  inscribed 
PERCOCET,  and  the  other  inscribed  with  DuPont  name  is  available  in: 

Bottles  of  100  NDC  0590-0127-70 

Bottles  of  500  NDC  0590-01 27-85 

Hospital  Blister  Pack  of  25  (in  units  of  100)  NDC  0590-0127-75 

Store  at  controlled  room  temperature 
(15°-30°C,  59°-86°F  ) 

DEA  Order  Form  Required. 
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Adrenal  pseudocyst: 
Report  or  two  cases 


Adrenal  cysts  are  uncommon  lesions.  The  authors  discuss  two 
cases  of  adrenal  pseudocyst,  and  its  classification  and  possible 
pathogenesis  and  complications.  The  role  of  radiologic 
findings  in  preoperative  evaluation  of  renal/suprarenal  masses 
also  is  detailed. 


I Adrenal  cysts  are  uncom- 
mon lesions.  The  first 
case  was  reported  by 
Greiselius  in  1670,  and  a 
i number  of  cases  have  been  re- 
ported since  then,  though  seldom 
diagnosed  preoperatively.1'16  We 
report  two  cases  of  adrenal 
pseudocyst  with  gradual  enlarge- 
ment due  to  hemorrhage  and 
hematoma  formation  where  diag- 
nosis became  apparent  intra- 
operatively  in  only  one  case.  We 
discuss  the  classification  of 
adrenal  cysts,  possible  pathogene- 
sis, complications,  and  the  im- 
: portance  of  radiologic  evaluation 
of  renal/suprarenal  masses  for  a 
preoperative  diagnosis. 

CASE  REPORT  1 

An  81-year-old  male  was  ad- 
mitted to  the  hospital  because  of 
a longstanding,  firm-to-hard  ab- 
dominal mass  occupying  the  right 
upper  and  lower  quadrants  and 
right  paraumbilical  area,  asso- 
ciated with  a dull  ache.  There  was 
no  history  of  trauma,  hyperten- 
sion, or  genitourinary  symptoms. 
Laboratory  findings,  including 
urinary  catecholamines,  were 
noncontributory. 

An  abdominal  contrast-en- 
hanced computed  tomography 
(CT)  scan  revealed  a nonenhanc- 


ing, rounded,  well-defined  mass 
measuring  19x21x16  cm  and  ex- 
tending from  the  right  subphrenic 
space  to  the  mid-abdomen 
(Figure  1).  It  was  lying  adjacent 
to,  although  separate  from,  the 
liver.  Multiple  areas  were  hypo- 
dense,  more  so  in  the  center.  The 
mass  was  located  at  the  supero- 
medial  surface  of  the  right  kidney, 
displacing  it  inferiorly  and  an- 
teriorly. The  kidney  demon- 
strated a beak  effect  with  splaying 
of  the  renal  parenchyma  around 
the  mass  suggesting  that  this  was 
of  renal  origin.  Adjacent  struc- 
tures were  distorted  or  displaced 
by  the  mass.  The  smooth  border 
and  conformity  of  the  liver  to  the 
mass  suggested  that  this  was  a 
longstanding  process.  No  calcifi- 
cation was  seen  within  the  mass. 
There  was  no  evidence  of  meta- 
static disease.  These  findings 
were  consistent  with  a slow-grow- 
ing, partially  necrotic  renal 
neoplasm.  The  right  adrenal 
gland  could  not  be  identified;  the 
left  adrenal  was  identified. 

Comparison  with  a previous 
CT  scan  of  the  abdomen 
performed  18  months  earlier 
showed  minimal  enlargement  of 
the  mass  from  17  to  19  cm  in 
diameter.  A right  total  nephrec- 
tomy with  excision  of  the  tumor 


Kalyani  C.  Bapat,  MD 
Safwat  M.  Awad,  MD 
Joel  S.  Cooperman,  MD 
Steven  L.  Goldberg,  MD 
Joseph  W.  Lowry,  MD 
Jeffery  Lessing,  MD 
V.S.  Venkataseshan,  MD 


mass  was  performed.  The  patient 
is  well  two  years  after  surgery. 

Gross  examination.  The  re- 
sected specimen  consisted  of  a 
well-circumscribed  and  encap- 
sulated partially  cystic  mass 
weighing  1,800  gm  and  measur- 
ing 29x19x8.5  cm  (Figure  2), 
adherent  to  and  compressing  the 
upper  pole  of  the  right  kidney. 
The  mass  was  external  to  the 
renal  capsule  and  was  readily  dis- 
sected from  the  kidney.  Cut  sec- 
tion revealed  a unilocular  cyst 
with  red-brown  hemorrhagic  con- 
tents. Small  nodules  of  golden- 
yellow  adrenal  tissue,  6 cm  in 
longest  dimension,  were  seen 
stretched  over  the  capsule. 

The  kidney  weighed  160  gm 
and  measured  12  x 6 x 3.5  cm. 
The  capsule  stripped  easily  ex- 
cept for  focal  adhesions  in  the 
area  of  the  compressed  upper 
pole.  The  renal  hilar  structures 
were  unremarkable. 

Microscopic  examination.  Mul- 
tiple sections  through  the  mass 
confirmed  the  presence  of  a large 
organizing  hematoma  (Figure  3). 
The  thick  fibrotic  capsule  showed 
focal  chronic  inflammation,  calci- 
fication, and  metaplastic  ossifica- 
tion, with  imbedded  remnants  of 
normal  adrenal  cortical  tissue. 
There  was  no  evidence  of  normal 
adrenal  or  neoplastic  tissue  in 
multiple  sections  within  the 
hematoma.  Sections  through  the 
compressed  upper  pole  of  the 
kidney  showed  thinning  and 
atrophy  of  the  cortex.  The  rest  of 
the  kidney  exhibited  changes  of 
mild  arterionephroselerosis. 
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Figure  1.  Case  report  1.  CT  scan  at  the  level  of  lower  border  of  liver,  spleen, 
and  left  kidney. 


Figure  2.  Case  report  1.  Cut  section  of  adrenal  pseudocyst. 


CASE  REPORT  2 

Our  patient  was  a 72-year-old, 
white  female;  she  was  hospital- 
ized for  evaluation  of  right  upper 
quadrant  mass  associated  with 
pain. 

The  patient  had  no  history  of 
trauma  or  symptoms  of  pheochro- 
mocytoma.  Ultrasound  examina- 
tion revealed,  besides  choleli- 
thiasis, a solid  mass  in  proximity 
to  or  arising  from  the  upper  pole 
of  the  right  kidney. 

Contrast-enhanced  CT  of  the 
abdomen  revealed  a 7x6x7  cm 
round  mass  arising  in  the  right 
suprarenal  area  (Figure  4).  The 
mass  disclosed  a low-density  cen- 
tral area  with  focal  increased 
density  along  its  posterior  border 
without  calcifications.  The  mass 
had  a thin,  smooth  wall  and  ap- 


peared adherent  to  the  superior 
pole  of  the  right  kidney.  The  right 
adrenal  gland  was  not  identified 
as  such,  but  the  findings 
represented  a cystic  mass  of  the 
adrenal  gland;  a primary  renal 
neoplasm  could  not  be  excluded. 
There  was  no  evidence  of 
metastatic  disease.  The  left 
adrenal  gland  was  normal. 

Of  particular  interest  was  an 
abdominal  sonogram  performed 
one  year  previously  for  gallblad- 
der disease  that  revealed  a 5.2  x 
7 x 6.8  cm  simple  cyst,  thought  to 
have  arisen  from  the  upper  pole 
of  the  right  kidney. 

The  patient  underwent  an  ab- 
dominal exploration.  At  surgery, 
the  retroperitoneal  mass  arising  in 
the  right  adrenal  was  found  not 
to  involve  the  kidney  and  was 


completely  excised.  Cholecystec- 
tomy was  done.  The  patient  is 
alive  and  well  two  years  later. 

Gross  examination.  The  re- 
sected specimen  consisted  of  a 
round,  well-eircumseribed,  en-, 
capsulated,  tan,  cystic  mass  (6.5  x 
6x5  cm)  with  attached  adrenal 
tissue  (Figure  5).  It  was  a 
unilocular  cyst  with  a thin  fibrous 
wall  located  within  the  adrenal 
cortex  and  contained  hemorrhagic 
material. 

Microscopic  examination.  Mul- 
tiple sections  of  the  mass  showed 
an  organizing  hematoma  with 
central  fresh  hemorrhage  and  a 
fibrous  capsule  (Figure  6).  Over- 
lying  the  fibrous  capsule  of  the 
mass  and  completely  surrounding 
it  was  a portion  of  flattened  and 
atrophied  adrenal  cortex.  The  rest 
of  the  adrenal  was  unremarkable. 


DISCUSSION 


Adrenal  pseudocyst  is  the 
designation  given  to  a non- 
neoplastic, nonparasitic  cyst  of 
the  adrenal  gland  in  which  an 
epithelial  or  endothelial  lining  is 
not  demonstrated.  Cysts  of  the 
adrenal  gland  are  rare,  especially 
those  of  sufficient  size  to  be  de- 
tected clinically.  Non-neoplastic 
cysts  of  the  adrenal  gland  have 
been  divided  into  four  categories: 
parasitic,  epithelial,  endothelial, 
and  hemorrhagic  (pseudocyst).1'3 
Parasitic  cysts,  mostly  echinococ- 
cal  (hydatid)  are  rare,  especially  in 
this  part  of  the  world.  Epithelial 
cysts,  although  infrequent,  are  of 
three  subtypes— true  glandular  or 
retention  cysts,  embryonal  cysts, 
and  cystic  adenomas.  True  glan- 
dular cysts  of  the  adrenal  are 
seldom  seen  in  humans.  Em- 
bryonal cysts  are  lined  by  cylin- 
drical or  tall  columnar  epithelium. 
Cystic  adenomas  result  from 
secondary  cystic  change.  En- 
dothelial cysts  generally  are 
multilocular  and  form  the  most 
common  variety  of  all  adrenal 
cysts,  falling  into  two  categories: 
lymphangiomatous  and  angioma- 
tous. 

Pseudocysts  represent  the 
second  most  common  type  but 
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Figure  3.  Case  report  1.  Microscopic 
appearance  of  adrenal  pseudocyst 
with  metaplastic  ossification  in  the 
capsule  (H&Ex50). 

most  frequently  are  recognized 
clinically.  In  addition  to 
symptoms  of  compression  due  to 
their  large  size,  they  may  become 
infected.5  Pseudocysts  may  occur 
as  a result  of  hemorrhagic  ex- 
travasation into  and  around  a 
normal  or  diseased  adrenal  gland. 
Organization  of  repeated  hemor- 
rhage and  the  presence  of  hemor- 
rhagic fluid  results  in  the  forma- 
tion of  a thick-walled  pseudocyst. 

Pseudoeysts  usually  are  uni- 
locular. Occasionally,  islands  of 
adrenal  cortical  cells  may  be  iden- 
tified within  the  hemorrhage/ 
hematoma.  The  thick  fibrous 
capsule  may  show  areas  of 
hvalinization,  calcification,  or 
remnants  of  adrenal  cortex,  as 
seen  in  our  eases.  However,  an 
endothelial  lining  is  not  observed. 

Hemorrhagic  extravasation  into 
a normal  adrenal  gland  may  occur 
secondary  to  birth  trauma  or 
crushing  injuries,  or  in  systemic 
illnesses  such  as  severe  shock,  en- 
dotoxemia  of  infections,  and 
hemorrhagic  diathesis.  Pseudo- 
cysts also  may  develop  following 
hemorrhage  or  degenerative 
changes  in  adrenal  tumors.  In 
such  cases,  the  presence  of  viable 
tumor  cells  is  helpful  in  making 
the  diagnosis. 

The  basis  of  differentiation  of  a 
VOL.  92-NUMBER  1 JANUARY  1995 


pseudoeyst  from  an  endothelial 
cyst  rests  on  the  demonstration 
of  a lining  endothelium  in  the 
latter.  The  immunohistochemical 
studies  by  Gaffey  and  Groben 
provide  evidence  for  vascular 
origin  of  both  endothelial  and 
hemorrhagic  pseudocysts.'  12 
These  authors  discovered  the 
existence  of  well-developed, 
anomalous  anastomotic  vascular 
channels  within  and  around  the 
cyst  itself,  postulating  the  en- 
dothelial cysts  as  the  origin  of  a 
hemorrhagic  pseudoeyst.  This 
mechanism  is  exemplified  in  a 
case  studied  by  Foster  where, 
four  weeks  prior  to  removal  of  a 
hemorrhagic  pseudoeyst,  clear 
fluid  was  aspirated.1  The  post- 
aspiration abdominal  girth  in- 
creased rapidly  due  to  enlarge- 
ment of  the  cyst  and  there  were 
secondary  effects  of  adjacent 
organ  compression. 

An  adrenal  pseudoeyst  with 
cortical  islands  has  to  be  differen- 
tiated from  an  adrenal  cortical 
neoplasm  with  secondary  hemor- 
rhage. The  adenomatous  paren- 
chyma in  the  latter  generally  is 
not  totally  obliterated. 

Various  imaging  modalities 
have  been  helpful  in  some  cases 
in  arriving  at  a preoperative 
diagnosis.9,13'16  This  enables  the 
surgeon  to  plan  an  appropriate 
procedure.  A plain  film  of  the  ab- 
domen may  demonstrate  a soft 
tissue  mass  with  curvilinear 
capsular  calcification  above  the 
renal  shadow  suggesting  an 
adrenal  cyst;  speckled  calcifica- 


tion is  indicative  of  neoplasm.14 
CT  and  magnetic  resonance  imag- 
ing (MRI)  scans  show  a rounded 
mass  with  thick  wall  and/or 
prominent  septations  and  may 
contain  calcifications.161  Curvi- 
linear calcifications  around  the 
periphery  of  pseudocysts  are  seen 
on  CT.  Sometimes  they  may  be 
seen  within  the  cyst,  which  then 
mimics  a hydatid  type. 

On  excretory  urography,  down- 
ward displacement  and  rotation  of 
the  kidney,  occasionally  with  dis- 
tortion of  the  superior  collecting 
system,  is  indicative  of  a possible 
adrenal  mass.  Laminagraphy  aids 
the  delineation  of  a suprarenal 
mass  in  relation  to  the  kidney.14 
Angiography  may  increase  the 
percentage  of  preoperative  diag- 
noses significantly.  Adrenal  ve- 
nography showing  characteristic 
arching  of  venules  over  and 
around  an  avascular  adrenal  mass 
probably  is  the  most  useful  and 
accurate  angiographic  proce- 
dure.14 

The  ability  to  distinguish  a 
neerotie/eystic  neoplasm  from  a 
complicated  (hemorrhagic)  cyst 
on  a single  examination  is  ex- 
tremely difficult,  as  was  seen  with 
both  of  our  reported  patients.  The 
radiographic  appearances  of  these 
two  entities  are  essentially  iden- 
tical (thickened  wall  and  variable 
density).  The  large  size,  the  close 
relationship  of  the  mass  to  the 
kidney,  and  the  inability  to  ex- 
clude neoplasm  necessitated  total 
nephrectomy  in  the  first  case. 

MRI  is  of  some  value  in 


Figure  5.  Case  report  2.  Cut  section  of  adrenal  pseudocyst  with  portion  of 
attached  adrenal. 


evaluating  the  relationship  of  the 
mass  to  the  adjacent  retroperi- 
toneal structures.  The  ability  of 
MRI  to  image  in  any  anatomic- 
plane  offers  the  opportunity  to 
distinguish  between  adrenal  and 
renal  origins  in  the  majority  of 
cases.  Local  adenopathy  and  vena 
caval  tumor  can  be  evaluated. 
MRI  also  is  useful  in  the  evalua- 
tion of  hemorrhagic  cysts.  The 
progression  of  signal  charac- 
teristics in  the  acute,  subacute, 
and  chronic  phases  can  be  ob- 
served on  sequential  scans.  This 
information  may  be  beneficial  in 
those  cases  where  it  is  believed 
that  a hemorrhagic  cyst  is 
present.  Only  a few  descriptions 


of  MRI  findings  specific  to 
adrenal  pseudocysts  are  available 
in  the  literature.  Magnetic  re- 
sonance proton  density  image 
shows  a discrete  low-signal 
capsule  and  homogeneous  high 
signal  contents  in  a pseudoeyst;9 
in  another  reported  case,  the  bulk 
of  the  lesion  had  MRI  of  low 
signal  intensity  suggestive  of  an 
adenoma.18  Unfortunately,  MRI 
was  not  performed  in  either  of 
our  eases. 

Therefore,  although  adrenal 
pseudocysts  with  progressive 
hematoma  formation  are  uncom- 
mon, they  should  be  considered 
in  the  differential  diagnosis  of 
a slow-growing  suprarenal-renal 


Figure  6.  Case  report  2.  Micro- 
scopic appearance  of  adrenal  pseudo- 
cyst (H&Ex50). 


mass  or  cyst,  as  illustrated  in  the 
present  cases.  Even  with  the  use 
of  advanced  radiologic  imaging 
modalities,  a preoperative  diag- 
nosis is  difficult  to  establish,  but 
it  should  be  attempted  in  order  to 
prevent  excessively  radical  surgi- 
cal procedures.  H 
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Pasturella  multocida  is  a species  of  small,  bipolar  staining 
coccobacillus  residing,  saprophytically,  in  the  oropharynx  of 
many  domestic  and  wild  animals.  Infection  or  cellulitis  caused 
by  Pasturella  multocida  most  often  occurs  after  a dog  bite  or 
cat  bite. 


Pasturella  multocida  is  a 
species  of  small,  bipolar 
staining  coccobacillus  re- 
siding, saprophytically,  in 
the  oropharynx  of  many  domestic 
and  wild  animals.  In  human  be- 
ings, localized  cutaneous  infection 
or  cellulitis  caused  by  Pasturella 
multocida  occurs  most  frequently 
following  a dog  or  cat  bite.  Rare 
sporadic  cases  of  pneumonia  and 
empyema  caused  by  this  organism 
occur  in  patients  with  chronic  ob- 
structive lung  disease,  bronchiec- 
tasis, or  cancer.  The  treatment  of 
choice  is  intravenous  penicillin, 
four  to  ten  million  units  daily,  in 
divided  doses.  Large  bore  chest 
tube  drainage  also  is  necessary. 
Tetracycline  or  third-generation 
cephalosporin  is  used  in  cases 
where  the  organism  is  resistant  to 
penicillin  or  in  cases  in  which  the 
patient  is  allergic  to  this  drug. 
Other  predisposing  factors  in  this 
infection  are  an  impaired  or  sup- 
pressed immune  system  and 
rheumatoid  arthritis.  The  patient 
reported  here  suffered  from 
chronic  bronchial  asthma  and  ac- 
tive rheumatoid  arthritis;  she  was 
taking  corticosteroids  and  metho- 
trexate. 

CASE  REPORT 

A 65-year-old  female  was  ad- 


mitted to  Muhlenberg  Regional 
Medical  Center  with  sudden 
onset  of  right  pleuritic  chest  pain. 
She  had  a long  history  of 
bronchial  asthma  and  was  being 
treated  with  oral  and  inhalable 
bronchodilators  and  varying  doses 
of  prednisone.  At  the  time  of  ad- 
mission, she  was  taking  5 mg  of 
prednisone  weekly.  Rheumatoid 
arthritis  of  multiple  joints, 
diagnosed  many  years  prior  to  ad- 
mission, had  not  responded  to 
conventional  therapy  but  was 
under  fair  control  with  metho- 
trexate, 5 mg  daily.  Her  chest 
pain  was  nonradiating  and  not  ac- 
companied by  sweating,  cough, 
dyspnea,  wheezing,  palpitation, 
leg  pain,  or  swelling.  There  had 
been  no  trauma  to  the  chest  nor 
legs  nor  had  there  been  any  re- 
cent prolonged  period  of  inactivi- 
ty. A pet  dog,  which  frequently 
licked  the  patient,  had  been  in  the 
patient’s  household  for  ten  years 
and  appeared  to  be  well. 

Positive  findings  on  physical 
examination  were  an  oral  temper- 
ature of  99.8°F,  and  decreased 
breath  sounds  in  the  right 
posterior  chest.  There  were  no 
rales,  wheezes,  or  rub.  The  ex- 
tremities showed  deformities  of 
rheumatoid  arthritis,  but  no 
evidence  of  phlebitis. 


Laboratory  data  included  the 
following:  white  blood  count  of 
8,600  cells/ml,  initially,  rose  to 
12,000  then  fell  to  6,000;  differen- 
tial count  was  86  polys,  1 band, 
4 lymphocytes,  2 monocytes,  and 
7 eosinophils  per  ml;  hemoglobin 
was  9 gms  %,  which  fell  to  8.1 
gms;  ferretin  level  was  normal 
with  a low  iron  level,  signifying 
anemia  of  chronic  disease.  After 
a transfusion  of  two  units  of 
packed  red  cells,  the  hemoglobin 
rose  to  10.5  gm.  Chemscreen  was 
essentially  normal  except  for  a 
BUN  ranging  from  12  to  27  mgm 
and  a creatinine  ranging  from  1.8 
to  2.1  mgm.  Serum  theophyllin 
level  was  9 meg  on  an  oral  dose 
of  Theodur®1  of  300  mg  twice 
daily.  Serum  protein  electro- 
phoresis showed  a nonspecific  ab- 
normal pattern  with  marked 
hvpogammaglobulenemia.  RA  test 
was  positive  in  a titer  of  1:40; 
ANA  was  negative;  and  anti-DNA 
titer  was  1:40.  Legionella  and 
mycoplasma  antibody  titers  were 
negative. 

Chest  x-ray,  PA,  lateral  and  de- 
cubitus views,  showed  a right- 
sided pleural  effusion.  Analysis  of 
aspirated  pleural  fluid  showed: 
8,600  red  blood  cells  per  ml,  and 
13,900  white  blood  cells  per  ml, 
with  43%  polys,  11%  lymphs,  11% 
monocytes,  and  31%  eosinophils. 
Glucose  was  44  mg/ml,  protein 
4.3  gm,  PH  7.23,  LDH  4,209  IU 
(serum  LDH  336),  and  specific 
gravity  1.015.  A culture  of  the 
fluid  yielded  pure  growth  of 
Pasturella  multocida , sensitive  to 
all  antibiotics  tested.  Sputum  cul- 
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ure  yielded  only  normal  oropha- 
-yngeal  flora.  Electrocardiogram 
EKG)  revealed  incomplete  right 
bundle  branch  block,  unchanged 
rom  prior  tracings;  serial  EKGs 
vere  unchanged.  A two-dimen - 
iional  echocardiogram  showed  a 
small  amount  of  pericardial  fluid, 
not  hemodynamically  significant. 

Treatment  with  intravenous 
aqueous  crystalline  penicillin,  two 
million  units  every  four  hours,  re- 
sulted in  prompt  defervescence  of 
pain  and  fever.  A chest  tube  was 
I inserted  to  drain  the  pleural  cavi- 
ty. After  drainage  was  complete, 

J the  tube  was  clamped  and  subse- 
quently removed.  No  further  ac- 
cumulation of  pleural  fluid  was 
found  on  physical  examination, 
decubitus  chest  films,  or  CT  scan 
of  the  chest.  Doppler  studies  of 
the  lower  extremity  venous 
system  and  a ventilation/perfusion 
i scan  of  the  lung  were  negative. 
After  two  weeks,  intravenous 
penicillin  was  discontinued;  oral 
potassium  phenoxymethyl  peni- 
ccillin  in  a dose  of  500  mg  four 
t times  a day  was  prescribed  for  a 
(total  of  30  days.  Followup  chest 
x-rays  at  six  weeks,  six  months, 
and  one  year  showed  only  a 
I blunted  right  costophrenic  angle. 
High-resolution  CT  scanning  of 
the  chest  six  months  after  dis- 
charge showed  pericardial  thick- 
ening, a hiatal  hernia,  and 
i minimal  scarring  of  both  costo- 
I phrenic  angles,  but  no  evidence 
i of  pulmonary  fibrosis. 

DISCUSSION 

A comprehensive  review  of 
i Pasturella  multocida  infections  by 
Weber  in  1984  reported  34  cases 
from  Massachusetts  General  Hos- 
pital and  reviewed  61  cases  in- 
volving the  respiratory  tract  re- 
ported in  the  literature.1  Only  1 
of  the  cases  involved  the 
pulmonary  system;  pneumonia, 
but  not  empyema.  Of  the  61  cases 
reviewed,  15  cases  had  empy- 
ema.2'1" One  of  the  cases,  a 67- 
year-old  female  with  no  history  of 
tobacco  use  or  lung  disease,  re- 
ported by  Johnson  and  Rumans, 
presented  with  dyspnea  and  a 


massive  pleural  effusion.6  There 
was  a long  history  of  alcohol 
abuse,  cirrhosis,  and  hepatic 
encephalopathy.  Two  blood  cul- 
tures, joint  fluid,  and  pleural  fluid 
grew  Pasturella.  Despite  multiple 
antibiotics  and  chest  tube 
drainage,  she  died.  Autopsy 
showed  cirrhosis  and  bilateral 
pulmonary  edema,  but  no  lung 
abscess  of  bronchopleural  fistula. 
All  postmortem  cultures  were 
sterile. 

Another  fatal  case  was  of  a 
63-year-old  male  reported  by 
Schmidt.12  This  man  was  occupa- 
tionally exposed  to  animals  for 
years  and  had  a long  history  of 
productive  cough,  hemoptysis, 
and  histoplasmosis.  Pasturella 
multocida  was  cultured  from 
sputum  and  pleural  fluid.  Two 
weeks  prior  to  admission,  the  pa- 
tient was  treated  for  pneumonia. 
Twelve  days  later,  he  was  ad- 
mitted to  the  hospital  with  sud- 
den onset  of  dyspnea.  Despite 
antibiotics  and  tube  drainage,  he 
died  within  72  hours. 

In  Holloway’s  series  of  44 
cases,  5 cases  had  pulmonary 
manifestations.3  One  case  was  a 
75-year-old  male  with  bilateral 
pneumonia,  abscess,  and  em- 
pyema. Despite  adequate  anti- 
biotics, the  outcome  was  fatal. 

In  Ellis  series  of  Pasturella 
septica  infection  of  the  respiratory 
tract,  eight  patients  suffered  from 
upper  and  lower  tract  chronic  dis- 
ease; obstruction  or  bronchiec- 
tasis; all  eight  patients  gave  his- 
tories of  close  contact  with  dogs, 
sheep,  or  cattle.9  Four  of  the  eight 
patients  died:  two  patients  died 
from  pneumonia,  one  patient  died 
from  respiratory  failure,  and  one 
patient  died  from  empyema.  This 
latter  case  had  pneumonia  as  well 
as  empyema;  Pasturella  septica 
was  cultured  from  cirrhotic  liver 
abscesses  at  neerosy.  Horne  and 
Berlyne  reported  a 76-year-old 
female  with  pneumonia,  em- 
pyema, chronic  pyelonephritis, 
and  azotemia.  Ante-  and  post- 
mortem cultures  of  pleural  fluid 
grew  Pasturella  septica.  Antibiotic 
therapy  consisted  of  intramus- 


cular penicillin  every  six  hours. 
Thoracentesis  was  performed  and 
penicillin  instilled  into  the  pleural 
cavity.  In  addition,  oral  chloram- 
phenicol was  given,  but  the  pa- 
tient died  on  hospital  day  26. 

Nelson  and  Hamer  reviewed 
13  previously  reporced  patients 
and  1 new  patient  report.  Of 
the  total  cases  analyzed,  5 pa- 
tients survived  and  5 patients 
died,  and  in  4 patients  the  out- 
come was  unknown.7  All  survi- 
vors received  penicillin;  only  one 
bacterial  isolate  was  penicillin  re- 
sistant. In  that  case,  the  patient 
received  ampicillin  and  chest 
tube  drainage  but  did  not  survive. 

In  children,  Pasturella  infection 
usually  occurs  in  soft  tissue  or  in 
the  central  nervous  system  follow- 
ing animal  exposure.  A case  of 
empyema  in  an  eight-year-old  girl 
was  reported  by  Goldenberg.2 
The  patient  was  chronically  ill 
with  a history  of  atrial  septal  de- 
fect, pelvic  and  pulmonary 
lvmphangiectasis,  and  intestinal 
fistulae.  She  presented  with  fever 
and  right  pleural  effusion.  Fav- 
orable outcome  with  intravenous 
penicillin  and  tube  drainage  oc- 
curred. 

The  patient  presented  in  this 
report  has  many  characteristics  of 
previously  reported  cases:  contact 
with  animals,  chronic  pulmonary 
disease,  and  other  chronic  de- 
bilitating disorders,  especially 
those  affecting  the  immune 
system.  It  is  probable  that 
Pasturella  multocida  occurs  in  pa- 
tients with  impaired  pulmonary 
defenses  who  acquire  the  or- 
ganism via  the  inhalation  of  in- 
fected droplets  aerosolized  from 
the  oropharynx  of  animals  in 
which  Pasturella  is  present  as  part 
of  the  normal  flora.  In  addition, 
the  current  case  had  a com- 
promised immune  system;  she 
was  being  treated  with  cor- 
ticosteroids and  methotrexate. 
Both  of  these  drugs  are  im- 
munosuppressive; they  could  very 
well  have  impaired  the  patient  s 
defenses. 

Chronic  rheumatoid  arthritis 
occasionally  has  been  associated 
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with  spontaneous  pleural  ef- 
fusions and  secondary  infection 
with  various  organisms.16"18 
Pasturella  infection  recently  has 
been  reported  in  a patient  with 
AIDS.15  The  role  of  bronchial 
asthma  is  unclear;  bronchospasm 
and  mucus  plugging  may  play  a 
part  in  imparing  clearance. 

Prompt  identification  of  the  of- 
fending organism  with  sensitivity 
testing,  control  of  the  underlying 
illness,  large  bore  chest  tube 
drainage,  and  adequate  and 
prolonged  doses  of  penicillin  are 
necessary  to  insure  a favorable 
outcome.13  Causative  factors  that 
may  act  singly  or  in  combination 
in  the  development  of  empyema, 
include  steroid  and  other  im- 
munosuppressive therapy,  de- 
creased resistance  to  infection, 
chronic  bronchopulmonary  dis- 
ease and  infection,  pre-existence 
of  rheumatoid  pleural  effusion, 
altered  biochemical  charac- 
teristics of  the  fluid,  and,  in 
particular,  the  formation  of 
bronchopleural  fistulae  through 
necrotic  subpleural  nodules. 
Whether  prior  thoracentesis  al- 
lows the  introduction  of  or- 
ganisms is  unknown.  No  prior 
case  of  Pasturella  multocida  em- 
pyema in  a patient  with 
rheumatoid  arthritis  has  been  re- 
ported. It  is  hoped  that  this  case 


presentation  will  stimulate  further 
reports  and  research.  H 
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A new  understanding 

of  dreams 


Ruth  Velikovsky  Sharon,  PhD 


Three  principles  can  guide  an  analyst  into  a patient’s 
unconscious:  dreams  reflect  the  struggle  of  a patient’s 
immediate  life;  the  patient  communicates  this  struggle  in 
reporting  dreams;  and  the  content  of  dreams  are  inherently 
troubling  to  the  dreamer. 


To  use  dreams  construc- 
tively in  psychoanalysis, 
it  is  essential  to  develop 
an  understanding  of  what 
is  communicated  by  the  dream 
and  the  motivation  of  the  dreamer 
for  reporting  the  dream.  This 
article  will  review  practical 
aspects  of  these  broad  areas  of 
dream  interpretation  in  psycho- 
analytic practice. 

A patient’s  dreams  come  into 
the  psychoanalytic  dialogue;  the 
patient  might  ask  for  some  ex- 
planation of  his  dreams,  or  the 
analyst  instinctively  may  ask  the 
patient,  “What  are  you  dream- 
ing? ’ This  can  be  useful  when  the 
analyst  needs  clarification  of  the 
state  of  the  patient’s  unconscious 
mind.  Asking  for  identification  of 
the  patient’s  feeling  or  thought  in 
a dream  often  helps  the  analyst 
understand  the  underlying  prob- 
lem that  is  the  source  of  struggle 
in  the  patient’s  waking  hours.  The 
dream  reveals  the  emotion  that  is 
of  immediate  importance  in  the 
patient’s  life. 

Rather  than  trying  to  de- 
termine the  “general  attitude  of 
a patient  through  his  dreams,  it  is 
more  useful  to  apply  the  informa- 
tion from  a patient’s  dream  to  cur- 
rent problems  with  which  the  pa- 
tient is  struggling.  Although  the 


story  in  the  dream  often  is  an 
enigma  and  difficult  to  analyze, 
the  feeling,  thought,  and  language 
of  the  dream  scenario  are  clues  to 
important  issues  in  the  patient’s 
immediate  life  situation;  only  in 
the  dream,  the  cast  of  characters 
and  situations  are  different.  The 
predominant  feeling  and  thought 
in  the  dream  is  the  predominant 
feeling  and  thought  the  dreamer 
struggles  with  in  waking  hours. 
As  the  struggle  and  predicament 
in  daily  life  change,  so  do  the 
feeling  and  thought  in  the  pa- 
tient’s dreams.  The  following 
dream  fragment  is  an  example:  A 
woman  dreamt  her  cat  faded  into 
a skeleton  and  she  did  nothing  to 
prevent  it.  She  identified  the  feel- 
ing of  guilt  in  the  dream,  which 
in  waking  hours  she  experienced 
as  neglecting  her  son  in  favor  of 
a new  relationship  with  a man. 

Some  dreams  seem  to  be  de- 
signed to  provoke  a response  in 
the  dreamer,  prodding  toward 
new  attitudes  and  actions.  The 
following  is  an  example  of  self- 
manipulation in  a dream:  A young 
man  enraged  with  a former  boss 
who  had  fired  him  expected  to 
see  the  boss  at  a formal  function. 
Possessing  a protective  uncon- 
scious, the  man  experienced  a 
pleasant  dream  about  the  former 


boss  the  night  before  the  event, 
leading  to  the  temporary  uncon- 
scious resolution  of  the  negative 
feelings  toward  the  employer. 
Thus,  the  patient  was  able  to  tol- 
erate the  social  event  and  behave 
appropriately. 

The  predominant  feeling  with 
which  the  patient  is  struggling  in 
life  is  heightened  and  magnified 
by  the  dream. 

The  dream  feeling  crystallizes 
the  feeling  with  which  the  patient 
is  struggling,  bringing  to  con- 
sciousness a surge  toward  resolu- 
tion of  the  struggle.  It  is  impor- 
tant to  add,  however,  that  if  the 
patient  is  not  yet  equipped  to 
solve  the  immediate  problem,  and 
impulsive  action  would  be  con- 
traindicated, the  dream  may  have 
a debilitating  effect,  contributing 
to  the  patient  s depressive  feel- 
ings and  emotional  paralysis. 

DREAM  MOTIVATION 

Dream  emotion  reflects  the 
dreamer’s  feeling  concerning  a 
real  problem  or  dilemma  in  the 
person’s  life,  rather  than  a wish 
fulfillment  or  desirable  solution  to 
a problem. 

The  dreamer  has  a problem  in 
life  with  every  person,  object,  and 
location  appearing  in  the  dream, 
regardless  of  the  positive  or 
negative  portrayals  in  the  scenario 
of  the  dream.  By  casting  a rec- 
ognizable person  in  a dream,  the 
dreamer  reveals  having  a problem 
with  that  person  in  wakefulness, 
even  if  the  dream  scenario  does 
not  indicate  it.  (The  principle  of 
disguising  negative  feelings  with 
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Dositive  dream  scenarios  recently 
las  been  described  by  Gollub  as 
‘opposite  emotionality.”1) 

It  is  not  an  honor  to  be  cast  in 
another’s  dream.  People  in  the 
dream  are  involuntary  actors,  cast 
because  the  dreamer  has  innate 
anger  toward  them,  thereby  plac- 
ing suspicion  on  the  dreamer’s  re- 
lationship to  the  person  or 
persons  in  wakefulness.  Whom- 
ever and  whatever  appears  in  the 
dream  is  a problem  to  the 
dreamer  in  wakefulness;  this  in- 
cludes representations  of  the 
dreamer  himself.  The  dreamer  is 
the  camera’s  eye,  elusively  par- 
ticipating in  each  dream.  When 
the  dreamer  appears  visually  in 
the  dream  — in  front  of  the  cam- 
era— the  dreamer  reveals  self- 
hatred  in  waking  hours.  The 
following  dream  fragment  is  an 
example:  A man  whose  hope  of 
becoming  a famous  actor  did  not 
materialize,  repeatedly  dreamt  of 
famous  actors.  Seemingly  a name- 
dropper,  in  actuality  he  disliked 
the  actors  he  cast  in  his  dreams 
because  of  envy.  In  one  dream,  he 
found  himself  in  bed  with  a 
[famous  actor  who  was  making 
^sexual  advances  toward  him.  The 
dream  reflected  the  man’s  feel- 
ings of  envy  as  well  as  his 
homophobia. 

Unidentifiable  people  appear- 
ing in  the  dream  signal  the 
dreamer’s  problem  with  strang- 
i ers.  When  the  recognizable  figure 
i in  the  dream  is  deceased,  the 
dreamer’s  unresolved  feelings 
have  followed  that  person  to  the 
i grave. 

A recurring  dream  signals  the 
dreamer’s  self-perception  of  lack- 
ing creativity  in  having  created 
the  same  movie  over  and  over. 

The  dream  thought  and  lan- 
guage reported  to  the  analyst 
often  include  transference  com- 
munications about  the  patient- 
analyst  relationship.  The  analyst 
studies  countertransference  is- 
sues (the  sum  total  of  the  analyst’s 
reactions  and  attitudes  toward  the 
patient)  raised  by  the  patient’s 
dreams  to  understand  what 
problem  may  exist  in  the  treat- 


ment and  what  may  be  the 
analyst’s  contribution  to  that 
problem.  The  image  of  the  analyst 
in  the  patient’s  dream,  regardless 
of  the  scenario,  signals  that  the 
patient  harbors  anger  toward  the 
analyst.  Analysts  have  written  ac- 
counts of  patients  dreams  depict- 
ing the  analyst  in  a negative  light, 
but  attribute  these  portrayals  to 
issues  within  the  patient’s  per- 
sonality.2 3 When  the  dream  de- 
picts the  analyst  doing  something 
wrong  or  out  of  character, 
however,  the  analyst  should  be 
particularly  alerted  to  study 
countertransference  issues  and 
ways  the  analyst  may  be  mis- 
handling the  treatment. 

In  one  day’s  work,  an  analyst 
heard  several  patients  recount 
dreams  from  the  previous  night  in 
which  the  analyst  appeared.  By 
dreaming  about  the  analyst,  the 
patients,  in  unison,  were  sound- 
ing an  alarm  that  the  analyst  was 
not  doing  a good  job— trying  to 
be  in  too  many  places  at  once. 

Patients  who  are  unable  or  un- 
willing to  say,  or  who  are  unaware 
of  what  they  are  feeling  about  the 
analyst,  may  report  a dream  for 
the  purpose  of  communicating 
transference  issues  (the  sum  total 
of  the  patient’s  reactions  and  at- 
titudes toward  the  analyst),  in- 
cluding hostility  toward  the 
analyst,  without  fearing  the  wrath 
of  the  analyst.  A patient  unable  to 
express  anger  at  the  analyst  be- 
cause of  fear  of  retaliation  re- 
ported a dream  in  which  she 
yelled  at  the  analyst.  In  reporting 
the  dream,  the  patient  indirectly 
attacked  the  analyst  with  the 
dream  content,  a forerunner  to 
the  resolution  of  the  transference 
resistance  to  verbalizing  the  anger 
directly  to  the  analyst.  Did  she 
unconsciously  create  the  dream  in 
order  to  attack  the  analyst  in  safe- 
ty? 

Dream  language  reported  to 
the  analyst,  taken  out  of  the  con- 
text of  the  dream  scenario,  may 
be  heard  by  the  analyst  as  com- 
munications to  the  analyst  about 
the  analyst.  Does  a patient 
manufacture  a dream  for  the 


purpose  of  writing  into  the 
‘‘script’’  communications  the  pa- 
tient wants  to  say  to  the  analyst, 
but  is  unwilling  or  unable  to  ver- 
balize directly?  Although  the 
analyst  does  not  appear  as  a 
character  in  the  following  exam- 
ple, the  dream  is  designed  to  ex- 
press language  directed  toward 
the  analyst,  illustrating  this  prin- 
ciple of  communication  with  the 
analyst:  A young  man,  raised  by 
a seductive  mother,  reported  a 
dream  in  which  a salesgirl  did  not 
know  how  to  ring  up  his 
merchandise.  He  asked  for  the 
manager  who  in  turn  called  a 
security  guard.  Feeling  threaten- 
ed by  the  situation,  the  dreamer 
exclaimed,  “You  touch  me  and  1 11 
sue  you!  That  communication, 
although  in  response  to  dream 
content,  was  understood  by  the 
analyst  as  a transference  com- 
munication. 

In  addition  to  using  dreams  to 
make  indirect  transference  com- 
munications to  the  analyst,  dream 
reporting  can  be  used  to  safely 
manipulate  the  emotions  of  other 
people  in  the  dreamer  s life.  Once 
reported,  dreams  are  not  a purely 
private  experience.  Dreams  often 
compel  the  dreamer  to  share  re- 
called dream  content  with  other 
people.  This  creates  an  opportuni- 
ty for  unconscious  communica- 
tion, and  raises  the  following 
question:  Does  the  unconscious 
mind  create  a dream  for  the 
purpose  of  surreptitiously  com- 
municating with  people  to  whom 
the  dream  will  be  reported?  An 
example  of  this  phenomenon  is:  A 
young  woman  dreamed  she 
bought  a gown  for  an  upcoming 
occasion.  Too  shy  to  ask  outright 
for  what  she  wanted,  she  reported 
the  dream  to  a family  member 
who  she  knew  would  buy  a new 
gown  for  her. 

Is  the  unconscious  aware  that 
there  is  someone  within  earshot 
to  hear  the  words  spoken  out  loud 
by  the  dreamer  while  dreaming? 
In  the  following  situation,  words 
spoken  out  in  sleep  serve  a 
manipulative  purpose:  A woman 
who  was  resentful  that  her 
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husband  was  not  helpful  in  the 
care  of  their  baby  dreamt  that  her 
baby  was  in  danger.  In  the  dream 
she  tried  to  hand  the  baby  to  her 
husband.  She  yelled,  “Take  the 
baby!”  out  loud  in  her  sleep, 
which  awakened  her  husband. 

DREAM  CREATION 

Dreams  can  be  viewed  as 
manipulations,  an  active  ingre- 
dient in  the  dreamer’s  relational 
life.  The  unconscious  may  form  a 
dream  around  the  need  to  express 
a powerful  feeling  to  a particular 
person  in  the  dreamer’s  life;  the 
dream  itself  motivates  the 
dreamer  to  communicate  the 
dream  to  that  person.  The  uncon- 
scious also  attempts  to  express  its 
concerns  directly  during  sleep  to 
those  within  earshot  of  the 
dreamer’s  language  spoken  out 
during  sleep.  Through  dreams, 
the  unconscious  has  licence  to  ex- 
press hostile  feelings  freely,  cir- 
cumventing the  inhibitions  of 
conscious  editing. 

Few  authors  have  even  ap- 
proached this  idea  that  dreams 
are  formed  to  communicate 
particular  ideas  to  people  in  the 
dreamer’s  life.  The  predominant 
view  of  dreams  seems  to  be  that 
they  are  formed  based  on  fun- 
damental patterns  of  the  patient’s 
unconscious  thought,  and  these 
patterns  will  replay  themselves 
until  a substantial  change  is 
brought  about  in  the  personality 
of  the  patient.  Any  evident  “tailor- 
ing” of  the  dream  for  communica- 
tion to  the  analyst  has  been  at- 
tributed to  “secondary  revision,” 
a semi-conscious  process  of  edit- 
ing and  adding  criticism  to  a 
dream  that  changes  how  the  pa- 
tient remembers  and  reports  a 
dream.45 

I address  the  role  of  the  uncon- 
scious in  creating  dreams  to  ex- 
press the  predominant  emotions 
and  struggles  of  the  patient.  This 
takes  a variety  of  forms,  ranging 
from  a dreamer’s  speech  while 
asleep  to  pointed  communications 
to  the  analyst  delivered  in  the 
language  of  a character  in  a 
dream. 


It  is  suggested  here  that,  with- 
out resorting  to  an  elaborate  in- 
terpretive system,  the  following 
three  principles  can  guide 
analysts  to  important  insights  into 
a patient’s  unconscious:  dreams 
reflect  or  duplicate  the  feeling  of 
the  predominant  struggle  of  the 
patient  s immediate  life;  the  pa- 
tient communicates  these  issues 
in  reporting  dreams;  and  the 
characters,  situations,  and  settings 
of  a dream  are  inherently  trou- 
bling to  the  dreamer. 

CONCLUSIONS 

The  dream  expresses  the  pa- 
tient’s feeling  relating  to  a current 
problem  in  the  patient’s  life.  The 
analyst  uses  the  patient  s dream 
report  to  identify  the  predomi- 
nant emotion  of  the  struggle  in 
the  patient’s  life,  and  to  under- 
stand the  patient’s  resistance  to 
direct  verbalization  of  the 
thoughts  and  feelings  reflected  in 
the  dream  reporting. 

Reporting  a dream  is  a safe  av- 
enue for  expressing  thoughts  and 
feelings  of  which  the  patient  is 
unaware,  or  is  unwilling  or  is 
unable  to  communicate  directly. 
This  is  a manipulative  strategy  the 
unconscious  uses  to  communicate 
with  the  analyst,  a therapy  group, 
family  members,  or  others  to 
whom  the  dream  is  reported.  A 
particular  character  will  be  cast  in 
the  dream  for  the  purpose  of 
creating  the  impetus  to  conscious- 
ly report  the  dream  content  to 
that  person. 

Often  a patient  will  recall 
specific  statements  or  thoughts 
from  a dream  which,  when  re- 
moved from  the  dream  context, 
can  be  understood  as  transference 
communications  to  the  analyst. 
These  statements  are  particularly 
useful  in  helping  the  analyst  study 
countertransference  issues. 


In  some  cases,  the  feelings  of 
the  patient  are  revealed  in  vocal- 
ization during  sleep.  Again,  this  is 
unconscious  manipulative  behav- 
ior on  the  part  of  the  dreamer 
who  vents  hostility  to  others  in  his 
household. 

The  emotions  experienced  dur- 
ing dreams  reinforce  or  amplify 
the  patient’s  feelings  when  awake. 
Dreams  affect  behavior  and  feel- 
ings in  daytime,  providing  inertia 
to  solving  problems  or  paralyzing 
the  dreamer  into  inaction  when 
inpulsive  action  would  be  coun- 
terindicated.  A dream  may  pro- 
voke action  and  change  attitudes 
in  the  face  of  particularly  difficult 
issues  in  the  patient’s  life.  Such 
dreams  can  be  seen  as  self- 
manipulations, temporarily  resolv- 
ing a conflict.  H 
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[Part  3: 

Memoirs  and  musings 
of  a medic 

Stanton  H.  Sykes,  MD 

, 

In  previous  installments  of  his  reminiscenes,  in  rhyme,  a New  Jersey  physician,  now  semi- 
retired,  recalled  his  experiences  as  a raw  recruit  in  the  Army,  and  the  opportunity  the  military 
afforded  for  medical  school.  In  this  installment,  he  recalls  his  medical  school  years,  which 
were  finished  as  a civilian.  He  marries  and  takes  a position  in  industrial  medicine,  only  to 
find  Uncle  Sam  wants  him,  again,  as  a medical  ward  officer. 


I Then  three  more  months  back  at  the  grind. 

Only  Saturdays  we’d  find 

Some  hours  to  relieve  the  tension  — 

I Except  for  one  classmate  1 11  mention, 
'Whose  existence  was  monastic 
I (Actually,  we  thought  him  spastic)  — 

! He’d  stay  in  the  whole  weekend, 

I Having  Plato  as  a friend; 

I He  found  the  Greek's  words  orgastic. 

I But,  for  most  of  us,  convention 

I Had  it  that  we’d  hit  the  road. 

The  whole  week’s  burden  to  unload. 

I I previously  called  attention 
To  the  Belmont;  of  a kind 

Were  bars  across  Red  River,  lined 
Along  the  street,  in  East  Grand  Forks. 
There  a guy  could  shoot  the  works. 

You  only  had  to  go  a mile 

For  these  nightspots,  frontier-style, 

1 Where  you  could  play  the  slots  awhile, 

i Could  order  beer  or  wine  or  whiskey. 

And  if  in  luck  and  feeling  frisky, 
i Could  share  a curtained  back  room  booth 
With  a girl;  you  hoped,  in  truth. 

She’d  do  something  wild  and  risque 

But  such  hopes  mostly  were  in  vain. 

For  farmer’s  daughters  held  the  rein 
Rather  firmly  on  the  guys. 

To  soldiers,  sailors,  they  were  wise, 

And  knew  they  d likely  lose,  not  gain 
If  to  G.I.  pleas  they  d deign. 

East  Grand  was  like  little  Vegas; 

If  one-armed  bandit  didn’t  take  us, 

The  two-armed  type  was  close  at  hand. 


Some  places  had  a lively  band; 

Some  had  periodic  fracas. 

I recall  the  main  attraction 

Was  Whitey’s,  with  its  constant  action  — 

Music,  laughter,  flashing  neon. 

Just  one  more  beer  and  then  we’d  be  on 
Our  way  back  home,  but  first  we’d  pee  on 
Or  off  the  bridge,  in  satisfaction. 

Why  did  they  call  that  river  “Red  ? 
“Yellow  would  have  served,  instead! 

The  freshman  year  of  forty-five 
We  spent  trying  to  survive 
Anatomy;  off-hand  palaver 
Soon  was  shared  o’er  our  cadaver; 

Then  at  noon  we  would  arrive 

At  lunch  steeped  in  formaldehyde, 

And  though  with  soap  we  briskly  tried 
To  fix  it  so  they  couldn’t  smell  us, 

Other  students  sure  could  tell  us; 

Our  pursuit  we  couldn’t  hide. 

We  felt  sequestered  in  Dakota, 

But  we  got  a goodly  quota 
Of  the  news  from  home,  abroad. 

The  Allied  progress  we’d  applaud. 

Our  boys  from  Mobile,  Bronx,  Mendota, 

Were  battling  in  Far  East,  on  Rhine. 

We  surely  had  no  cause  to  whine 
About  our  snow-  and  book-bound  plight  — 
At  least  we  didn’t  have  to  fight. 

And  there  was  little  time  to  pine 

About  the  girls  some  left  behind. 

Of  course,  others  were  to  find 
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Their  greatest  love  right  at  No  Dak. 

Of  girls,  those  days,  there  was  no  lack. 

And  they  were  never  out  of  mind. 

Some  guys  had  a date  book,  thick. 

From  which  to  sample,  choose,  and  pick; 
Some  fellows  permanently  fell 
For  a pretty  campus  belle; 

Some  found  wholesome  farmer’s  daughter 
From  a town  up  near  the  border. 

Like  Baekoo,  Rolla,  on  that  order. 

And  made  a pledge  that  was  to  stick. 

Three  or  four  times  while  at  No  Dak 
I managed  to  get  off  and  go  back 
To  visit  Beth,  as  I described. 

Our  courtship  from  afar  survived 
Separation;  maybe  lack 

Of  constant  company  abetted 

Our  romance;  appetites  were  whetted 

By  the  brief  hellos,  goodbyes; 

Long  ago  a guru  wise 

Wagged  his  head  and  tersely  said  it: 

“Absence  makes  the  heart  grow  fonder”; 

But  is  this  valid?  One  does  wonder 
Just  what  balance  need  be  struck 
So  that,  apart,  the  interest 
Is  kept,  and  couples  don  t divest 
Their  good  intent  of  zeal,  and  wander. 

We  two,  somehow,  possessed  the  talents 
To  maintain  that  certain  balance — 

Professed  our  feelings  through  the  mail; 

We  d write  of  future  plans,  regale 

Each  other  with  a tender  thought. 

This  mostly  postal  courtship  brought 
Us  finally  to  plight  our  troth. 

The  wherewithal  was  still  far  off. 

But  practicality’s  not  taught 
To  brains  from  love’s  elixir  soft. 

In  forty-six  we  students  who 

Were  servicemen  were  told  “you’re  through 

Where  armed  forces  are  concerned  ”; 

But,  happily,  we  also  learned 
That,  using  G.I.  credits  earned. 

We  could,  in  civvies,  still  pursue 
M.D.  degree— Thank  goodness!  Whew! 

Mid  forty-six,  we  graduated; 

Degrees  in  science  we  all  rated. 

Then  we  scattered  far  and  wide. 

We  had  all  by  now  applied 
To  schools  where  we’d  be  educated 

In  linal  thrust  toward  M.D. 

I had  chosen  mine  to  be 

In  the  East,  on  my  home  ground. 

An  apartment  need  be  found  — 

A little  place  for  Beth  and  me 
To  live  together,  blissfully; 
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For,  just  before  September  term 

Beth  and  I were  to  confirm 

Our  marriage  vows.  The  big  day  came. 

From  vestry  I walked  out,  to  claim 
My  bride,  adorned  in  satin,  lace, 

The  prettiest  woman  in  the  place. 

But  I began  to  sweat  and  squirm. 

Feeling  that,  in  pin-stripe  suit 
(One  could  almost  call  it  “zoot  ”) 

I d make  them  think  of  Guys  and  Dolls; 

But,  instead  of  hardened  molls 
I saw  two  bridesmaids,  dainty,  cute. 

One,  I d met,  from  Arkansas — 

Beth  s cousin,  with  her  southern  drawl. 

The  day  before,  she’d  sat  in  awe 
As  we  all  had  socialized. 

She  stared  and  studied,  hypnotized; 

When  someone  asked  her  “What’s  wrong,  honey?” 
She  said,  “You  Yankees  talk  so  funny! 

I cain’t  understand  you  all! 

Just  ahead,  I saw  the  altar; 

A slight  knee-buckle,  moment’s  falter; 

I felt  that  something  held  me  back; 

Sufficient  breath  I seemed  to  lack. 

As  if  climbing  up  Gibraltar. 

Next  thing  I knew,  the  knot  was  tied — 

The  blinding  sun — we  were  outside — 

People  giving  their  good  wishes; 

Some  tears,  some  laughter,  and  some  kisses. 

Then  reception — we  were  plied 
With  punch  and  cake;  and  then  a ride 

To  the  nearby  railroad  station. 

Chicago  was  our  destination. 

We  went  off  as  man  and  wife, 

To  face  uncertainties  of  life — 

A wonderful  but  strange  sensation. 

The  next  two  years,  more  clinical. 

Made  some  of  us  more  cynical 
About  what  practice  had  in  store. 

At  P.G.H.  we  saw  the  ravages 
Of  disease;  saw  savages 

Who  d shot  each  other,  through  and  through; 

Saw,  where  soot  from  smokestacks  spews. 
Emphysema,  sepsis,  phthisis; 

Families  going  all  to  pieces 
(If  they  ever  had  been  whole). 

Such  experiences  took  their  toll. 

And  made  us  think  about  our  roles, 

Our  expectations,  and  our  goals. 

I don’t  recall  the  term  “holistic,” 

But  most  of  us  stayed  optimistic, 

Hoped  to  treat  mind,  body,  soul. 
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While  I got  into  the  grind, 

Beth  had  to  scout  around  and  find 
A job  to  keep  us  both  in  vittles. 


NEW  JERSEY  MEDICINE 


She  cheeked  out  local  hospitals 
And  got  in  one  as  lab  technician, 
Experienced  in  this  position 
And  skilled  in  duties  of  this  kind. 

Her  daily  schedule  was  no  fun  — 

Up  at  six  and  on  the  run. 

Hoping  that  a bus  would  come 
And  heed  her  waving  arm  or  thumb. 

Often  the  bus  door  would  close 

Just  as  she  ran  up;  one’s  nose 
Might  then  firmly  be  applied 
To  thumb,  to  insult  and  deride; 

Beth,  frustrated,  simply  cried. 

While  the  driver  was  inside 
His  mobile  fortress,  moving  fast, 

So  that  he  could  zoom  right  past 
The  next  herd,  running  in  the  rain. 

Waving  arms  and  fists,  in  vain. 

Our  row-house  second  story  pad 
Was  small,  but  decor  wasn’t  bad. 

With  nice  furniture  and  mgs, 

And  one  unasked  for  feature — bugs! 

Those  who  ve  been  to  Philly  know 
Of  row  houses;  through  these  flow 
The  vermin  of  the  one  most  fouled. 
Attached  premises  allowed 
A steady  stream  of  hard-shelled  roaches. 
Through  the  night  they’d  plan  approaches, 
Then  begin  to  climb  the  stairs, 

One  by  one,  and  then  in  pairs 

And  then  in  fives  and  tens  and  dozens; 

Cockroach  sisters,  brothers,  cousins. 

I used  to  lie  awake  in  dread. 

As  they  tumbled,  tread  to  tread. 

Armored  bodies  striking  wood. 

We  tried  attacking;  they  withstood 
Our  desperate  determination. 

All  efforts  at  extermination. 

The  endless  battle  goes  on  yet 
In  our  old  Philly  flat.  I’ll  bet. 

After  med  school  stint,  I spent 
Two  years  as  intern,  resident. 

Seeking,  I guess,  confidence, 

As  well  as  skill  and  competence. 

Advanced  disease  in  indigent 
In  second  year  was  prevalent  — 

Dropsy,  lockjaw,  sores  appalling. 
Ulcerated  legs,  some  crawling 
With  maggots  — really  not  so  horrid — 

One  could  say  that  nature  borrowed 
Bugs  to  do  just  what  was  needed. 

They  scavenged  ulcer  bed,  debrided 
With  efficiency  of  enzyme; 

But  they  were  frowned  on  at  the  time, 

Had  become  unwanted  villain, 

Replaced  by  papain,  penicillin. 


Streptomycin,  and  the  like; 

The  latter  two  were  meant  to  strike 
Microbes  at  their  very  cores. 

Also  used  on  burns  and  sores 
Were  varied  lotions,  ointments,  potions. 
Each  generation  has  its  notions 
As  to  what  is  right  and  wrong, 

What’s  too  weak,  what’s  far  too  strong. 
Sulfa  powder  sensitizes, 

But  its  successor  has  surprises 
Of  its  very  own,  we  find. 

A mycin  cream  gives  way,  in  kind. 

To  nitrofuran;  new  report 
Then  indicates  we  should  resort 
To  silver  sulfadiazine. 

Will  some  fault  or  flaw  be  seen 
With  the  latest  magic  mush? 

Perhaps  we  shouldn’t  quickly  rush 
To  the  latest  without  thought. 

For  how  much  can  an  ounce  be  bought? 
Must  new  side  effects  be  sought? 

New  products — on  and  on  it  goes 
Almost  akin  to  styles  in  clothes. 

There  s upward  progress,  I suppose, 

But  not  always  in  straight  line. 

Best  we  read,  think,  ask,  define. 

This  was  the  year  I got  to  know 
The  fearful  toll  of  polio. 

There  was  a ward,  containing  ranks 
Of  respirators  — iron-lung  tanks  — 

To  which  a number  of  afflicted 
Were  confined.  The  scene  depicted. 

In  dim  light,  in  early  morn. 

When  nurse  summoned  me  to  warn 
About  a worsening  condition, 

Was  almost  like  an  apparition  — 

A battery  of  ghostly  bellows 
Toiled  to  fan  a flame  in  fellows 
And  girls  reduced  to  just  faint  embers; 

It  was  a scene  that  one  remembers. 
Twas  1950,  I recall. 

Polio  season,  summer,  fall. 

The  polio  battle  would  be  won 
Before  the  decade  was  half  done — 

But  not  for  those  imprisoned  there. 
Dependent  on  machines  for  air. 

After  second  house  staff  year 
I wanted  to  get  free  and  clear 
Of  training  and  bring  in  some  dough. 

I interviewed  for  a position 
As  industrial  physician, 

And  in  short  order  got  to  go 
To  a giant  oil  concern. 

Where  I finally  could  earn 
Enough  to  retire  Beth  and  free  her 
For  a motherly  career. 
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Finally,  a decent  home, 

Domestic  bliss,  a pipe,  a tome 
To  peruse  in  slippered  ease — 

Pleasant,  placid,  if  you  please. 

Then — Korea  reared  its  head 
And  normal  life  was  done;  instead, 

I knew  that  I was  now  prime  bait 
To  pay  back  Uncle  Sam’s  largess. 

I was  told  I ought  not  wait 
To  volunteer  to  serve,  unless 
I wished  to  risk  a private’s  fate. 

Back  in  the  army,  once  again! 

I was  assigned  a ward  of  men 
As  an  officer,  at  Dix. 

Some  of  my  patients  were  gold  bricks, 

Pure  and  simple,  but  a mix 
Of  psychic  and  somatic  woes 
Was  the  lot  of  most  of  those 
I treated  daily  on  the  ward. 

I really  wasn’t  often  bored. 

For  there  was  much  pathology. 

Deep  knowledge  of  psychology 
Didn’t  serve  to  motivate 
A sick  soldier,  when  his  fate, 

Recovered  from  his  diarrhea, 

Might  be  shipment  to  Korea. 

Epidemics  of  rubella; 

Patients  with  their  eyeballs  yellow; 

One  with  Stevens-Johnson  syndrome; 

Many  who  were  sick  for  home. 

Rocky  Mountain  spotted  fever, 

In  one  man,  made  me  a believer 
In  taking  pains  to  ward  off  ticks. 

There  were  scores  of  ills  to  fix, 

And  I stayed  a busy  fellow. 

Peptic  ulcer,  tonsillitis, 

Ankylosing  spondylitis, 

Malaria,  in  returnees — 

They’d  burn  with  fever,  then  they  d freeze — 
Such  violent  dramatic  rigors! 

We  treated  everything  from  chiggers 
To  devastating  septic  state. 

An  event  I should  relate 
Was  the  wave  of  flu  that  came. 

For  several  weeks  we  couldn’t  tame 
That  outbreak;  soldiers  from  the  field 
Straggled  in;  some  even  keeled 
Over  in  their  tracks;  we  d be 
Screening  victims  endlessly. 

Who  would  go  to  flu  ward  B? 

Who  would  get  some  APC, 

That  well-known  G.I.  panacea 
For  everything  but  gonorrhea? 


At  the  height  of  influenza, 

A consultant  comes  and  spends  a 
Day  with  11s,  and  lends  a hand. 

We  were  given  to  understand 
His  field  was  viruses;  his  talk 
Revealed  his  name  as  Jonas  Salk. 

None  of  us,  of  course,  could  know 
That  he  would  conquer  polio. 

Ten  months  later  came  the  end 
Of  doctoring  at  Dix.  A friend 
And  I were  seated  in  the  mess 
When  exec  came  by;  1 guess, 

Lieutenant,  I should  warn  you. 

You  re  to  report  to  California.” 

This,  I knew,  must  mean  Far  East 
Would  be  my  lot— Japan,  at  least, 

And  maybe  the  Korean  zone. 

I phoned  to  Beth,  in  mournful  tone, 

Then  sat  with  Hal;  he  empathized. 

We  talked  for  possibly  an  hour, 

My  expression  drawn  and  dour. 

Then  HQ  called — they  realized 
They  had  mistaken  me  for  Hal. 

I turned  to  him;  T in  sorry,  pal. 

I’d  heard  of  such  mix-ups  before — 

How  did  we  ever  win  a war? 

But  my  pardon  didn’t  last. 

No  more  than  a week  had  passed 
When  new  orders  came  for  me 
To  join  docs  bound  for  Germany. 

At  least  this  duty  would  be  calm. 

Not  subject  to  blast  or  bomb. 

A group  assembling  at  Camp  Kilmer 
Was  in  need,  it  seems,  of  still  more 
Docs,  to  fill  the  complement. 

We  were  told  that  we’d  be  sent 
To  serve  the  occupation  force; 

We  also  learned  that,  in  due  course, 

We’d  occupy  a brand  new  structure. 
“Meanwhile,  soldiers,  you’ll  conduct  your 
Work  in  digs  once  used  by  Krauts. 
Immediately,  we  had  our  doubts 
That  we  would  ever  occupy 
The  new  building;  by  and  by 
Our  skepticism  proved  correct. 

For  they  never  did  erect 

That  structure  while  we  served  our  term. 

Years  later  I heard  vets  confirm 

That  the  building  did  get  done, 

Although  at  huge  cost  over  run. 

Then,  as  now,  our  Uncle  Sam 
Was  prey,  I guess,  to  pricing  scam. 


Part  4 (of  10)  will  follow  in  an  upcoming  issue. 

Dr.  Sykes  is  affiliated  with  Warren  Hospital,  Phillipsburg.  Address  reprint  requests  to  Dr.  Sykes,  428  Third  Street,  Belvidere, 
NJ  07823. 
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1995  MSNJ  ANNUAL  MEETING 


April  29-May  3,  1995 
Trump  Taj  Mahal  Casino/Resort 
Atlantic  City,  NJ 


DAILY  SCHEDULE 

Saturday,  April  29,  1995 

3:30  p.m.  Board  of  Trustees  Meeting 


Sunday,  April  30, 1995 


8:00  AM 
8:30  a.m. 
8:30  am 
10:00  am 
1 1 :30  a.m. 
1 1 :30  a.m. 
12:30  P.M. 
1 :30  P.M. 
3:00  P.M 


Registration  Opens 
Message  Center  Opens 
Meeting— AMA  Delegation 
Educational  Program  on  Medical  Ethics 
Academy  Lecture 

New  Jersey  Society  of  Internal  Medicine  Annual  Meeting/Luncheon 
Exhibits  and  AMA-ERF  Boutique  Open 
House  of  Delegates 
Reference  Committees 


Monday,  May  1, 1995 


7:30  AM. 

8:00  a.m. 
8:00  a.m. 
8:00  a.m. 
9:30  am. 
12  NOON 
12  NOON 
1 :30  p.m. 
5:00  p.m. 
6:00  P.M. 
7:00  p.m 


Breakfast  Meeting— The  Society  for  the  Assistance  of 
New  Jersey  Physicians  and  Their  Families 
Registration  Opens 
Message  Center  Opens 
Reference  Committees 
Exhibits  Open 

Golden  Merit  Award  Ceremony/Reception 
Luncheon/Meeting:  Women  in  Medicine 
House  of  Delegates  (election) 

JEMPAC  Political  Forum 

JEMPAC  Wine  and  Cheese  Reception 

Morris  County  Medical  Society  Reception  Honoring  President  and  Mrs.  Fred  M.  Palace 


Tuesday,  May  2, 1995 

8:00  a.m.  Registration  Opens 
8:00  a m.  Message  Center  Opens 
8:30  a.m.  House  of  Delegates 
9:00  a.m  Exhibits  Open 

12:30  p.m.  Luncheon  Meeting— members  of  the  Hospital  Medical  Staff  Section 
1:00  p m Exhibits  Close 
6:30  p.m.  Inaugural  Reception 

7:30  p.m.  Inaugural  Dinner  Honoring  Louis  L.  Keeler,  MD 


Wednesday,  May  3,  1995 

8:00  a.m.  Registration  Opens 
8:00  a.m.  Message  Center  Opens 

8:30  a.m.  Educational  Program:  “HIV  Management  Strategies:  Approaches  to  HIV  and  Characteristics 
of  Long-Term  Survival”  (The  Academy  of  Medicine  of  New  Jersey) 

9:00  a m Symposium:  “Right  To  Contract  Privately” 

12:30  p.m.  Board  of  Trustees  Meeting 

(Housing  Application— Page  59) 
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MSNJ  AUXILIARY 


At  its  meeting  on  November 
14,  1994,  the  Executive  Board  of 
the  Medical  Society  of  New 
Jersey  Auxiliary  (MSNJA)  voted 
to  support  the  Southern  Ocean 
County  Hospital’s  “Adopt  a 
Hospital  in  the  Ukraine  pro- 
gram. MSNJA  is  collecting 
pharmaceutical  samples,  medical 
supplies,  and  medical  equipment. 
Past-President  Gayle  Wayman, 
chairman  of  this  project,  has 
made  arrangements  for  supplies 
to  be  dropped  off  and  stored  at 
MSNJ  headquarters  until  picked 
up  for  shipment. 

AMA-ERF  Chairman  Susan 


Kahn  noted  that  the  Celebrity 
Luncheon  raised  $9,000,  with 
more  donations  still  to  be 
counted. 

The  AMA-ERF  holiday  sharing 
card  is  the  second  fundraiser  for 
the  year.  MSNJ  and  MSNJA 
Board  members  and  their  spouses 
were  invited  to  have  their  names 
added  to  the  greeting  card,  which 
was  mailed  to  the  MSNJ  and 
MSNJA  Boards,  as  well  as  to  the 
American  Medical  Association 
(AMA)  Board  of  Trustees.  We 
hope  to  have  New  Jersey  lead  the 
way  in  raising  funds  for  medical 
education. 


The  AMA  Alliance  has  declared 
March  ^995  as  Medical  Alliance 
Month  MSNJA,  with  county  aux- 
iliaries, -vill  focus  on  the  issue  of 
domestic  violence.  MSNJA  will 
be  invoh  ed  in  many  projects  to 
increase  awareness  and  educate 
the  public  about  family  violence, 
as  well  as  to  make  known  the 
many  support  services  available  to 
victims.  MSNJA  hopes  this  public 
education  campaign  will  promote 
the  image  of  caring  physicians 
and  spouses.  □ Dorothy 
Espinola,  president 
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AMNJ  REPORT 


The  Board  of  Trustees  of  The 
Academy  of  Medicine  of  New 
Jersey  (AMNJ)  has  named  the 
1995  recipients  of  the  awards  that 
will  be  presented  at  the  Annual 
Awards  Dinner  on  Wednesday, 
May  31,  1995,  to  be  held  at  the 
Chanticler  in  Short  Hills. 

Bernard  A.  Rineberg,  MD,  of 
New  Brunswick  will  receive  the 
Edward  J.  Ill  Award  “presented 
annually  to  that  physician  of  New 
Jersey  who  merits  recognition  by 
The  Academy  for  distinguished 
service  as  a leader  in  the  medical 
profession  and  in  the  community 
at  large.’’ 

Dr.  Rineberg  is  immediate 
past-president  of  the  American 
Academy  of  Orthopaedic  Sur- 
geons, the  largest  orthopaedic  or- 
ganization in  the  world.  He  has 
achieved  international  promi- 
nence for  his  dedication  to  main- 
taining health  policy,  as  it  affects 
the  profession  and  the  patients 
served.  He  is  a past-president  of 
the  New  Jersey  Orthopaedic  So- 
ciety and  of  the  medical  staff  of 
Middlesex  General  Hospital  (now 
Robert  Wood  Johnson  University 
Hospital).  He  has  served  on 
numerous  committees  of  the 


Medical  Society  of  New  Jersey  as 
well  as  in  their  House  of  Dele- 
gates. He  has  been  active  in 
AMNJ,  having  served  as  an  officer 
of  the  orthopaedic  section;  he 
currently  serves  on  the  Board  of 
Trustees.  He  presently  is  vice- 
chairman  of  the  Board  of  Direc- 
tors of  Robert  Wood  Johnson 
University  Hospital.  His  volun- 
teer activities  outside  of  medicine 
include  his  devotion  to  the  better- 
ment of  New  Brunswick. 

AMNJ’s  Citizen’s  Award  is 
“presented  annually  to  that 
citizen  or  group  of  citizens  of 
New  Jersey  who  merit  recogni- 
tion by  The  Academy  for  dis- 
tinguished service  in  the  interest 
of  the  health  and  welfare  of  the 
community  at  large.’  The  1995 
Citizen’s  Award  has  been  granted 
to  Helen  F.  Boehm  of  Trenton. 

Mrs.  Boehm  is  chairman  of  the 
Board  of  the  Boehm  Porcelain 
Studios  in  Trenton.  Established 
in  1950,  the  Studios  are  inter- 
nationally acclaimed  for  the  finest 
of  sculpture  in  porcelain  birds, 
flowers  and  annuals,  and  bronze 
and  silver  media.  Mrs.  Boehm  is 
a well-known  philanthropist  who 
has  dedicated  her  life  to  many 


causes.  She  has  particularly  de- 
voted her  energies  to  the  health 
and  welfare  of  inner-city  children.. 
The  AMNJ  AIDS  Education 
Program  has  received  funding 
from  the  New  Jersey  State  De- 
partment of  Health,  Division  of 
AIDS  Prevention  and  Control  for 
the  fiscal  year  1995.  The  grant 
supports  55  roving  symposia  on 
four  topics:  “Infection  Control  in 
the  HIV  Era,  “Identification  and 
Management  of  Asymptomatic 
HIV  Infection,  "Diagnosis  and 
Treatment  of  AIDS,’’  and  “Inte- 
grating Tuberculosis  Manage- 
ment into  the  Care  of  the  HIV-  i 
Infected  Patient.  The  programs 
were  revised  in  September  1994. 
Separate  funding  for  two  ad-  ; 
ditional  topics:  “Identification  and  i 
Management  of  Perinatal  HlV-In- 
fection  and  “Neuropsychiatric 
and  Psychosocial  Aspects  of  HIV/ 
AIDS  are  forthcoming.  State- 
funded  programs  are  free  of 
charge  to  host  sites.  For  further 
information,  contact  Darlene 
Averiek,  at  AMNJ.  □ Palma 
Formica,  MD,  president 
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UMDNJ  NOTES 


The  Cancer  Institute  of  New 
Jersey.  Federal  and  state  officials 
helped  launch  the  construction 
phase  of  a $19  million  technologi- 
■ eally  advanced  facility  that  will 
I integrate  the  clinical  care  and 
basic  research  programs  of  The 
Cancer  Institute  of  New  Jersey. 

The  75,000-square  foot,  three- 
story  building  will  be  the  premier 
cancer  care  and  research  facility 
for  New  Jersey  and  is  the  state’s 
only  National  Cancer  Institute 
(NCI)-designated  planning  site 
for  a comprehensive  cancer  care 
center. 

The  new  building,  located  in 
New  Brunswick,  will  house  both 
adult  and  pediatric  outpatient  on- 
cology services,  research  labora- 
tories, and  academic  offices.  The 
project  is  expected  to  be  com- 
pleted in  mid-1996. 

In  addition  to  a $10  million 
federal  appropriation,  the  project 
iis  being  financed  through  the 
! UMDNJ  bond  issue. 

The  Cancer  Institute  of  New 
Jersey  is  a partnership  of 
I UMDNJ,  UMDNJ-Robert  Wood 
joh  nson  Medical  School,  New 
Brunswick  Affiliated  Hospitals, 
Robert  Wood  Johnson  University 
Hospital,  and  St.  Peter’s  Medical 
i Center. 

Governor  Whitman  reautho- 
i rizes  state  council.  Governor 
Christine  Todd  Whitman  signed 
an  executive  order  to  continue  the 
1 Governor’s  Advisory  Council  on 
AIDS  during  a World  AIDS  Day 
ceremony  at  UMDNJ  s Newark 
' campus.  The  governor  was 
honored  by  UMDNJ  and  the  City 
of  Newark  for  her  outstanding 
leadership  in  helping  to  promote 
quality  care  for  AIDS  patients  in 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 


New  Jersey.  State  Department  of 
Health  Commissioner  Len  Fish- 
man also  spoke  during  the  fifth 
World  AIDS  Day  observance 
(December  1),  which  was  co- 
sponsored by  the  City  of  Newark 
and  UMDNJ-Universitv  Hospital. 

Tuberculosis  info-line.  A new 
national  1-800  line  for  tubercu- 
losis (TB)  information  has  been 
established  by  UMDNJ-New 
Jersey  Medical  School.  The  "TB 
Info-line”— 1/800-4TB-DOCS- 
was  initiated  by  Dr.  Lee  B. 
Reichman,  executive  director  of 
the  New  Jersey  Medical  School’s 
National  TB  Center  at  LTMDNJ. 
The  new  service  will  provide 
callers  with  state-of-the-art  in- 
formation in  the  wake  of  the  na- 
tional resurgence  of  TB. 

The  Centers  senior  medical 
staff  of  physicians  and  nurses  will 
handle  incoming  calls  from 
9 A M.  to  5 P M.  weekdays,  and  a 
message-answering  machine  will 
record  calls  during  off-hours  that 
will  be  returned  the  following 
business  day. 

The  Center  was  opened  in 
January  1993  as  a joint  project  of 
the  medical  school,  UMDNJ-Uni- 
versitv  Hospital,  and  the  New 
Jersey  State  Department  of 
Health.  Newark  has  the  second 
highest  TB  rate  of  any  city  in  the 
nation,  behind  Atlanta.  Among 
the  states,  New  Jersey  has  the 
seventh  highest  caseload  in  the 
country. 

The  “TB  Info-line”  is  funded 
by  the  National  Centers  for  Dis- 
ease Control  and  Prevention  in 
Atlanta. 

How  aging  affects  hormone 
production.  Postmenopausal 
women  are  needed  for  a study  of 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 

Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  631 17.  GND 


how  aging  affects  the  female 
body’s  production  of  hormones. 
The  study,  being  conducted  by 
researchers  at  UMDNJ-New 
Jersey  Medical  School,  will  ex- 
amine the  age-related  decline  in 
the  body’s  production  of  two 
hormones  — growth  hormone  and 
androgens.  It  will  evaluate  how 
much  of  the  decline  is  caused  by 
menopause  versus  how  much  is 
caused  by  aging.  It  also  will 
measure  the  ability  of  estrogen 
supplements  to  correct  age-re- 
lated hormonal  imbalances.  The 
study  is  funded  by  a $1.5  million 
grant  from  the  National  Institutes 
of  Health.  Dr.  Nanette  Santoro, 
an  associate  professor  of  ob- 
stetrics and  gynecology  at  the 
medical  school,  is  the  principal 
investigator. 

New  drug  tested  to  prevent 
damaging  complications  in  dia- 
betics. A new  drug  treatment  to 
prevent  blindness  and  kidney 
failure  in  diabetics  is  being  tested 
at  UMDNJ-Robert  Wood  John- 
son Medical  School,  New  Bruns- 
wick. Researchers  are  studying 
the  drug,  pimagedine,  for  its  abili- 
ty to  prevent  sugar  from  damag- 
ing diabetics  eyes  and  kidneys. 
This  damage  can  result  in  blind- 
ness and  kidney  malfunction. 

Dr.  Stephen  H.  Schneider,  as- 
sociate professor  of  medicine,  is 
the  principal  investigator  of  the 
study,  which  is  supported  by 
Marion  Merrell  Dow,  Inc.,  a 
Kansas  City-based  pharmaceuti- 
cal firm  that  manufactures 
pimagedine,  and  Alteon,  Inc.  of 
Ramsey,  developer  of  the  drug.  □ 
Stanley  S.  Bergen,  Jr,  MD,  presi- 
dent 


University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 

Internal  Medicine 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 
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Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


DRUG  INFORMATION 


The  potentially  dangerous  in- 
teraction between  methotrexate 
and  aspirin  or  many  of  the  non- 
steroidal anti-inflammatory  drugs 
(NSAIDs)  is  well  known.  While 
health  care  professionals  know 
that  these  drugs  may  decrease  the 
clearance  of  methotrexate  leading 
to  severe  toxicity,  patients  may 
not.  Further,  patients  may  not 
realize  that  nonprescription  prep- 
aration is  a NSAID  that  could  in- 
terfere with  methotrexate  thera- 

py- 

Naproxen  (Aleve®)  is  the 
newest  NSAID  available  without 
a prescription. 

Recently,  the  New  Jersey 
Poison  Information  and  Eduea- 


Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 
Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available. 


tion  System  (NJPIES)  received  a 
call  from  a patient  wanting  to 
know  if  Aleve®  can  be  taken  by 
a patient  receiving  methotrexate. 
When  started  on  methotrexate, 
her  physician  and  pharmacist 
counseled  the  patient  not  to  take 
aspirin  or  ibuprofen  containing 
products  (Aleve®  was  not  on  the 
market  at  that  time).  This  call  was 
an  excellent  reminder  to  us  that 
more  and  more  drugs  are  avail- 
able without  a prescription  and 
serious  drug  interactions  always 
are  possible.  Because  this  product 
is  available  in  grocery,  health,  and 
beauty  aid  stores,  a pharmacist 
may  not  be  available  for  patient 
counseling. 


Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 


With  the  availability  of  this 
product,  NJPIES  would  like  to 
remind  health  care  professionals 
that  patients  need  to  be  counseled 
to  avoid  Aleve®  (naproxen)  or  any 
NSAID  that  may  interfere  with 
methotrexate  therapy. 

As  a reminder,  NJPIES  is  avail- 
able 24  hours  a day,  seven  days 
a week  to  assist  with  drug  in- 
formation needs.  All  requests  for 
drug  or  poison  information  should 
be  directed  to  our  new  phone 
number  1/800-POISON-l.  □ 

Bruce  Ruck,  PharmD 
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Cardiology 
Update  <i? 


designed  for  the  physician,  providing  an  intensive  survey  of  the  current 
status  of  clinical  cardiology,  allowing  application  of  this  new  knowledge 
and  technology  to  the  diagnosis  and  treatment  of  patients. 


Cardiac  Arrhythmias-Nanagement  in  1995 


Moderator:  Francis  E.  Marchlinski,  M.D. 


3:00-3:30  Current  pharmacologic  and  non-pharmacologic  ablation  treatment  of  atrial 
fibrillation  and  atrial  flutter— David  J.  Callans,  M.D. 

3:30-4:00  Arrhythmias  in  young  patients  and  athletes— Charles  D.  Gottlieb,  M.D. 

4:00-5:00  Case  Presentation— Thirupathi  Reddy,  M.D. 


Panel  Discussion— David  J.  Callans,  M.D., 

Mark  W.  Preminger,  M.D.,  Mark  E.  Rosenthal,  M.D. 

■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservations  215-662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  8f  Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership 
requirement,  nine  sessions,  18  credits. 


Wednesday,  February  1,  1995 
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CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

February 
1 Colitis 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

1 Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

Rahway  Hospital,  Rahway 
(AMNJ) 

1 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

1 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

1 Chronic  Fatigue  Syndrome 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

1 Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

1 Medical  Grand  Rounds 

8 VA  Medical  Center, 

15  East  Orange  (AMNJ) 

22 

1 Interhospital  Endocrine 

8 Rounds 

15  University  Hospital,  Newark 
22  (AMNJ) 

6 Blood  Glucose  Control  and 

Diabetes 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

8 Electrolyte  Imbalance 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

8 Albert  Siegel  Memorial 
Symposium 

Saint  Barnabas  Medical  Center, 
Livingston 

(NJ  Gastroenterological  Society 
and  AMNJ) 

9 Head  and  Neck  Oncology 
Meeting 

The  Manor,  West  Orange 
(AMNJ) 


9 Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

15  Managed  Care  Dilemma 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

15  How  To  Help  Your  Patients 
Stop  Smoking 
New  Jersey  Veterans  Home, 
Paramus  (AMNJ) 

15  Management  of  Portal 
Hypertension 
St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

15  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

Barnert  Hospital,  Paterson 
(AMNJ) 

15  Dermatology  Conference 
HIP/Rutgers  Health  Plan,  U.S.  1, 
New  Brunswick  (Robert  Wood 
Johnson  Medical  School) 

16  Monthly  Scientific  Meeting 
Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  of  NJ  and  AMNJ) 

21  Depression  in  the  Elderly 

The  Hospital  Center  at  Orange, 
Orange  (AMNJ) 

21  Management  of  Renal  Bone 

Disease 

Overlook  Hospital,  Summit 
(AMNJ) 

22  Diagnosis  and  Treatment  of 
AIDS 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

23  Pathogenesis,  Diagnosis,  and 
Management  of  Headache 
Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

23  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

23  Identification  and 

Management  of  Perinatal  HIV 
Infection 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 


March 

1 How  To  Help  Your  Patients 

Stop  Smoking 

Rahway  Hospital,  Rahway 
(AMNJ) 

1 Esophageal  and  Swallowing 

Syndromes 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

1 Esophageal  and  Swallowing 

Syndromes  ; 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ)  ii  j 

1 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

1 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport 
(AMNJ) 

1 Nutrition  in  the  Elderly 

St.  Marv’s  Hospital,  Passaic  L 

(AMNJ) 

1 Medical  Grand  Rounds 

8 VA  Medical  Center, 

15  East  Orange  (AMNJ) 

22 

29 

1 Interhospital  Endocrine 

8 Rounds 

15  University'  Hospital,  Newark 

22  (AMNJ) 

29 

6 Pathogenesis,  Diagnosis,  and 

Management  of  Headaches 

Columbus  Hospital,  Newark 
(AMNJ) 

8 Nutrition  in  Disease 

Prevention 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

8 Making  Decisions  in 

Transfusion  Medicine 
Union  Hospital,  Union  (AMNJ) 

11-  36th  Postgraduate  Anesthesia 

12  Seminar 

Trump  Plaza  Casino  Hotel, 

Atlantic  City  (NJ  State  Society 
of  Anesthesiologists) 

11-  Physical  Medicine  and 

19  Rehabilitation  Review 

Ramada  Hotel,  East  Hanover 
(Kessler  Institute  for 
Rehabilitation) 
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Software  Package  for  IPAs  (Lead 
Doctor  Networks)  PHOs  & MSOs 

Claim  Processing/U.R./Capitation 
Payment / E.D.I.  & More 

FREE  DEMO  PACKAGE 

(Data  Processing  Services  Available) 

THE  CLAIM  PRO©  (305)  596-3135 


June  12-1 6th,  1995 

Update  Your  Medicine  twenty-first  annual 
practical  CME  Course  with  lectures,  workshops, 
and  Meet-the-Professor  luncheons.  Sponsored  by 
Cornell  University  Medical  College  in  New  York 
City  and  the  Association  of  Practicing  Physicians 
of  The  New  York  Hospital.  33V2  Category  1 AMA- 
PRA  credit.  Additional  51/2  credits  available  for 
Hands-on  Workshops. 

Information:  Lila  A.  Wallis,  MD,  Director  and 
Debora  A.  Laan,  Coordinator/445  East  69th  Street, 
Olin-Room  328,  New  York,  NY  10021.  Telephone: 
212-746-4752. 

fUebical  HiBtorg  ^odetg  of  £faui  SlerocQ 

welcomes 

ACTIVE  AND  RETIRED  PHYSICIANS 

TWICE  ANNUAL  DINNER  MEETINGS  IN  PRINCETON 
MEMBERSHIP  $25  PER  YEAR 

FRIENDLY.  DIVERSE  MEMBERSHIP  & EXCELLENT  SPEAKERS 

PLEASE  JOIN  US! 

for  information 

Ms  Lisa  Fleischer  \ 

Medical  History  Society  of  New  Jersey  f z 

Academy  of  Medicine  */ 

14  Washington  Road.  Suite  101 

Princeton  Junction,  N J , 08550  X-bso  *7 

609-275-1911 

IV  in  n in 

The  Medical  College  of  Pa  and 
Hahnemann  University 

Department  of  Anesthesiology  and 

as  as  as  as 

Office  of  Continuing  Medical  Education 

Mountainside  Hospital 

present 

Division  of  General  Internal  Medicine 

3nd  Annual 

presents 

ANESTHESIOLOGY 
MINI  REFRESHER  COURSE 

Current  Concepts  in  Internal  Medicine 

for 

A series  of  full  morning  updates 

Anesthesiologists,  Anesthesia  Residents, 
and  Nurse  Anesthetists 

Major  topics  in  Nephrology,  Hypertension, 

•who  are  preparing  for  the  re-certification  examination 

Neurosciences,  Infectious  Diseases,  Psychosomatic 

in  anesthesiology  (CDQ) 

Medicine,  Hematology  and  Gastroenterology  by  noted 

•who  have  finished  anesthesia  training  and  are  now 

authorities  from  Temple  University,  Mr.  Sinai  Medical 

preparing  for  the  ABA  examination 

Center,  Robert  Wood  Johnson,  UMDNJ-Newark 

•who  are  a practicing  anesthesiologist  or  a certified  nurse 

and  Henry  Ford  Hospital. 

anesthetist  wishing  to  refresh  your  knowledge  in  anesthesia 
•who  are  looking  for  a worthwhile  educational  opportunity 

Second  Saturday  of  each  month, 

to  earn  22-24  Category  1 CME  or  AANA  credits 

January  - June,  1995 

This  year's  conference  will  also  include: 

9 a.m.  - Noon 

pre-conference  airway  workshop, 

Mountainside  Hospital  Auditorium 

daily  breakfast  focused  discussion  groups, 

Montclair,  NJ 

sessions  on  pediatric  & geriatric  anesthesia 

The  fee  for  the  series  is  $120. 

March  2,  3,  4,  5,  1995 

For  more  information,  call  (201)  429-6196. 

Park  Ridge  at  Valley  Forge,  King  of  Prussia,  PA 
For  information  call:  215-762-8263 
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13 


Making  Decisions  in 
Transfusion  Medicine 
New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

14  Transition  into  Medical 
Practice 

UMDNJ-School  of  Osteopathic 
Medicine,  Stratford  (AMNJ) 

14  Improving  Patient  Care 
Through  Office  Efficiency 
Schering  Corporation, 

Kenilworth  (Dermatological 
Society  ofNJ) 

15  Dermatology  Conference 
HIP/Rutgers  Health  Plan,  U.S.  1, 
New  Brunswick  (Robert  Wood 
Johnson  Medical  School) 

15  Scientific  Meeting,  Radiation 
Oncology  Section 
The  Manor,  West  Orange 
(AMNJ) 

15  Making  Decisions  in 
Transfusion  Medicine 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

15  Lyme  Disease 


15 


St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

Blood  Glucose  Control  and 
Diabetes 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

15  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

Bamert  Hospital,  Paterson 
(AMNJ) 

16  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

St.  Mary  Hospital,  Hoboken 
(AMNJ) 

16  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

16  Scientific  Meeting 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  of  NJ  and  AMNJ) 

16  Infection  Control  in  the  HIV 
Era 


22 


Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 
Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

22  Annual  Symposium  of  Facial 
Plastic  Surgery 
Garden  State  Arts  Center, 
Holmdel  (NJ  Academy  of 
Otolaryngology /Head  and  Neck 
Surgery  and  AMNJ) 

22  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

29  Vascular  Society  Annual 
Meeting 

Hackensack  Medical  Center, 
Hackensack  (Eastern  Vascular 
Society  and  AMNJ) 

30  Substance  Abuse  in  the 
Workplace 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 


\ 
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Hahnemann 

University 

Hospital 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 

FEBRUARY  1 995  MARCH  1 995  APRIL  1995 


FEBRUARY  1st 

Goodpasture’s  and  Airport’s  Syndromes 
Revisited 

Raymond  M.  Hakim , M.D. 

Professor  of  Medicine 
Vanderbilt  School  of  Medicine,  Division  of 
Nephrology,  Vanderbilt  Medical  Center, 
Nashville,  TN 

FEBRUARY  8th 

Diseases  of  the  Aorta  and  Peripheral 
Vasculature 

Randall  B.  Griepp,  M.D. 

Professor  and  Chair  of  Surgery 

Division  of  Cardiothoracic  Surgery,  Mt.  Sinai 

Hospital,  New  York,  NY 

Medical  and  Surgical  Management  of  Aortic 

Disease  of  Marfan’s  and  Related  Conditions 

Reed  E.  Pyeritz,  M.D. 

Professor  and  Chair  of  Human  Genetics 
Professor  of  Medicine  and  Pediatrics 
Medical  College  of  Pennsylvania, 
Hahnemann  University,  Allegheny  Singer 
Research  Institute,  Pittsburgh,  PA 

FEBRUARY  15th 

Diabetic  Nephropathy:  Early  Intervention 
and  Prevention 

Marc  Pohl,  M.D. 

Professor  of  Medicine 
Department  of  Nephrology  and 
Hypertension,  The  Cleveland  Clinic, 
Cleveland,  OH 

FEBRUARY  22nd 

Treatment  of  Hyperlipidemia:  Primary 
Prevention  vs.  Secondary  Prevention 

David  Capuzzi,  M.D.,  Ph  D. 

Professor  of  Medicine 
Medical  College  of  Pennsylvania, 
Hahnemann  University,  Director,  Lipid 
Disorders,  Medical  College  of  Pennsylvania 
Hospitals,  Main  Clinical  Campus, 
Philadelphia,  PA 


MARCH  1st 

Clinical  Pathological  Conference 

Tabassam  Alam,  M.D. 

Chief  Resident,  Department  of  Medicine, 
Hahnemann  University 
Suhaii  Dohad,  M.D. 

Chief  Resident,  Department  of  Medicine, 
Hahnemann  University 
Peter  Ramirez,  M.D. 

Chief  Resident,  Department  of  Medicine, 
Hahnemann  University 
Kathleen  Ryan,  M.D. 

Chief  Resident,  Department  of  Medicine, 
Hahnemann  University 
MARCH  8th 

Office  Management  of  Heart  Disease  for  the 
Generalist 

George  A.  Beller,  M.D.,  Professor  of  Medicine 
Cardiovascular  Division,  University  of 
Virginia  School  of  Medicine, 

Charlottesville,  VA 

Leonard  S.  Dreifus,  M.D. , Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Richard  Gorlin,  M.D.,  Professor  of  Medicine 

Division  of  Cardiology,  Mount  Sinai  School 

of  Medicine,  New  York,  NY 

MARCH  15th 

Cutaneous  Vasculitis 

Richard  L.  Spielvogel,  M.D. 

Professor  of  Medicine  and  Dermatology 
Chair  of  Dermatology,  Hahnemann 
University  and  Medical  College  Hospitals 
MARCH  22nd 

Humoral  Immunodeficiency  for  the  Internist 

Jonathan  Jaffe,  M.D. 

Assistant  Professor  of  Medicine 
Co-Director,  Allergy  Center,  Division  of 
Allergy  and  Immunology, 

Hahnemann  University 
MARCH  29th 

Endoscopic  Diagnosis  of  Gastrointestinal 
Disorders 

J.  Thomas  Danzi,  M.D. 

Professor  of  Clinical  Medicine 

Senior  Associate  Dean  for  Clinical  Affairs, 

Medical  Director, 

Hahnemann  University  Hospital 


APRIL  5th 

New  Directions  in  Antiretroviral  Therapy 

Paul  A.  Volberding,  M.D. 

Professor  of  Medicine 
University  of  California/San  Francisco, 
School  of  Medicine,  Director,  AIDS 
Program,  San  Francisco  General  Hospital, 
San  Francisco,  CA 

HIV-Associated  Opportunistic  Infections: 

An  Overview 

Henry  Masur,  M.D. 

Clinical  Professor  of  Medicine 
George  Washington  University  School  of 
Medicine,  Chief,  Department  of  Critical 
Care  Medicine,  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  MD 

APRIL  12th 

Pathogenesis  and  Treatment  of  Acromegaly 

Shlomo  Melmed,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Endocrinology  and 
Metabolism,  Cedars-Sinai  Medical  Center, 
Los  Angeles,  CA 

APRIL  19th 

Atrial  Arrhythmias:  Newer  Understanding  of 
Atrial  Fibrillati 

Albert  L.  Waldo,  M.D. 

The  Walter  H.  Pritchard  Professor  of 
Cardiology  and  Professor  of  Medicine,  Case 
Western  Reserve  School  of  Medicine, 
Director,  Cardiac  Arrhythmia  Service, 
University  Hospitals  of  Cleveland,  OH 

APRIL  26th 
Risk  Management 

Anita  Miceli 

Director  of  Risk  Management, 

Hahnemann  University  Hospital 
Medical  Liability 
Stephen  A.  Ryan,  Esq. 

Attorney-at-Law,  Philadelphia,  PA 


Wednesday  Medical  Seminar  Series 
8:30  a.m.  to  3:30  p.m. 


FEBRUARY  8, 1995 

Diseases  of  the  Aorta  and  Peripheral  Vasculature 

Guest  Lecturers:  Randall  B.  Griepp,  M.D. 
and  Reed  E.  Pyeritz,  M.D. 


MARCH  8, 1995 

Office  Management  of  Heart  Disease  for  the  Generalist 

Guest  Lecturers:  George  A.  Beller,  M.D. 
and  Richard  Gorlin,  M.D. 


APRIL  5, 1995 

HIV  and  HIV-Related  Opportunistic  Infections 

Guest  Lecturers:  Paul  A.  Volberding,  M.D. 
and  Henry  Masur,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 
or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 
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IN  MEMORIAM 


RONALD  M.  ABEL 


We  regret  to  announce  the 
death  of  Ronald  Michael  Abel, 
MD,  on  November  18,  1993.  Dr. 
Abel  was  chief  of  the  Department 
of  Thoracic  and  Cardiovascular 
Surgery  at  Saint  Michael’s 
Medical  Center,  Newark.  Born  on 
May  15,  1941,  in  Flushing,  New 
York,  Dr.  Abel  was  graduated 
from  the  University  of  Penn- 
sylvania School  of  Medicine, 
Philadelphia,  in  1966.  He  com- 
pleted an  internship  and  residen- 
cy at  Massachusetts  General 
Hospital,  Boston.  Dr.  Abel,  a 
cardiothoracic  surgeon,  was  at- 
tending at  Newark  Beth  Israel 
Medical  Center,  St.  Clare’s- 
Riverside  Medical  Center,  Den- 
ville,  and  St.  Elizabeth  Medical 
Center,  Elizabeth;  chief  at  Ca- 
thedral Health  Care  System,  Or- 
ange; and  surgeon  for  the  United 
States  Public  Health  Service  from 
1968  to  1970.  During  his  medical 


career,  Dr.  Abel  was  on  the 
editorial  board  of  the  Journal  of 
Enteral  and  Parenteral  Nutrition ; 
past-president  of  the  New  Jersey 
Society  of  Thoracic  Surgeons; 
founding  member  of  the  Society 
of  Parenteral  Alimentation;  and  a 
faculty  member  at  New  Jersey 
Medical  School  and  at  Harvard 
University  Medical  School.  In  ad- 
dition, Dr.  Abel  was  a member  of 
our  Essex  County  component,  of 
the  American  Medical  Associa- 
tion, of  the  Essex  County  Heart 
Association,  of  the  American 
Heart  Association,  and  of  the 
Westchester  County  Medical 
Society.  Dr.  Abel  was  a diplomate 
of  the  American  Board  of  Surgery 
and  of  the  American  Board  of 
Thoracic  Surgery,  and  a fellow  of 
the  American  College  of  Sur- 
geons, of  the  American  College  of 
Cardiology,  and  of  the  American 
College  of  Nutrition. 


LESTER  M.  GOLDMAN 


South  Orange  resident  Lester 
M.  Goldman,  MD,  passed  away 
on  July  26,  1994,  at  the  age  of  87 
years.  He  was  born  in  1906  in 
Newark.  Dr.  Goldman  was 
graduated  from  the  University  of 
Maryland  School  of  Medicine, 
Baltimore,  in  1930,  and  com- 
pleted an  internship  at  Newark 
Beth  Israel  Medical  Center.  Dr. 
Goldman  was  a clinical  patholo- 
gist. He  organized  the  blood  bank 


at  Newark  Beth  Israel  Medical 
Center.  At  Newark  Beth  Israel 
Medical  Center,  Dr.  Goldman 
directed  the  Department  of 
Laboratories;  organized  the  Heart 
Institute;  served  as  the  first  editor 
of  the  hospital’s  journal;  chaired 
the  Institutional  Review  Board; 
and  served  as  director  of  research. 
Dr.  Goldman  was  a member  of 
our  Essex  County  component  and 
of  the  AMA. 


JOSE  B.  VAZQUEZ 


Hasbrouck  Heights  resident 
Jose  Bernardino  Vazquez,  MD, 
died  on  June  17,  1994.  Dr.  Vaz- 
quez was  61  years  old.  He  was 
born  on  August  3,  1932,  in  San 
Juan,  Puerto  Rico.  Dr.  Vazquez 
graduated  from  George  Washing- 
ton University  School  of  Medi- 
cine, Washington,  DC,  in  1952. 
He  completed  an  internship  at 
Garfield  Memorial  Hospital, 


Washington,  DC,  and  a residency 
at  VA  Medical  Center,  East 
Orange,  and  St.  Michael’s  Hos- 
pital, Newark.  Dr.  Vazquez,  an 
internist,  maintained  a practice  in 
Newark  for  28  years.  He  was  af- 
filiated with  St.  James  Hospital 
and  St.  Michael’s  Hospital,  both 
in  Newark.  Dr.  Vazquez  was  a 
member  of  our  Essex  County 
component  and  of  the  AMA. 
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HOUSING  APPLICATION 

229th  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  29-MAY  3,  1995 


TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT  1-800-825-8786 

(Please  Print) 

Name 

Address  

City State  Zip  

Home  Phone Business  Phone  

Sharing  with  

Date  of  Arrival  Time  

Date  of  Departure  Time  

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check  or  money 
order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 

Card  # Type  Exp.  Date 

SCHEDULE  OF  RATES  SUBJECT  TO  12  PERCENT  TAX 

□ SINGLE  $105  □ DOUBLE  $105 

Extra  Person  $25  (Reservations  must  be  received  prior  to  April  2,  1995.) 

□ One  Bedroom  Suite  $275  per  day 

□ One  Bedroom  Hospitality  Suite  $300  per  day 

Check-out  time  is  12  noon  Rooms  may  not  be  available  for  check-in  until  after  4 p m Check-in  time  on  Sunday  is 
6 p m FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund.  PARKING:  There  is  a state- 
imposed  $2  minimum  charge  per  24-hour  period  for  each  motor  vehicle  parking  on  the  premises. 

□ Check  if  Official  Delegate County 

PLEASE  NOTE:  Current  state  sales  tax  is  3 percent  and  occupancy  tax  is  9 percent,  and  room  usage  fee  is  $2 
per  room,  per  night.  These  taxes  are  subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and  held  by  the 
Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention  Center 
Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ 

MAIL  THIS  APPLICATION  TO: 

Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  NJ  08401 
Telephone:  1-800/825-8786 
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1 •800*SCAN-ITT 


SCAN-ITT  puts  your  patient  records  on  CD-ROM! 


COST  EFFECTIVE! 

Save  valuable  office  space! 


& -•*<»- 

• No  more  misplaced  records! 
• Protect  your  documents  from  loss  or  damage 
Complete  Affordable  Turn-key  system  available! 


X 


For  more  information  contact  SCAN-ITT,  Inc. 
1-800-SCAN-nr  • FAX:  1-908-409-1360 
Email:  sales@scanitt.com 


CT  1«800«722-6488^^ 
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ATTN:  IPAs/LEAD  DOCTOR 
NETWORKS/PHOs/MSOs 

We  are  publishing  a national 
directory  of  physician  networks. 

Please  submit  listing  info  to: 

AAPN-8255  NW  64  St.-Miami,  FL  33166 
or  call  (305)  591-1935 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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NEW  JERSEY  MEDICINE 


* 


PROFESSIONAL  LIABILITY 


Enterprise  liability.  When  the 
Clinton  administration  proposed 
giving  “enterprise  liability”  a 
shot,  the  American  Medical  As- 
sociation (AMA)  drew  a line  in  the 
sand  in  opposition.  Now,  re- 
formers want  to  give  enterprise 
liability  not  just  a shot  but  also  a 
full  set  of  keys  to  a courthouse  out 
west — and,  ironically,  a state 
medical  society  has  drawn  guns  to 
protect  them. 

If  adopted,  enterprise  liability 
would  allow  plaintiffs  in  medical 
malpractice  cases  to  obtain  com- 
pensation from  hospitals  or  other 
“deep  pocket”  organizations,  in- 
stead of  having  to  go  after  in- 
dividual physicians.  Advocates 


suggest  that  physicians  thus  freed 
of  malpractice  worries  would  re- 
duce the  defensive  practice  of 
medicine.  But,  the  AMA  is  con- 
cerned that  enterprise  liability 
would  foster  control  over  physi- 
cians by  hospitals  and  other  or- 
ganizations. 

Now,  according  to  a recent  re- 
port in  Medical  Liability  Monitor, 
the  Utah  Medical  Association  is 
cooperating  with  The  Robert 
Wood  Johnson  Foundation  in 
Princeton  in  developing  a dem- 
onstration program  involving  the 
Beehive  State’s  two  large  hospital 
chains. 

Although  tort  reform  usually  is 
advocated  as  a cost  control 


strategy,  framers  of  the  Utah  in- 
itiative apparently  do  not  antici- 
pate reductions  in  malpractice 
costs.  Citing  research  showing 
that  far  fewer  than  10  percent  of 
iatrogenic  injuries  result  in 
malpractice  payments,  these  re- 
formers expect  the  volume  of 
claims  to  rise  under  enterprise 
liability  — and  they  offer  no 
prediction  about  the  final  height. 

Under  enterprise  liability  as 
seen  in  Utah,  compensation 
would  be  awarded  according  to  a 
payment  schedule,  as  with  no- 
fault-type  alternatives.  Malprac- 
tice insurers  still  would  have  a 
role  covering  physicians,  hos- 
pitals, and  other  organizations. 


Physician-assisted  suicide.  A 
federal  court  has  struck  a blow  for 
physician-assisted  suicide.  The 
district  court  for  the  western  dis- 
trict of  Washington  ruled  uncon- 
stitutional a state  law  prohibiting 
the  practice. 

Relying  on  recent  U.S. 
Supreme  Court  precedents,  the 
court  found  that  the  prohibition 
violated  the  two  core  concepts  of 
the  14th  Amendment:  due 

process  and  equal  protection. 

The  ban  denied  due  process  of 
law  to  terminally  ill  people,  said 
the  court,  because  the  ban 
created  an  “undue  burden  for 
patients  seeking  their  physician’s 
help  in  ending  their  life.  The 
undue  burden  test  was  enun- 

IRS  guidelines.  Physician 
recruitment  by  hospitals  can  run 
afoul  of  recently  stepped-up  en- 
forcement efforts  by  the  U.S.  In- 
ternal Revenue  Service.  To  clarify 
its  position,  the  IRS  has  released 
the  details  of  its  recent  agreement 
with  a Texas  hospital,  illustrating 
which  recruitment  practices  are 


ciated  most  authoritatively  by 
Justice  Sandra  Day  O Connor  in 
the  1992  Supreme  Court  decision 
in  a famous  abortion  case  from 
Pennsylvania,  Planned  Parenthood 
v.  Casey. 

What  made  the  burden  ex- 
cessive to  the  court  was  the  termi- 
nally ill  patient’s  inability  to  call 
on  a physician  for  help  in  af- 
firmatively ending  life,  while 
Washington  state  law  simul- 
taneously permits  terminally  ill 
patients  to  obtain  physicians  help 
in  withdrawing  life-sustaining 
treatment.  Withdrawal  of  life-sus- 
taining care  has  been  upheld  by 
the  Supreme  Court  in  the  1990 
case  of  Cnizan  v.  Director,  Mis- 
souri Department  of  Health. 

acceptable  to  the  tax  collectors, 
and  which  are  not  acceptable  to 
tax  collectors. 

Physicians  may  be  offered  and 
may  accept  recruitment  incen- 
tives, suggests  the  IRS,  only  if 
there  is  a community  need  for  the 
physician’s  services.  Need  may  be 
based  on  a high  population-to- 


This  same  distinction— be- 
tween the  rights  of  terminally  ill 
patients  who  are  on  life-sustaining 
support  systems,  and  the  rights  of 
terminally  ill  patients  who  are  not 
on  life  support  and  require  af- 
firmative measures  to  die — led 
the  district  court  to  strike  down 
the  Washington  state  ban  on 
equal  protection  grounds  as  well. 
The  court  found  the  two  groups 
to  be  “similarly  situated  and  dif- 
ferentially treated  by  the  law  of 
the  Evergreen  State. 

Commentators  including  Hos- 
pital Law  Newsletter  expect  the 
question  of  the  constitutionality  of 
bans  on  physician-assisted  suicide 
ultimately  to  reach  the  Supreme 
Court. 

physician  ratio  in  the  physician’s 
specialty,  on  greater  demand  than 
supply  for  the  physician’s  service, 
on  federal  designation  of  the 
hospital’s  service  area  as  a Health 
Professional  Shortage  Area,  on  a 
demonstrated  reluctance  of  physi- 
cians to  locate  in  the  hospital’s 
service  area,  on  anticipated  retire- 
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ments  by  local  physicians,  or  on 
a dearth  of  physicians  serving 
Medicaid  recipients  or  indigent 
patients  in  the  service  area. 

Where  there  is  a community 
need,  the  hospital  may  offer  the 
recruits  loans  that  are  adequately 


secured  and  reflect  market  rates. 
The  hospital  also  may  offer  re- 
asonable income  guarantees  and 
relocation  expenses. 

Hospitals  may  not  offer 
malpractice  coverage  of  non- 
employee physicians,  subsidized 


parking,  telephone  allowances, 
automobile  insurance,  health  in- 
surance, or  signing  bonuses, 
however.  A summary  of  the  set- 
tlement agreement  appeared  in 
Hospital  Law  Manual  Bulletin. 
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MALPRACTICE  TIPS 


Coverage  for  practice.  The 
Citation,  the  leading  national 
medicolegal  digest,  has  advised 
physicians  to  avoid  issuing 
specific  instructions  on  the  care  of 
patients  to  other  physicians  in 
cases  of  temporary  coverage,  such 
as  vacations  and  weekends. 

Commenting  on  the  malprac- 


tice exposure  of  referring  and 
covering  physicians,  the  newslet- 
ter states:  “The  covering  physi- 
cian should  be  permitted  to  ex- 
ercise independent  judgment 
while  ‘on  call  in  order  to  avoid 
an  involvement  of  liability  for 
both  in  future  claims  of  negli- 
gence. If  the  covering  physician 


follows  directions  and  an  unto- 
ward event  occurs  or  if  the 
second  physician  elects  a contrary 
treatment  with  less  than  adequate 
results,  supplemental  liability 
potentially  may  ensue  to  both 
physicians.” 
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AIDS 


Discharge  for  refusing  to  treat 
HIV  patients.  Federal  law  on  sex 
discrimination  does  not  protect  a 
pregnant  nurse  from  termination 
by  a hospital  for  refusing  to  treat 
HIV-positive  patients,  a federal 
appeals  court  has  ruled. 

The  case  involved  a first  tri- 
mester pregnancy,  a patient  with 
meningitis,  a nurse’s  fear  of  infec- 
tion, and  Title  VII  of  the  Civil 
Rights  Act.  In  deciding  the  case 
in  favor  of  the  hospital,  the  U.S. 
Court  of  Appeals  for  the  Eleventh 
Circuit  noted  that  Title  VII  is  in- 
tended in  part  to  protect  workers 
from  being  forced  out  of  jobs 
when  they  become  pregnant.  The 
law  offers  pregnant  women  a 
choice  between  working  and  not 
working.  The  nurse  exercised  that 
choice,  observed  the  court. 


MALPRACTICE  VERDICTS 


BME  guidelines.  New  Jersey’s 
state  Board  of  Medical  Examiners 
(BME)  has  changed  its  guidelines 
for  HIV-positive  physicians  in 
light  of  a recent  policy  statement 
by  the  New  Jersey  State  Depart- 
ment of  Health  (DOH).  Under 
the  new  DOH  approach,  physi- 
cians are  expected  to  practice  uni- 
versal precautions  but  need  not 
inform  patients  of  their  own 
serostatus. 

The  DOH  policy  was  adopted 
by  the  Whitman  administration  in 
the  face  of  criticism  from  politi- 
cians who  advocate  informing  pa- 
tients about  HIV-positive  physi- 
cians. Under  the  policy,  a com- 
mittee is  being  set  up  to  help 
implement  the  new  approach. 
The  Medical  Society  of  New 
Jersey  supported  DOH’s  position. 


BME  still  maintains  that  physi- 
cians who  believe  they  may  be 
exposed  to  HIV  should  obtain 
testing.  BME’s  new  position  also 
requires  the  use  of  universal 
precautions  and  other  appropriate 
infection  control  practices.  BME 
agreed  to  participate  in  the  DOH 
committee,  rather  than  continu- 
ing to  support  its  own  committee. 

Dropped  from  BME’s  guide- 
lines was  a requirement  that 
seropositive  physicians  inform 
their  medical  director  or  the 
BME  committee  of  their  status.  A 
writeup  of  the  change  in  the 
BME  position  was  furnished  by 
the  law  firm  of  Brach,  Eichler. 
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Postoperative  eye  infection. 

Surgery  was  performed  on  a 71- 
year-old  man  to  remove  a cataract 
and  insert  an  intraocular  lens.  On 
the  first,  second,  and  third  days 
following  surgery,  the  operating 
ophthalmologist  visited  the  pa- 
tient and  found  no  complications, 
except  for  some  pain  experienced 
on  the  third  day. 

Following  the  postoperative 
visits,  the  pain  became  severe. 
The  patient  did  not  soon  call  the 
physician,  however.  By  the  time 
intervention  was  sought  on  the 


seventh  day,  an  infection  that 
produced  the  pain  had  progressed 
to  the  point  of  blindness  in  the 
eye. 

The  eye  became  shriveled,  and 
surgical  enucleation  was  con- 
templated. The  patient  rejected 
the  surgical  option  due  to  his  ad- 
vanced age.  He  did  endure  a 
lengthy  and  painful  hospital  stay, 
followed  by  additional  pain  dur- 
ing an  extended  convalescence  at 
home.  Bringing  a malpractice  ac- 
tion in  New  Jersey  against  the 
ophthalmologist,  the  patient 


further  alleged  that  the  cosmetic  f 

effect  was  acutely  embarrassing,  s 

and  that  people  often  stared  at  t 

him.  f 

A senior  ophthalmologist  af-  1 

filiated  with  a teaching  hospital  1 1 

testified  as  an  expert  witness  for  t 

the  plaintiff  that,  in  his  extensive 
experience,  most  postoperative 
eye  infections  become  observable 
between  the  third  and  fifth  day 
following  surgery.  Accordingly, 
claimed  the  expert,  the  defendant 
was  negligent  in  concentrating  his 
visits  in  the  first  three  days. 
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Two  ophthalmologists  testified 
as  experts  for  the  defense  that 
most  infections  begin  within  the 
first  three  days.  They  also 
produced  medical  literature  ad- 
vising that  visits  should  take  place 
on  the  first  day  and  then  one  to 
two  weeks  later.  By  exceeding 
this  standard,  said  the  defendant, 
he  was  demonstrating  that  he  was 
a caring  and  competent  physician. 

The  defendant  further  asserted 
that  the  patient  should  have  con- 
tacted him  as  soon  as  the  pain 
became  severe.  But,  the  patient 
maintained  that  he  felt  reassured 
by  the  physician  s statement  on 
day  three  that  some  pain  was 
i normal. 

The  jury  found  for  the  plaintiff 
and  awarded  damages  of 
$400,000.  Commentators  sug- 
gested that  the  plaintiff  helped  his 
own  cause  by  testifying  in  a de- 
liberate and  low-key  manner  and 
allowing  the  injury  to  speak  for 
itself.  The  jury  did  not  find  him 
comparatively  negligent  for  failing 
to  contact  the  physician  while  the 
infection  grew  worse. 

Knee  replacement.  Suffering 
from  osteoarthritis  in  the  knee,  a 
55-year-old  man  sought  the 
services  of  an  orthopedist,  who 
performed  a tibial  osteotomy. 
During  the  surgery  the  peroneal 
nerve  was  injured.  Compartment 
syndrome  was  subsequently  diag- 
nosed. The  patient  brought  suit  in 
New  jersey  against  the  physician 
for  malpractice. 

Several  allegations  were  ad- 
vanced by  the  plaintiff.  In  his 
view,  the  physician  should  have 
performed  knee  replacement 
surgery,  should  have  diagnosed 
the  compartment  syndrome 
earlier,  and  should  have  per- 
formed the  operation  in  a way 
that  would  have  avoided  trauma- 
tizing the  peroneal  nerve.  The  pa- 
tient maintained  that  he  now  suf- 
fered from  a drop  foot  requiring 
the  occasional  use  of  a brace. 

Denying  all  three  allegations, 
the  physician  contended  that  it 
was  reasonable  to  delay  knee 
replacement  in  light  of  the  limited 
life  expectancy  of  the  prosthesis 


and  patient’s  obesity.  The  physi- 
cian asserted  that  his  diagnosis  of 
the  compartment  syndrome  with- 
in 24  hours  was  timely.  And,  he 
asserted  that  damage  to  the 
peroneal  nerve  could  occur  even 
in  the  absence  of  negligence. 

The  jury  verdict  was  won  by 
the  defense. 

Colon  cancer  diagnosis.  After 
experiencing  stomach  cramps  and 
a general  achiness  for  three 
weeks,  a 60-year-old  man  visited 
an  internist-family  physician  and 
another  physician  employed  by 
the  first  physician.  A blood  test 
was  conducted. 

Despite  additional  testing,  a 
delay  of  approximately  18  months 
ensued  before  the  patient,  a wall- 
paper hanger,  was  diagnosed  with 
colon  cancer.  One  year  later,  he 
died.  A malpractice  action  was 
brought  in  New  Jersey  against 
both  physicians  for  failing  to 
diagnose  the  fatal  disease  early 
enough  to  allow  successful  treat- 
ment. 

Several  points  were  in  dispute 
at  the  trial.  First,  the  parties  dis- 
agreed whether  the  blood  tests 
showed  anemia,  as  the  plaintiff 
claimed.  Anemia  could  be  a sign 
of  internal  bleeding  consistent 
with  colon  cancer,  and  so  could 
spur  further  testing. 

The  defense  demonstrated  that 
the  blood  test  results  were 
negative  in  light  of  the  most  re- 
cent standards,  which  include  a 
broader  normal  range  than  was  in 
effect  when  the  care  was 
rendered.  The  defendant  in- 
ternist-family physician  claimed 
that  many  physicians,  including 
himself,  were  aware  of  the  broad- 
er range  even  before  it  was 
adopted. 

Second,  there  were  disputes 
about  whether  a digital  rectal  ex- 
amination and  hemoccult  test 
were  conducted  in  a timely  man- 
ner. Presenting  a handwriting  ex- 
pert who  testified  that  four  or  five 
lines  of  the  patient  record  were 
traced  over,  the  plaintiff  main- 
tained that  the  defendant 
employed  physician  altered  the 
record  to  try  to  show  that  the  tests 


were  conducted  eight  months 
before  the  cancer  diagnosis  was 
made  and  that  the  tests  produced 
negative  findings.  The  physician 
said  that  he  traced  over  the  lines 
in  the  record  only  because  his 
pen  was  running  out  of  ink. 

Third,  the  plaintiff  and 
employed  physician  disputed  the 
role  of  this  defendant.  She  main- 
tained that  she  saw  the  patient 
only  on  the  first  occasion  and  only 
in  response  to  complaints  of  achi- 
ness, and  so  could  not  fairly  be 
expected  to  produce  a differential 
diagnosis  of  colon  cancer. 

Fourth,  the  effects  of  the  delay 
in  diagnosis  were  disputed.  The 
plaintiff  contended  that  the  delay 
permitted  the  cancer  to  metasta- 
size to  the  liver,  thus  depriving 
the  patient  of  a 75  percent  chance 
of  survival.  The  plaintiff  noted 
that  the  early  blood  work 
produced  no  sign  of  metastasis. 
The  defense  asserted  that  metas- 
tasis probably  occurred  early  on. 
But,  the  parties  agreed  that  the 
same  course  of  chemotherapy 
would  have  been  followed  even  in 
the  case  of  earlier  diagnosis. 

The  delay,  said  the  plaintiff,  led 
to  emotional  suffering  associated 
with  awareness  of  impending 
death.  The  jury  found  in  favor  of 
the  employed  physician,  and 
found  that  the  employer  physician 
had  not  tampered  with  the  re- 
cords. Flowever,  the  jury  re- 
turned with  a verdict  of 
negligence  against  the  employer 
physician,  with  damages  of 

$60,000  for  pain  and  suffering, 
$540,000  for  wrongful  death,  and 
$75,000  for  the  widow.  All 
damages  were  reduced  by  35  per- 
cent, the  share  that  the  jury  at- 
tributed to  the  pre-existing 
cancer. 

Dislocated  hip  in  newborn. 

Following  a breech  birth,  a 
newborn  girl’s  feet  and  legs  were 
turned  in.  The  baby  was  ex- 

amined by  a pediatrician  who  be- 
lieved he  heard  an  unusual  click- 
ing sound.  An  orthopedist  was 
consulted,  but  he  found  no  ab- 
normality. After  three  months, 

however,  the  pediatrician 
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diagnosed  a congenital  hip  dis- 
location. The  orthopedist  in- 
stituted use  of  a harness  for  an 
anticipated  four-  to  six-month 
period. 

After  employing  the  harness  for 
three  months,  the  family  changed 
physicians,  and  the  course  of 
treatment  was  altered.  Surgery 
was  performed,  followed  by  an 
extensive  period  of  use  of  a body 
cast  and  then  a brace.  The  cast 
was  apparently  highly  uncomfort- 
able, and  its  use  was  associated 
with  dermatitis. 

A malpractice  suit  was  brought 
against  the  orthopedist  and 
pediatrician  in  New  Jersey  on 
several  grounds.  The  family 
argued  that  the  orthopedist 
shoidd  have  ordered  an  ultra- 
sound test  on  the  newborn  and 
that  the  orthopedist’s  use  of  the 
harness  was  negligent.  They 
further  claimed  that  the  pediatri- 


cian should  have  insisted  on  a 
second  opinion  when  the  or- 
thopedist’s initial  examination  was 
negative. 

The  defense  contended  that  ul- 
trasound was  not  within  the  stan- 
dard of  care.  The  defense  also 
maintained  that  the  harness 
would  have  been  successful  if  the 
family  had  stayed  the  course. 
Finally,  the  pediatrician  elicited 
testimony  from  the  plaintiff  s 
own  expert  that  obtaining  a 
second  opinion  was  not  within  the 
standard  of  care. 

After  the  judge  dismissed  the 
claim  against  the  pediatrician,  the 
jury  retired  and  returned  with  a 
verdict  in  favor  of  the  orthopedist. 

Vascular  surgery  complica- 
tion. A 30-year-old  woman  with 
cystic  fibrosis  was  referred  to  a 
vascular  surgeon  due  to  the  need 
for  frequent  injections  in  the 
chest.  The  surgeon  implanted  a 


“Portacath™.”  Subsequently,  the 
internal  portion  of  the  device 
broke  free  and  migrated  close  to  \ 
the  heart,  necessitating  an  angio- 
graphic procedure  to  retrieve  it. 

In  bringing  a malpractice  ac- 
tion in  New  Jersey  against  the 
surgeon,  the  patient  claimed  that 
he  should  have  warned  her  of  the 
risk  that  the  catheter  could  break 
free.  The  risk  was  mentioned  in 
the  manufacturer’s  booklet. 

The  risk  is  extremely  remote, 
countered  the  physician,  who  ob- 
served that  virtually  all  fore- 
seeable risks  are  listed  in  such 
materials.  The  physician  further 
commented  that  the  patient  later 
opted  to  have  the  procedure  re- 
peated. 

Neither  party  offered  expert 
testimony,  and  the  verdict  went 
for  the  defense.  □ James  E. 
George,  MD,  JD;  Neil  E. 
Weisfeld,  JD,  MSHyg 
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BOOK  REVIEWS 


BENIGN  PROSTATIC  HYPERPLASIA 


Karlheinz  Kurth,  Donald  New- 
ling.  New  York,  NY,  Wiley-Liss, 
1994.  This  monograph.  Benign 
Prostatic  Hyperplasia.  Recent  Pro- 
gress in  Clinical  Research  and 
Practice,  details  the  proceedings 
of  the  Second  International  Con- 
gress of  the  Dutch  Urological  As- 
sociation, held  in  Amsterdam, 
Holland,  in  November  1993. 
There  are  sections  on  the 
epidemiology  and  natural  history 
of  benign  prostatic  hyperplasia 
(BPH),  the  anatomy  of  the  pros- 
tate, pathogenesis  of  BPH,  void- 
ing function,  and  urodynamics. 

Medical  treatment  includes  5- 
alpha  reductase  inhibitors,  espe- 


cially finasteride  (good),  arorna- 
tase  inhibitors  (no  good),  other 
endocrine  therapies  (not  so  good), 
alpha  blockers  (symptomatically 
good),  watchful  waiting  (not  all 
bad),  plant  and  organ  extracts, 
and  cholesterol  lowering  agents 
(unproved).  TURP  still  is  the  gold 
standard.  Microwave  and  ultra- 
sound thermotherapy,  lasers, 
stents,  and  balloons  offer  benefits 
to  the  poor-risk  patient. 

The  book  is  comprehensive  and 
in  many  cases  offers  European 
viewpoints,  which  may  not  be 
familiar  to  North  American  urolo- 
gists. □ Robert  Zufall,  MD 


THE  PSYCHIATRIC  PERSUASION 


Elizabeth  Limbeck,  PhD. 
Princeton,  NJ,  Princeton  Universi- 
ty Press,  1994.  This  unusual  and 
interesting  work  entitled,  The 
Psychiatric  Persuasion:  Knowl- 

edge, Gender,  and  Power  in 
America,  by  an  assistant  professor 
of  history  at  Princeton  University, 
focuses  on  the  changing  field  of 
American  psychiatry  at  the  turn  of 
the  century,  from  its  earlier  con- 
centration on  the  mentally  ill  in 
asylums  to  the  study  of  the 
psychopathology  of  normal  life. 

With  the  help  of  case  records 
from  the  early  days  of  Boston 
Psychopathic  Hospital,  Dr.  Lun- 


beck  shows  how  psychiatry  be- 
came accepted  as  authoritative  in 
the  areas  of  individual  personali- 
ty, family  dynamics,  and  sexuality. 
She  also  illuminates  the  gender- 
based  conflicts  between  psychia- 
try and  social  work  and  other 
helping  professions  that  persist  to 
this  day. 

This  is  a scholarly  work  with 
over  100  pages  of  appendices  and 
notes  and  a full  index.  It  is  recom- 
mended to  physicians  interested 
in  the  development  of  modern 
psychiatry.  □ A.  Arthur  Suger- 
man,  MD 
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VOLTAREN" 

diclolenac  sodium 

Delayed-Release  (enleric-coated)  Tablets 

CATAFLAM 

diclolenac  potassium 
Immediate-Release  Tablets 

Briel  Summary  (For  lull  Prescribing  Information,  see  Package  Insert.) 

INDICATIONS  AND  USAGE 

Voltaren  Delayed-Release  or  Cataf lam  Immediate-Release  Tablets  are  indicated  for  the  acute  and  chronic  treatment  of  signs  and  symptoms  ot  rheumatoid 
arthritis,  osteoarthritis,  and  ankylosing  spondylitis  Only  Calallam  is  indicated  tor  the  management  ol  pain  and  primary  dysmenorrhea,  when  prompt 
pain  rebel  is  desired,  because  it  is  formulated  to  provide  earlier  plasma  concentrations  ol  diclolenac  (see  CLINICAL  PHARMACOLOGY.  Pharmacokinetics 
and  Clinical  Studies) 

CONTRAINDICATIONS 

Diclofenac  in  either  formulation . Voltaren  or  Cataf  lam,  is  contraindicated  in  patients  with  hypersensitivity  to  diclolenac  Diclofenac  should  not  be  given  to 
patients  who  have  experienced  asthma,  urticaria,  or  other  allergic-type  reactions  after  taking  aspirin  or  other  NSAIOs  Severe,  rarely  fatal,  anaphylactic- 
like  reactions  to  diclofenac  have  been  reported  in  such  patients 

WARNINGS 

Gastrointestinal  Effects 

Peptic  ulceration  and  gastrointestinal  bleeding  have  been  reported  in  patients  receiving  diclolenac  Physicians  and  patients  should  therelore  remain  alert 
tor  ulceration  and  bleeding  in  patients  treated  chronically  with  diclolenac  even  in  the  absence  ol  previous  G I trad  symptoms  It  is  recommended  that 
patients  be  maintained  on  the  lowest  dose  ol  diclolenac  possible,  consistent  with  achieving  a satisfactory  therapeutic  response 
flrsAoA  C.  I.  O/cera/rons,  B/eedrng.  and  Perforafron  w/W)  /VS>t/D  Tfterppy:  Serious  gastrointestinal  toxicity  such  as  bleeding,  ulceration . and  perforation 
can  occur  at  any  time,  with  or  without  warning  symptoms,  in  patients  Healed  chronically  with  NSAID  therapy  Although  minor  upper  gastrointestinal 
problems,  such  as  dyspepsia,  are  common,  usually  developing  early  in  therapy,  physicians  should  remain  alert  lor  ulceration  and  bleeding  in  patients 
Heated  chronically  with  NSAIOs  even  in  the  absence  ol  previous  G I tract  symptoms  In  patients  observed  in  clinical  trials  ol  several  months  to  2 years' 
duration,  symptomatic  upper  G I ulcers,  gross  bleeding,  or  perforation  appear  to  occur  in  approximately  1%  ol  patients  lor  3-6  months,  and  in  about 
2% -4%  ol  patients  treated  lor  I year  Physicians  should  inform  patients  about  the  signs  and/or  symptoms  ol  serious  G I toxicity  and  what  steps  to  take  it 
they  occur. 

Studies  to  date  have  not  Milted  any  subset  ot  patients  not  at  risk  of  developing  peptic  ulceration  and  bleeding  Except  lor  a prior  history  ol  serious 
G I events  and  other  risk  factors  known  to  be  associated  with  peptic  ulcer  disease,  such  as  alcoholism,  smoking,  etc , no  risk  factors  |e  g , age  sex) 
have  been  associated  with  increased  risk  Elderly  or  debilitated  patients  seem  to  tolerate  ulceration  or  bleeding  less  well  than  other  individuals,  and  most 
spontaneous  reports  ol  fatal  G I events  are  in  this  population  Studies  to  date  are  inconclusive  concerning  the  relative  risk  ol  various  NSAIDs  in  causing 
such  reactions  High  doses  ol  any  NSAID  probably  carry  a greater  risk  ot  these  reactions,  although  controlled  clinical  trials  showing  this  do  not  exist  in 
most  cases  Inconsidering  the  use  ol  relatively  large  doses  (within  the  recommended  dosage  range),  sufficient  benefit  should  be  anticipated  to  offset  the 
potential  increased  risk  ol  G I toxicity. 

Hepatic  Etlects 

As  with  other  NSAIOs.  elevations  ol  one  or  more  liver  tests  may  occur  during  diclolenac  therapy  These  laboratory  abnormalities  may  progress,  may 
remain  unchanged,  or  may  be  transient  with  continued  therapy  Borderline  elevations  (i  e . less  than  3 times  the  ULN  ( =the  Upper  Limit  ot  the  Normal 
range]),  or  greater  elevations  ol  transaminases  occurred  in  about  15%  ol  diclofenac-treated  patients  Of  the  hepatic  enzymes,  ALT  (SGPT)  is  the  one 
recommended  lor  the  monitoring  ot  liver  miury 

In  clinical  trials,  meaningful  elevations  (i.e . more  than  3 times  the  ULN)  ot  AST  (SGOT)  (ALT  was  not  measured  In  all  studies)  occurred  in  about  2%  ol 
approximately  5/00  patients  at  sometime  during  Voltaren  treatment  In  a large,  open,  controlled  trial,  meaningful  elevations  ot  ALT  and/or  AST  occurred 
in  about  4%  ol  3700  patients  Healed  lor  2-6  months,  including  marked  elevations  Ire , more  than  8 limes  the  ULN)  in  about  1%  ol  the  3700  patients  In 
that  open-label  study,  a higher  incidence  ol  borderline  (less  than  3 times  the  ULN)  moderate  (3-8  limes  the  ULN).  and  marked  (--8  times  the  ULN) 
elevations  ot  ALT  or  AST  was  observed  in  patients  receiving  diclolenac  when  compared  to  other  NSAIOs  Transaminase  elevations  were  seen  more 
frequently  in  patients  with  osteoarthritis  than  in  those  with  rheumatoid  arthritis  (see  ADVERSE  REACTIONS) 

In  addition  to  the  enzyme  elevations  seen  in  clinical  trials,  rare  cases  ot  severe  hepatic  reactions,  including  jaundice  and  latal  fulminant  hepatitis,  have 
been  reported 

Physicians  should  measure  transaminases  periodically  in  patients  receiving  long-term  therapy  with  diclofenac,  because  severe  hepatotoxicity  may 
develop  without  a prodrome  ot  distinguishing  symptoms  The  optimum  times  for  making  the  lirst  and  subsequent  transaminase  measurements  are  not 
known  In  the  largest  U ,S  trial  (open-label)  that  involved  3700  patients  monitored  first  at  8 weeksand  1200  patients  monitored  again  at  24  weeks,  almost 
all  meaningful  elevations  in  transaminases  were  delected  betore  patients  became  symptomatic  In  42  ol  the  51  patients  in  all  trials  who  developed  marked 
transaminase  elevations,  abnormal  tests  occurred  dunng  the  lust  2 months  ol  therapy  with  diclolenac.  Based  on  this  experience,  it  diclolenac  is  used 
chronically,  the  tirst  transaminase  measuremenl  should  be  made  no  later  than  8 weeks  alter  the  start  ol  diclolenac  treatment  As  with  other  NSAIOs.  it 
abnormal  liver  tests  persist  or  worsen,  it  clinical  signs  and/or  symptoms  consistent  with  liver  disease  develop,  or  it  systemic  manifestations  occur  (eg 
eosmophilia,  rash,  etc  ),  diclolenac  should  be  discontinued 

To  minimize  the  possibility  that  hepatic  injury  will  become  severe  between  transaminase  measurements,  physicians  should  inform  patients  ol  the 
warning  signs  and  symptoms  ol  hepatotoxicity  (e  g nausea,  fatigue,  lethargy,  pruritus,  laundice.  right  upper  quadrant  lenderness,  and  'flu-like'' 
symptoms),  and  the  appropriate  action  patients  should  take  it  these  signs  and  symptoms  appear 

PRECAUTIONS 

General 

Hiergic  Heections:  As  with  other  NSAIDs.  allergic  reactions  including  anaphylaxis  have  been  reported  with  diclofenac  Specific  allergic  manifestations 
consisting  ol  swelling  ot  eyelids,  lips,  pharynx,  and  larynx,  urticaria,  asthma,  and  bronchospasm , sometimes  with  a concomitant  tall  in  blood  pressure 
(severe  at  times)  have  been  observed  in  clinical  trials  and/or  the  marketing  experience  with  diclolenac  Anaphylaxis  has  rarely  been  reported  Irom  loreign 
sources,  in  U S clinical  trials  with  diclolenac  in  over  6000  patients,  t case  ol  anaphylaxis  was  reported  In  controlled  clinical  trials,  allergic  reactions 
have  been  observed  al  an  incidence  ol  0 5%  These  reactions  can  occur  without  prior  exposure  to  the  drug 

Fluid  detention  and  Edema:  Fluid  retention  and  edema  have  been  observed  in  some  patients  taking  diclolenac  Therelore.  as  with  other  NSAIDs. 
diclolenac  should  be  used  with  caution  in  patients  with  a history  ot  cardiac  decompensation,  hypertension,  or  other  conditions  predisposing  to  fluid 
retention 

Hen  I llletls:  As  a class.  NSAIDs  have  been  assnciated  with  renal  papillary  necrosis  and  other  abnormal  renal  pathology  in  long-term  administration  to 
animals  In  oral  diclolenac  studies  in  animals,  some  evidence  ol  renal  toxicity  was  noted  Isolated  incidents  ol  papillary  necrosis  were  observed  in  a lew 
animals  al  high  doses  (20-120  mg/kg)  in  several  baboon  subacute  studies  In  patients  treated  with  diclofenac,  rare  cases  ot  interstitial  nephritis  and 
papillary  necrosis  have  been  reported  (see  ADVERSE  REACTIDNS) 

A second  lorm  ol  renal  toxicity,  generally  associated  with  NSAIOs,  is  seen  in  patients  with  conditions  leading  toareduction  in  renal  blood  How  or  blood 
volume  where  renal  prostaglandins  havea  supportive  role  in  the  maintenance  ot  renal  perfusion  In  these  patients,  administration  ot  an  NSAID  results  in 
a dose-dependent  decrease  in  prostaglandin  synthesis  and,  secondarily,  in  a reduction  ol  renal  blood  How,  which  may  precipitate  overt  renal  failure 
Patients  al  greatest  risk  ol  this  reaction  are  those  with  impaired  renal  function,  heart  failure,  liver  dysfunction  those  taking  diuretics,  and  the  elderly 
Discontinuation  ol  NSAID  therapy  is  typically  followed  by  recovery  to  the  pretreatment  state 
Cases  ot  significant  renal  failure  in  patients  receiving  diclolenac  have  been  reported  Irom  marketing  experience,  but  were  not  observed  in  over  4000 
patients  in  clinical  trials  during  which  serum  creatinine  and  BUN  values  were  followed  serially  Theie  were  only  11  patients  (0.3%)  whose  serum  creati- 
nine and  concurtenl  serum  BUN  values  were  greater  than  2 0 mg/dL  and  40  mg/dL,  respectively,  while  on  diclolenac  (mean  rise  in  the  11  patients: 
creatinine  2 3 mg/dL  and  BUN  28  4 mg/dL) 

Since  diclolenac  metabolites  are  eliminated  primarily  by  the  kidneys,  patients  with  significantly  impaired  renal  function  should  be  more  closely 
monitored  than  subjects  with  normal  renal  (unction 

Porphyrin:  The  use  ot  diclolenac  in  patients  with  hepatic  porphyria  should  be  avoided  Todate,  1 patient  has  been  described  in  whom  diclolenac  probably 
triggered  a clinical  aback  of  porphyria  The  postulated  mechanism,  demonstrated  in  rats,  lor  causing  such  attacks  by  diclolenac.  as  well  as  some  other 
NSAIDs.  is  through  stimulation  ol  the  porphyrin  precursor  delta-aminolevulinic  acid  (ALA) 

Information  lor  Patients 

Diclolenac,  like  other  drugs  ol  its  class,  is  not  tree  ol  side  eltects  The  side  effects  ot  these  drugs  can  cause  discomfort  and.  rarely,  there  are  more  serious 
side  etlects,  such  as  gastrointestinal  bleeding,  and  more  rarely,  liver  toxicity  (see  WARNINGS,  Hepatic  Ettects),  which  may  result  in  hospitalization  and 
even  fatal  outcomes. 

NSAIDs  are  often  essential  agents  in  the  management  ol  arthritis  and  have  a major  role  in  the  management  ol  pain,  but  Ihey  also  may  be  commonly 
employed  lor  conditions  that  are  less  serious 

Physicians  may  wish  to  discuss  with  their  patients  the  potential  risks  (see  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIDNS)  and  likely  benefits 
ol  NSAID  treatment,  particularly  when  the  drugs  are  used  lor  less  serious  conditions  where  treatment  without  NSAIDs  may  represent  an  acceptable 
alternative  to  both  the  patient  and  physician 

Laboratory  Tests 

Because  serious  G I tract  ulceration  and  bleeding  can  occur  without  warning  symptoms,  physicians  should  follow  chronically  treated  patients  lor  the 
signs  and  symptoms  ol  ulceration  and  bleeding  and  should  mtorm  them  ol  the  importance  ol  this  follow-up  ( see  WARNINGS,  Dish  ol  G I lllceretm, 
Seeding,  and  Perforation  wil/t  NSAID  Therapy)  It  diclolenac  is  used  chronically,  patients  should  also  be  instructed  to  report  any  signs  and  symptoms 
that  might  be  due  to  hepatotoxicity  ol  diclolenac.  these  symptoms  may  become  evident  between  visits  when  periodic  liver  laboratory  tests  are  performed 
(see  WARNINGS.  Hepatic  Etlects) 

Drug  Interactions 

Aspirin:  Concomitant  administration  ol  diclolenac  and  aspirin  is  nol  recommended  because  diclolenac  is  displaced  Irom  its  binding  sites  during  the 
concomitant  administration  ol  aspirin,  resulting  in  lower  plasma  concentrations,  peak  plasma  levels,  and  AUC  values 
Inticoeguleots:  While  studies  have  not  shown  diclolenac  to  interact  with  anticoagulants  ol  the  warfarin  type,  caution  should  be  exercised,  nonetheless, 
since  interactions  have  been  seen  with  other  NSAIDs  Because  prostaglandins  play  an  important  role  in  hemostasis,  and  NSAIDs  affect  platelet  function 
as  well,  concurrent  therapy  with  all  NSAIDs,  including  diclolenac,  and  warfarin  requires  close  monitoring  of  patients  to  be  certain  that  no  change  in  their 
anticoagulant  dosage  is  required 

Digonn,  Methotrexate,  Cyclosporine:  Diclolenac  like  other  NSAIDs.  may  ailed  renal  prostaglandins  and  increase  the  toxicity  ot  certain  drugs  Inges- 
tion ol  diclolenac  may  increase  seium  concentrations  ol  digoxin  and  methotrexate  and  increase  cyclosporine's  nephrotoxicity  Patients  who  begin  taking 
diclolenac  or  who  increase  their  diclolenac  dose  or  any  othei  NSAID  while  taking  digoxin,  methotrexate,  or  cyclosporine  may  develop  toxicity  character- 
istics lor  these  drugs.  They  should  be  observed  closely,  particularly  it  renal  lunction  is  impaired  In  the  case  ol  digoxin,  serum  levels  should  be 


monitored. 

Lilhm:  Diclolenac  decreases  lithium  renal  clearance  and  increases  lithium  plasma  levels  In  patients  taking  diclofenac  and  lithium  concomitantly, 
lithium  toxicity  may  develop 

Orel  Hypog lycemics:  Diclofenac  does  not  alter  glucose  metabolism  in  normal  subjects  nor  does  it  alter  the  effects  ot  oral  hypoglycemic  agents  There 
are  rare  reports,  however,  Irom  marketing  experiences  ol  changes  in  etlects  ot  insulin  or  oral  hypoglycemic  agents  in  the  presence  of  diclolenac  that 
necessitated  changes  in  the  doses  ol  such  agents  Both  hypo-  and  hyperglycemic  etlects  have  been  reported  A direct  causal  relationship  has  not  been 
established  but  physicians  should  consider  the  possibility  that  diclofenac  may  alter  a diabetic  patient's  response  to  insulin  or  oral  hypoglycemic  agents . 
Diuretics:  Diclolenac  and  other  NSAIDs  can  inhibit  the  activity  ol  diuretics  Concomitant  treatment  with  potassium-sparing  diuretics  may  be  associated 
with  increased  serum  potassium  levels 

Older  Drugs:  In  small  groups  ol  patients  (7-10/interactlon  study),  the  concomitant  administration  ot  azathioprine,  gold,  chloroqulne,  o-penicillamine. 
prednisolone,  doxycyciine,  or  diglloxm  did  not  significantly  ailed  the  peak  levels  and  AUC  values  nt  diclolenac 

Protein  Binding 

In  vitro,  diclolenac  interferes  minimally  or  not  at  all  with  the  protein  binding  ol  salicylic  acid  (20%  decrease  in  binding),  tolbutamide,  prednisolone  (10% 
decrease  in  binding),  or  warfarin  Benzylpemcillin,  ampicillin,  oxacillin,  chlortelracycline,  doxycyciine.  cephalothm,  erythromycin,  and  sulfamethox- 
azole have  no  intluence  in  vitro  on  the  protein  binding  ol  diclolenac  in  human  serum 

Drugrlaboratory  Test  Interactions 

[Heel  on  Blood  Coagulation:  Diclofenac  increases  platelet  aggregation  time  but  does  not  atlect  bleeding  time,  plasma  thrombin  clotting  time,  plasma 
tibrmogen.  or  factors  V and  VII  to  XII  Statistically  significant  changes  in  prothrombin  and  partial  thromboplastin  times  have  been  reported  in  normal 
volunteers  The  mean  changes  were  observed  to  be  less  than  1 second  in  both  instances,  however,  and  are  unlikely  to  be  clinically  important  Diclolenac 
is  a prostaglandin  synthetase  inhibitor,  however,  and  all  drugs  that  inhibit  prostaglandin  synthesis  interfere  with  platelet  lunction  to  some  degree, 
therelore.  patients  who  may  be  adversely  attected  by  such  an  action  should  be  carefully  observed. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  rats  given  diclolenac  sodium  up  to  2 mgAg/day  or  (12  mg/m2/day  approximately  the  human  dose)  have  revealed  no 
significant  increases  in  tumor  incidence  There  was  a slight  increase  in  benign  mammary  tibroadenomas  in  mid-dose-treated  (0.5  mgAg/day  or  3 mg/ 
m-’/day)  lemale  rats  (high-dose  females  had  excessive  mortality),  but  the  increase  was  nol  significant  lor  this  common  rat  tumor  A 2-year  carcinogenic- 
ity study  conducted  in  mice  employing  diclolenac  sodium  at  doses  up  to  0 3 mgAg/day  (0.9  mg/m!/day)  in  males  and  1 mgAg/day  (3  mg/m!/day)  in 
females  did  not  reveal  any  oncogenic  potential  Diclolenac  sodium  did  not  show  mutagenic  activity  in  in  vitro  point  mutation  assays  in  mammalian 
(mouse  lymphoma)  and  microbial  (yeast . Ames)  test  systems  and  was  nonmutagenic  in  several  mammalian  in  vitro  and  in  vivo  tests,  including  dominant 
lethal  and  male  germinal  epithelial  chromosomal  studies  in  mice,  and  nucleus  anomaly  and  chromosomal  aberration  studies  in  Chinese  hamsters 
Diclolenac  sodium  administered  to  male  and  lemale  rats  at  4 mg/kg/day  (24  mg/m2/day)  did  not  affect  fertility. 

Teratogenic  Eltects 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Diclolenac  should  be  used  dunng  pregnancy  only  if  the  benefits  to  the  mother 
justify  the  potential  risk  to  the  letus 

Pregnancy  Category  8:  Reproduction  studies  have  been  performed  in  mice  given  diclofenac  sodium  (up  to  20  mgAg/day  or  60  mg/m!/day)  and  In  rats 
and  rabbits  given  diclolenac  sodium  (up  to  10  mg/kg/day  or  60  mg/m-’/day  tor  rats,  and  80  mg/m2/day  lor  rabbits ),  and  have  revealed  no  evidence  ol 
teralogeniciiy  despite  the  Induction  ol  maternal  toxicity  and  letal  toxicity.  In  rats,  maternally  toxic  doses  were  associated  with  dystocia,  prolonged 
gestation,  reduced  letal  weights  and  growth,  and  reduced  letal  survival  Diclolenac  has  been  shown  to  cross  the  placental  barrier  in  mice  and  rats 

labor  and  Delivery 

The  effects  ol  diclofenac  on  labor  and  delivery  in  pregnant  women  are  unknown.  Because  ot  the  known  effects  ol  prostaglandin-inhibiting  drugs  on  the 
letal  cardiovascular  system  (closure  ot  ductus  arteriosus),  use  ol  diclolenac  during  tale  pregnancy  should  be  avoided  and.  as  with  other  nonsteroidal 
anti-inflammatory  drugs,  it  is  possible  that  diclolenac  may  inhibit  uterine  contraction. 

Nursing  Mothers 

Diclolenac  has  been  found  in  the  milk  of  nursing  mothers.  As  with  other  drugs  that  are  excreted  in  milk,  diclofenac  Is  not  recommended  lor  useinnursing 
women 

Pediatric  Use 

Safety  and  effectiveness  ol  diclolenac  in  children  have  not  been  established 

Geriatric  Use 

Dl  the  more  than  6000  patients  treated  with  diclofenac  in  U S trials,  31%  were  older  than  65  years  ol  age  No  overall  difference  was  observed  between 
ellicacy  adverse  event  or  pharmacokinetic  profiles  ol  older  and  younger  patients  As  with  any  NSAID  the  elderly  are  likely  to  tolerate  adverse  reactions 
less  well  than  younger  patients 

ADVERSE  REACTIONS 

Adverse  reaction  information  is  derived  Irom  blinded,  controlled  and  open-label  clinical  trials,  as  well  as  worldwide  marketing  experience  In  the  descrip- 
tion below,  rates  ot  more  common  events  represent  clinical  study  results,  rarer  events  are  derived  principally  Irom  marketing  experience  and  publica- 
tions. and  accurate  rate  estimates  are  generally  not  possible 

In  a 6-month,  double-blind  Inal  comparing  Voltaren  Delayed-Release  Tablets  (N=197)  vs  Catallam  Immediate-Release  Tablets  (N=196)  vs  ibuprolen 
(W97).  adverse  reactibns  were  similar  in  nature  and  trequency  In  718  patients  treated  lor  shorter  periods,  i.e..  2 weeks  or  less,  with  Cetetlem 
Immediate-Release  Wets,  adverse  reactions  were  reported  one-hall  to  one-tenth  as  frequently  as  by  patients  treated  tor  longer  periods 
The  incidence  ol  common  adverse  reactions  (greater  than  1%)  is  based  upon  controlled  clinical  trials  in  1543  patients  treated  up  to  13  weeks  with 
Volleren  Deleyed-Reieese  Tablets  By  tar  the  most  common  adveise  etlects  were  gastrointestinal  symptoms,  most  of  them  minor,  occurring  in  about 
20%.  and  leading  to  discontinuation  in  about  3%.  ol  patients  Peptic  ulcer  or  G I bleeding  occurred  in  clinical  trials  in  0 6%  (95%  confidence  interval 
02%  to  1%)  ot  approximately  1800  patients  during  their  lust  3 months  ol  diclolenac  treatment  and  in  1.6%  (95%  confidence  interval  0 8%  to  24%)  ol 
approximately  800  patients  tollnwed  tor  1 year 

Gastrointestinal  symptoms  were  followed  in  frequency  by  central  nervous  system  side  etlects  such  as  headache  (7%)  and  dizziness  (3%). 
Meaningful  (exceeding  3 times  the  Upper  Limit  ol  Normal)  elevations  ol  ALT  (SGPT)  or  AST  (SGOT)  occurred  at  an  overall  rate  ot  approximately  2% 
during  the  tirst  2 months  at  Voltaren  treatment  Unlike  aspirin-related  elevations,  which  occur  more  frequently  in  patients  with  rheumatoid  arthritis,  these 
elevations  were  more  frequently  observed  in  patients  with  osteoarthritis  (2  6%)  than  in  patients  with  rheumatoid  arthntis  (0.7%)  Marked  elevations 
(exceeding  8 times  the  ULN)  were  seen  in  1%  ot  patients  treated  lor  2-6  months  (see  WARNINGS.  Hepatic  Etlects) 

The  following  adverse  reactions  were  reported  in  patients  treated  with  diclofenac: 

Incidence  Greater  Than  f%  - Causal  Relationship  Probable'  (All  derived  from  clinical  trials ) 

Body  as  a Wfto/e:  Abdominal  pain  or  cramps.'  headache,'  fluid  retention,  abdominal  distention 

D/jesf/ve:  Diarrhea.'  indigestion.'  nausea."  constipation ' flatulence,  livertestabnormalities.'  PUB.  i e . peptic  ulcer,  with  or  without  bleeding  and/or 
perforation,  or  bleeding  without  ulcer  (see  above  and  also  WARNINGS) 

Nervous  System:  Dizziness 
Shin  end  Appendages:  Rash,  pruritus 
Special Senses:  Tinnitus 

' Incidence.  3%  to  9%  (incidence  pi  unmarked  reactions  is  1%-3%). 

Incidence  Less  Than  1%-  Causal  Relationship  Probable:  iThe  lollowing  reactions  have  been  reported  in  patients  taking  diclolenac  under  circumstances 
that  do  not  permit  a clear  attribution  ol  the  reaction  to  diclolenac  These  reactions  are  being  included  as  alerting  information  to  physicians  Adverse 
reactions  reported  only  in  worldwide  msrhetmg  experience  or  in  the  literature,  not  seen  in  clinical  trials,  are  considered  rare  and  are  italicized ) 

Body  as  a Whole  Malaise,  swelling  of  lips  and  tongue,  photosensitivity,  anapby/axis,  anaphylactoid  reactions 
Cerdiovesculer:  Hypertension,  congestive  heart  failure 

Digestive:  Vomiting,  jaundice,  melena,  aphthous  stomatitis,  dry  mouth  and  mucous  membranes,  bloody  diarrhea,  hepatitis.hepaSc  necrosis.  appetite 
change,  pancreatitis  with  or  without  concomitant  hepatitis,  colitis 

Hemic  end  Lympbabc:  Hemoglobin  decrease,  leukopenia,  thrombocytopenia,  hemolytic artem/a,  epleslic  enemie,  egremlocytosis,  purpura,  allergic 
purpura 

Ueleielic  end  Hulrilwnel  Disorders : Azotemia 

Nervous  Syslem:  Insomnia,  drowsiness,  depression,  diplopia,  anxiety,  irritability,  aseplic  meningitis 
Hespirelory:  Epistaxis.  asthma,  laryngeal  edema 

Shin  end  Appendages:  Alopecia,  urticaria,  eczema  dermatitis,  bullous  eruption.  erylfterTza  multilorme  mayor,  angioedema,  Stevens- Johnson 
syndrome 

Specie!  Senses:  Blurred  vision,  taste  disorder,  reversible  hearing  loss,  scotoma 

Urogenilel:  riepbiolic  syndrome,  proteinuria,  oliguria,  inferential  nephritis,  papillary  necrosis,  acute  renal  failure 

Incidence  Less  Than  1%  - Causal  Relationship  Unknown:  (Adverse  reactions  reported  only  in  worldwide  marketing  experience  or  in  the  literature,  not 

seen  in  clinical  trials,  are  considered  rare  and  are  italicized.) 

Body  as  a Whole:  Chest  pain 

Cerdiovesculer:  Palpitations,  Hushing,  tachycardia,  premature  ventricular  contractions,  myocardial  infarction 
Digestive:  Esophageal  lesions 
Hemic  end  Lymphelic:  Bruising 

Meleholic  end  Hulritwoel  Disorders:  Hypoglycemia,  weigh!  loss 

Hervous  Syslem:  Paresthesia,  memory  disturbance,  nightmares,  tremor,  tic.  abnormal  coordination,  convulsions,  disorientetm,  psychotic  reeclion 

Bespirelory:  Dyspnea,  hyperventilation,  edema  ot  pharynx 

Shin  end  Appendages:  Excess  perspiration , exfoliative  dermtilis 

Specie  I Senses:  Vitreous  floaters,  night  blindness,  amblyopia 

Drageni/at:  Urinary  trequency,  nocturia,  hematuria,  impotence,  vaginal  bleeding 


Printed  in  USA  C94-2  (Rev.  3(94) 


Geigy 

Distributed  by 
Geigy  Pharmaceuticals 
Ciba-Geigy  Corporation 
Ardsley,  New  York  10502 


LETTERS  AND  VIEWPOINTS 


A MEDICAL  CARE  SYSTEM 


The  last  paragraph  of  the  No- 
/ember  editorial,  "RIP  and 
DNR,”  (NJ  Med  91:755-756, 
L994),  strikes  a plaintiff  note,  “If 
he  government  doesn  t get  (con- 
rol)  us,  the  insurers  will.  Without 
iull  bargaining  rights,  we  shall 
lave  no  rights. 

That  is  absolutely  correct,  and 
the  reason  that,  for  the  past  18 
months,  I have  been  bombarding 
medical  societies,  newspapers, 
and  congressmen  with  a plan 
whereby  doctors  might  develop 
bargaining  rights.  No  one  will 
hand  these  to  us,  we  must  secure 
them  ourselves. 

During  this  entire  debate,  we 
have  been  complacent,  waiting 
for  the  administration  plan  to  dis- 
appear, which  it  did.  Before 
dying,  it  generated  an  avalanche 
of  corporate  mergers  that  will 
take  over  the  entire  health  care 
industry  and  enslave  us,  much 
i more  ruthlessly  than  would  the 
government. 

To  date,  neither  the  American 
Medical  Association  (AMA)  nor 
any  other  segment  of  “organized 
i medicine  has  developed  an  ori- 
ginal program  designed  to 
1 preserve  the  status  quo  and,  at 
i the  same  time,  serve  the  needs  of 
the  people.  Physicians  have  done 
nothing  to  impede  the  momen- 
tum of  the  corporate  takeover  of 
medical  practice  by  business  in- 
terests, including  hospitals  and 
insurers. 

Doctors  seem  paralyzed  in  the 
face  of  the  onslaught;  one  reason, 
perhaps,  might  be  the  belief  that 
we  are  the  last  bastion  of  free 


enterprise,  while  in  fact  we  are 
the  most  heavily  subsidized  of  the 
professions.  We  should  put  to  rest 
our  delusion  of  independence, 
and  create  a program  that  will 
afford  us  as  much  independence 
as  remains  to  be  had. 

By  the  year  2000,  all  doctors 
will  be  on  salary  (one-third  are); 
hence,  the  following  proposal 
should  not  produce  shock  waves. 

Our  goals  as  physicians  are:  to 
render  medical  care  to  the  sick; 
to  provide  all  patients  access  to 
medical  care;  to  preserve  for  pa- 
tients free  choice  of  doctors;  to 
achieve  reasonable  compensation; 
and  to  reclaim  our  profession 
from  the  bureaucrats  and  not  be 
enslaved  to  corporate  predators 
that  already  have  demonstrated 
ruthless  business  practices  in  the 
guise  of  medical  care. 

To  achieve  these  goals,  I 
propose  that  organized  medicine 
approach  the  government  with 
the  following  plan,  with  the 
proviso  that  in  return  physicians 
be  permitted  to  run  their  own 
profession: 

1.  Call  it  a medical  care  system 
not  a health  care  system. 

2.  Create  a public  system  in 
addition  to  the  existing  private 
system. 

A.  The  private  system  will  in- 
corporate those  physicians  who 
want  to  remain;  and  all  alternative 
modalities,  such  as  chiropractic, 
podiatry,  acupuncture,  and  the 
like,  for  which  insurance  can  be 
obtained. 

B.  The  public  system  will  con- 
sist of  salaried  physicians  and 


hospitals  on  annual  stipends. 
Salaries  to  be  determined  by  the 
medical  profession  according  to 
the  national  averages. 

C.  A single  payer  that  simply 
takes  money  in  and  disburses  it 
to  the  salaried  doctors  and 
hospitals  on  annual  stipend. 

D.  To  immediately  relieve 
pressure  imposed  on  the  current 
system  by  those  uninsured  or 
medically  indigent,  ask  to  man- 
date that  hospitals  recreate  wards 
and  clinics,  to  be  staffed  by  doc- 
tors as  of  yore  (when  we  indeed 
had  decent  universal  coverage)  in 
return  for  hospital  privileges. 

These  steps  would  insure  uni- 
versal coverage  and  keep  it  af- 
fordable since  the  only  cost  in- 
creases would  be  COLAs;  provide 
free  choice,  and  top  flight  care. 
Physicians  would  be  salarying 
themselves  rather  than  being 
enslaved  to  government  or  cor- 
porate interests. 

The  system  would  be  af- 
fordable, and  I have  the  1991 
figures  to  back  this  up. 

Patients  would  have  no  out-of- 
pocket  costs  in  a doctor’s  office  or 
hospital.  They  would  not  need 
identification  badges,  and  the 
only  records  kept  would  be 
medical  records.  This  system 
eliminates  all  administrative  costs, 
which  would  save  about  15  per- 
cent of  a $700  billion  bill  without 
sacrificing  quality. 

This  plan  should  be  discussed, 
criticized,  and  refined.  Only  by 
constructive  advocacy  can  we  re- 
gain even  a semblance  of  auton- 
omy. D Charles  Harris,  MD 


THE  SILICONE  BUST 


I would  like  to  thank  Howard 
D.  Slobodien,  MD,  for  voicing  his 
opinion  in  his  editorials  in  NEW 
Jersey  Medicine  in  June  1992 
and  August  1994,  regarding  “The 
Silicone  Bust.  The  Food  and 


Drug  Administration  and  certain 
women’s  groups  have  conspired 
to  undermine  the  confidence  ol 
the  American  public  and  to  pro- 
duce a hysteria  that  will  take  a 
long  time  to  quell.  Thank  you  for 


your  understanding  and  for  your 
continued  support.  □ Earl 
DiPirro,  MD 
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is  pleased  to  announce  the  formation  of  their  group  practice 
effective  January  1,  1995 
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EDITOR  S DESK 


VIOLENCE:  PART  2 


Violence  pervades  our  society. 
It  also  pervades  our  media — 
printed,  visual,  and  auditory.  Dur- 
ing the  past  few  years,  many 
headlines  and  articles  caught  my 
eye.  Allow  me  to  capsulize  some 
of  them  for  you: 

• AM  News  in  August  1992 
gave  an  AMA  editorial  on 
medicine’s  role  in  stopping  teen 
violence.  As  reported  by  the  AMA 
Council  on  Scientific  Affairs, 
abused  teenagers  tend  to  become 
abusive  adults. 

• JAMA’s  June  10,  1992, 

special  issue  on  violence  had 
many  articles  dealing  with 
firearms,  and  also  included  televi- 
sion violence. 

• JAMA’s  June  17,  1992, 

special  issue  on  domestic  violence 
had  an  editorial  on  “Violence, 
Values,  and  Gender"  that  noted, 
“Fourteen  percent  of  male  physi- 
cians and  31  percent  of  female 
physicians  had  been  victims  of 
abuse  at  some  point  in  their 
lives. 

• MSNJ’s  Subcommittee  on 
Violence  (of  the  Council  on 
Public  Health)  held  its  first  meet- 
ing on  January  29,  1993,  and 
noted  three  objectives:  pursuit  of 
legislation,  coordination  of  ser- 
vices against  violence  and  abuse, 
and  stimulation  of  physician  in- 
volvement. 

• JAMA  of  March  10,  1993, 
published  a report  expressing 
concern  about  the  demise  of  the 
national  domestic  hotline  when 
the  funding,  provided  by  Johnson 
& Johnson  Personal  Products 
Division,  came  to  an  end. 

• Archives  of  Surgery  of  March 
1993,  discussed  a program  to  pre- 
vent violence  among  fifth  and 
seventh  graders.  The  program 
documented  improvement  in  be- 
havior, but  an  inability  to  produce 
nonviolent  solutions  to  unaccept- 
able activities. 


Howard  D.  Slobodien,  MD 


• Associated  Press  of  March 
14,  1993,  noted  a Times  Mirror 
nationwide  poll  showing  increas- 
ing concern  about  violence  shown 
on  television  and  four  out  of  five 
people  thought  it  was  harmful. 
(We  have  written  about  this  at 
length  in  previous  editorials.) 

• A letter  to  the  editor  of 
JAMA  dated  May  12,  1993,  rec- 
ommended the  use  of  “SAFE  in- 
terview questions  to  diagnose 
domestic  violence  in  women.  The 
focus  was  on  “Stress  and  Safety, 
Abuse,  Friends  and  Family’s 
Knowledge  of  the  Situation,  and 
Emergency  Plans.”  Domestic  vio- 
lence also  was  considered 
synonymous  with  partner  vio- 
lence, wife  abuse,  intimate  vio- 
lence, and  family  violence. 

• A letter  to  the  editor  of 
JAMA  dated  June  16,  1993,  re- 
ferred to  ethical  considerations 
about  domestic  violence.  The 
author  agreed  with  a previous 
contributor  that  the  privacy  of  the 
patient  must  be  invaded  to  in- 
clude knowledge  of  the  family  re- 
lationship; otherwise  treatment 


would  be  less  effective  and  the 
family  would  be  affected  by  the 
treatment  in  any  case.  Addition- 
ally, the  author  stated  that  cul- 
tural norms  must  be  considered; 
they  are  likely  to  become  more 
important  as  our  melting  pot  is 
stirred. 

• The  AMA  House  of  Dele- 
gates in  June  1993  requested  the 
AMA  to  review  studies  of  patient 
and  worker  abuse  in  the  medical 
workplace  and  to  develop  guide- 
lines for  its  elimination.  They  also 
asked  government  leaders  and  the 
public  to  support  the  effort.  The 
AMA  later  asked  for  enactment  of 
a “Health  Care  Protection  Act. 

• The  MSNJ  Subcommittee  on 
Violence  recommended  on  July  7, 
1993,  that  MSNJ  encourage 
physicians  to  explore  and  to  use 
existing  networks  of  community- 
based  resources  in  violence-re- 
lated matters.  The  committee  also 
helped  prepare  the  Violence 
Guidelines  Manual. 

• The  Bulletin  of  the  American 
College  of  Surgeons  of  August 
1993  published  a synopsis  of  the 
report  of  the  American  Psychia- 
tric Association  Task  Force  on 
Clinician  Safety.  This  valuable  re- 
port noted  that  40  percent  of 
psychiatrists  were  assaulted  at 
some  time  during  their  practice 
lives,  and  other  disciplines  were 
similarly,  or  even  more,  vulnera- 
ble. Hospitals  were  considered 
hazardous  areas  because  of  the 
threat  of  violence  therein  and  the 
American  Hospital  Association 
was  asked  to  work  cooperatively 
with  the  Task  Force  to  develop 
JCAHO  standards. 

• Letters  to  the  editor  of  JAMA 
dated  August  25,  1993,  agreed 
that  children  who  continually  wit- 
ness violence  tend  to  become 
benumbed  by  it  and  to  become 
aggressors  themselves.  The  letters 
also  bemoaned  the  lack  of  paren- 
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tal  supervision  and  discrimina- 
tion. 

• AM  News  of  August  1993  re- 
ported a one-day  conference  on 
television  violence,  convened  by 
the  National  Council  for  Families 
and  Television,  at  which  Senator 
Paul  Simon  (D,  IL)  offered  televi- 
sion executives  seven  ways  to 
clean  up  their  acts.  Both  the 
United  States  House  of  Represen- 
tatives and  the  Senate  also  held 
hearings  and  proposed  remedial 
bills.  (More  than  3,000  studies 
have  been  conducted  in  the  past 
30  years  that  suggest  a direct  rela- 
tionship between  television  ag- 
gression and  the  brutality  of  view- 
ers.) 

• MSNJ  held  a seminar  on 
family  violence  on  October  1, 
1993.  It  was  cosponsored  by 
MSN]  Auxiliary  and  AMNJ. 

• Past-president  Joseph  N. 
M ieale,  MD,  reported  in  October 
1993  on  the  campaign  against  vio- 
lence and  the  guidelines  of  the 
MSNJ  subcommittee,  based  part- 
ly on  AM  A recommendations; 
available  state-wide  services  were 
published. 

• AMA’s  Council  on  Scientific 
Affairs  reported  in  JAMA  of  Oc- 
tober 29,  1993,  on  adolescents  as 
victims  of  family  violence.  Physi- 
cians were  urged  to  investigate 
such  abuse  and  to  work  with 
protective  service  agencies  and 
other  groups. 

• The  News  Tribune  and  other 
newspapers,  on  November  28, 
1993,  printed  an  Associated  Press 
article  in  which  Dr.  Micale  de- 
lineated the  efforts  of  MSNJ  to 
control  domestic  violence  and 
urged  more  involvement  of  the 
public.  Drs.  Howard  Holtz  and 
Barry  Prvstowsky  also  were  cited 
at  length. 

• Information  from  the  Cen- 
ters for  Disease  Control  pub- 
lished in  JAMA  in  February  1994 
showed  that  the  number  of  deaths 
from  motor  vehicle  accidents  had 
declined  concomitantly  with  an 
increase  in  the  number  of  deaths 
from  firearms;  if  this  trend  con- 
tinues, by  2003,  firearms  would 


be  the  leading  cause  of  injury- 
related  deaths. 

• The  New  York  Times  of 
March  4,  1994,  stated,  “Six  per- 
cent of  women  report  beatings 
while  pregnant.”  Projections  sug- 
gest about  240,000  pregnant 
women  in  the  United  States  are 
battered  each  year. 

• The  AMA  sponsored  a con- 
ference on  March  11  to  13,  1994, 
in  Washington,  DC,  to  focus  on 
violence  in  the  family.  Efforts  also 
were  stepped  up  to  have  physi- 
cians join  the  National  Coalition 
of  Physicians  Against  Family  Vio- 
lence, established  in  1991. 
(Meanwhile,  emergency  depart- 
ment physicians  started  Physi- 
cians for  a Violence-Free  Society. 
This  group  has  three  goals:  to  ad- 
dress violence  as  a preventable 
health  issue;  to  convince  the 
public  that  it  is  the  physician’s 
right  and  responsibility  to  work 
toward  a violence-free  society; 
and  to  give  support  to  health  care 
givers  who  treat  victims  of  vio- 
lence.) 

• Special  review  and  outlook 
sections  in  The  News  Tribune  on 
March  27  and  April  17,  1994, 
dealt  with  the  dangerous  increase 
in  the  numbers  and  types  of 
juvenile  offenders,  including  ar- 
sonists, and  the  lack  of  resources 
to  treat  them. 

• On  April  12,  1994,  State 
Education  Commissioner  Leo  F. 
Klagholz  called  for  an  all-out  cam- 
paign in  New  Jersey  to  control 
and  to  attempt  to  reverse  the 
alarming  increase  in  violence  in 
the  schools.  He  planned  to  utilize 
the  report  of  the  Violence  and 
Vandalism  Prevention  Task  Force 
established  in  1993. 

• JAMA  of  April  20,  1994,  had 
a report  on  an  unhappy  tale  of 
domestic  violence  as  related  by 
Palma  E.  Formica,  MD,  at  the 
aforementioned  AMA-sponsored 
National  Conference  on  Family 
Violence  in  Washington,  DC. 
Donna  Shalala  also  was  at  the 
meeting. 

• The  News  Tribune  of  July  3, 
1994,  reported  police  are  to  use 


improved  technology  to  aid  bat- 
tered women,  to  include  better 
photographic  documentation  and 
the  use  of  silent  alarm  pendants 
to  be  worn  by  abused  women  in 
an  effort  to  prevent  further  abuse 
and  potential  maiming  or  death. 

• The  News  Tribune  of  January 
1,  1995,  stated,  “Law  officials  say 
the  holidays  hit  some  families 
hard.  And  the  families  have  the  * 
bruises  to  prove  it."  The  increase  ' 
in  family  violence  was  ascribed  to  * 
emotionalism,  associated  with  an 
increase  in  family  orientation  and  * 
a relaxation  of  protective  mech- 
anisms. Add  alcohol  and  families 
implode  and  self-destruct. 

Some  miscellany: 

• Tonya  Harding  and  Nancy 
Kerrigan. 

• Megan’s  law. 

• Bosnian  ethnic  cleansing. 

• Rwandan  genocide. 

• O.J.  who? 

• Drowning  of  two  little  boys 
by  their  mother. 

• Fatal  hijacking  of  an  Air 
France  jet. 

• Murders  at  womens’  clinics 
in  several  locations,  the  latest  in 
Brookline,  Massachusetts,  on  De- 
cember 30,  1994. 

Violence  begets  violence  and 
novel  or  dramatized  violence 
begets  many  imitators.  We  cannot 
protect  ourselves  against  all  the 
crazies,  but  we  can  participate  in 
the  many  efforts  designed  to  help. 

We  must  be  part  of  the  solution. 

Thanks  again  to  the  many  con- 
tributors to  these  special  issues  on 
violence  of  NEW  JERSEY 
MEDICINE  and  to  guest  editor, 
Alan  J.  Lippman,  MD.  D Howard 
D.  Slobodien,  MD 

Violence  can  only  be  con- 
cealed by  a lie,  and  the  lie  can 
only  be  maintained  by  violence. 
Any  man  who  has  once  pro- 
claimed violence  as  his  method 
is  inevitably  forced  to  take  the 
lie  as  his  principle. 

Alexander  Solzhenitsyn, 
Nobel  Prize  lecture,  1973 
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OVERVIEW:  VIOLENCE 


PART  2:  VIOLENCE:  A PUBLIC  HEALTH  ISSUE 


What  effective  interventions 
are  possible  in  the  campaign 
against  violence?  In  this  second 
special  issue  of  NEW  JERSEY 
Medicine  devoted  to  the  subject, 
several  writers  explore  methods 
to  confront  violence  and  examine 
several  of  the  state’s  specific  ini- 
tiatives. 

Maria  F.  Imbalzano,  Esquire, 
an  attorney  and  specialist  in  fami- 
ly law,  expounds  upon  the  legal 
basis  for  action,  recognizing  that 
this  can  serve  as  a background  for 
the  provision  of  more  long-lasting 
solutions  through  prevention  and 
education. 

Linda  J.  Holmes,  MPA,  and  her 
associates  look  at  the  public 
health  aspects  of  youth  violence, 
directing  the  reader  to  important 
resources  for  intervention  and 
strategies  for  prevention. 

Turning  attention  to  the  needs 


of  child  victims  of  violence,  Jack 
M.  Clemente,  MD,  describes 
what  happens  when  children  ex- 
perience “trauma  before  trust 
and  illustrates  how  treatment  de- 
pends on  a multidimensional  ap- 
proach, including  restructuring  of 
supportive  relationships. 

Sharon  Copeland,  MSW,  tells 
about  the  role  of  schools  and 
other  relevant  community  groups 
in  confronting  violent  behavior. 

At  the  other  end  of  the  spec- 
trum of  violence,  Joshua  D. 
Schor,  MD,  explores  manifesta- 
tions of  abuse  directed  against  the 
elderly  and  recommends  methods 
to  approach  this  vulnerable  seg- 
ment of  society. 

Concluding,  Barry  Prystowsky, 
MD,  informs  us  of  the  scope  of 
the  Medical  Society  of  New 
Jersey  activities  in  this  area,  in- 
cluding legislative  initiatives. 


Alan  J.  Lippman,  MD,  guest  editor 

educational  programs,  and  special  r 
innovative  strategies.  □ Alan  J. 
Lippman,  MD 
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Legal  resources  in 
confronting  violence 
in  New  Jersey 

Maria  P.  Imbalzano,  Esquire 


The  Prevention  of  Domestic  Violence  Act  protects  victims  from 
a multitude  of  violent  acts  including  harassment  and  stalking. 
The  Act  covers  the  procedure  for  filing  a complaint,  the  factors 
to  be  considered  by  the  court,  and  the  relief  available  for 
residents  of  New  Jersey. 


Domestic  violence  is  a 
serious  crime  against 
society.  The  Legis- 
lature, in  making  ex- 
tensive amendments  to  the  Pre- 
vention of  Domestic  Violence  Act, 
which  became  effective  on  Nov- 
ember 12,  1991,  and  on  August 
11,  1994,  found  that  there  were 
thousands  of  persons  in  New 
Jersey  who  are  regularly  beaten, 
tortured,  and  killed  by  spouses  or 
cohabitants. 

In  the  preamble  to  this  Act,  the 
New  Jersey  Legislature  sets  forth 
findings  and  declarations  that  vic- 
tims of  domestic  violence,  as  well 
as  their  abusers,  come  from  all 
social  and  economic  backgrounds 
and  ethnic  groups.  Also,  there  is 
much  concern  about  children  liv- 
ing in  homes  with  spousal  abuse; 
though  the  children  may  not  be 
physically  assaulted,  they  suffer 
great  emotional  affects. 

The  Legislature  also  found  that 
some  of  the  state’s  most  vulnera- 
ble citizens  are  elderly  and  dis- 
abled persons  who  are  abused  or 
neglected  by  their  families  or 
cohabitants;  therefore,  the  Pre- 
vention of  Domestic  Violence  Act 
of  1991  broadened  the  definition 
of  victim  of  domestic  violence  to 
include  present  or  former  house- 
hold members. 


It  was  determined  that  in  the 
past,  law  enforcement  officials 
were  slow  to  become  involved 
with  family  situations  because  of 
the  societal  attitudes  that  violence 
within  the  home  was  a domestic 
matter.  Because  abused  adults 
were  experiencing  difficulty  hav- 
ing police  become  involved  or  in 
obtaining  protection  from  the 
judicial  system,  the  Legislature 
found  it  necessary  to  grant  victims 
rights  where  victims  will  be  taken 
seriously  and  relief  will  be  issued 
promptly. 

It  is  intended  by  this  law  that 
response  to  a domestic  violence 
scene  shall  be  prompt  and  there 
shall  be  communication  with 
the  abuser  that  violent  behavior 
will  not  be  excused  or  tolerated. 
There  are  existing  criminal  laws 
and  civil  remedies  created  under 
the  Prevention  of  Domestic  Vio- 
lence Act  of  1991  that  must  be 
enforced  without  regard  to  the 
fact  that  the  violence  has  taken 
place  in  a domestic  situation. 

DOMESTIC  VIOLENCE  ACT 

In  the  statute,  the  term  “victim 
of  domestic  violence”  means  a 
person  18  years  of  age  or  older, 
or  an  emancipated  minor  who  has 
been  subject  to  domestic  violence 
by  a spouse,  former  spouse,  or 


any  other  person  who  is  a present 
or  former  household  member,  or 
a person  with  whom  the  person 
has  a child  in  common.  This  term 
also  includes  any  person  regard- 
less of  age,  who  has  been  sub- 
jected to  domestic  violence  by  a 
person  with  whom  the  victim  an- 
ticipates having  a child  in  com- 
mon, if  one  of  the  parties  is  preg- 
nant, or  by  a person  with  whom 
the  victim  has  had  a dating  rela- 
tionship. A victim  of  domestic  vio- 
lence does  not  necessarily  have  to 
live  with  the  abuser  to  gain  this 
protection.  This  Act  was  drafted 
broadly  enough  to  include  homo- 
sexual couples  and  same-sex 
roommates  not  related  by  blood 
as  well  as  relatives  who  share  the 
same  house  or  have  lived  together 
in  the  past.  Persons  who  are 
parents  of  a child,  or  anticipating 
having  a child,  whether  or  not 
thev  currently  live  together  or 
were  ever  married  can  gain 
protection  as  well  as  those  in  a 
dating  relationship. 

Domestic  violence  encom- 
passes the  following: 

1.  Homicide.  A person  is  guilty 
of  homicide  if  he  purposely, 
knowingly,  or  recklessly  causes 
the  death  of  another  human 
being.  It  includes  murder, 
manslaughter,  or  death  by  auto- 
mobile. 

2.  Assault.  A person  is  guilty  of 
assault  if  he  attempts  to  cause  or 
purposely,  knowingly,  or  reckless- 
ly causes  bodily  injury  to  another, 
or  attempts  by  physical  menace  to 
put  another  in  fear  of  imminent 
serious  bodily  injury. 
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3.  Terroristic  threats.  A person 
is  guilty  of  terroristic  threats  if  he 
threatens  to  commit  any  crime  of 
violence  with  the  purpose  to  ter- 
rorize another  or  to  cause  evacua- 
tion of  a building,  place  of  as- 
sembly, or  facility  of  public  trans- 
portation, or  to  cause  serious 
public  inconvenience.  In  ad- 
dition, a terroristic  threat  is  a 
threat  to  kill  another  with  the 
purpose  of  putting  him  in  immi- 
nent fear  of  death  under  circum- 
stances reasonably  causing  the 
victim  to  believe  the  immediacy 
of  the  threat  and  the  likelihood 
that  the  threat  will  be  carried  out. 

4.  Kidnapping.  A person  is 
guilty  of  kidnapping  if  he  unlaw- 
fully removes  another  from  the 
place  where  he  is  found  or  if  he 
unlawfully  confines  another  with 
the  purpose  of  holding  that 
person  for  ransom  or  reward  or  as 
a shield  or  hostage. 

5.  Criminal  restraint.  A per- 
son is  guilty  of  criminal  restraint 
if  he  restrains  another  unlawfully 
in  circumstances  exposing  the 
other  to  risk  of  serious  bodily  in- 
jury or  holds  another  in  a con- 
dition of  involuntary  servitude. 

6.  False  imprisonment.  A 
person  is  guilty  of  false  imprison- 
ment if  he  knowingly  restrains 
another  unlawfully  so  as  to  in- 
terfere substantially  with  his 
liberty. 

7.  Sexual  assault.  A person  is 
guilty  of  sexual  assault  if  he  com- 
mits an  act  of  sexual  contact  with 
a victim  who  is  less  than  13  years 
old  and  the  actor  is  at  least  4 
years  older  than  the  victim.  In 
addition,  sexual  assault  is  com- 
mitted if  there  is  sexual  penetra- 
tion with  another  person  under 
the  following  circumstances:  the 
actor  uses  physical  force  or  coer- 
cion; the  victim  is  one  whom  the 
actor  knew  or  should  have  known 
was  physically  helpless  or  mental- 
ly incapacitated;  the  victim  is  in 
a hospital,  prison,  or  other  institu- 
tion or  is  mentally  defective  and 
the  actor  has  supervisory  or  dis- 
ciplinary power  over  the  victim; 
the  victim  is  between  16  and  18 
years  of  age  and  the  actor  is  a 


member  of  the  victim’s  household 
with  supervisory  or  disciplinary 
power  over  the  victim;  the  victim 
is  between  13  and  16  years  of  age 
and  the  actor  is  at  least  4 years 
older  than  the  victim. 

8.  Criminal  sexual  contact.  A 
person  is  guilty  of  criminal  sexual 
contact  if  he  commits  an  act  of 
sexual  contact  with  a victim  under 
any  of  the  circumstances  set  forth 
under  aggravated  sexual  assault  or 
sexual  assault,  but  only  if  the  vic- 
tim is  at  least  13  years  of  age. 

9.  Lewdness.  A person  is  guilty 
of  lewdness  if  he  does  any  fla- 
grantly lewd  and  offensive  act 
that  he  knows  or  reasonably 
suspects  is  likely  to  be  observed 
by  other  nonconsenting  persons 
who  would  be  affronted  or 
alarmed.  Lewd  acts  include  ex- 
posing of  genitals  for  the  purpose 
of  arousing  or  gratifying  the  sex- 
ual desire  of  the  actor  or  any 
other  person. 

10.  Criminal  mischief.  A 
person  is  guilty  of  criminal  mis- 
chief if  he  purposely,  knowingly, 
recklessly,  or  negligently  damages 
tangible  property  of  another. 

11.  Burglary.  A person  is  guil- 
ty of  burglary  if  he  enters  a 
secured  structure  or  surrep- 
titiously remains  in  a structure 
knowing  that  he  is  not  licensed  or 
privileged  to  do  so,  with  the 
purpose  of  committing  an  offense 
therein. 

12.  Criminal  trespass.  A per- 
son is  guilty  of  criminal  trespass 
if  he,  knowing  that  he  is  not 
licensed  or  privileged  to  do  so, 
enters  or  surreptitiously  remains 
in  any  structure. 

13.  Harassment.  A person  is 
guilty  of  harassment  if  he  (a) 
makes  or  causes  to  be  made  a 
communication  or  communica- 
tions anonymously  or  at  extreme- 
ly inconvenient  hours,  or  in  of- 
fensively coarse  language,  or  any 
other  manner  likely  to  cause  an- 
noyance or  alarm;  (b)  subjects 
another  to  striking,  kicking,  shov- 
ing, or  other  offensive  touching, 
or  threatens  to  do  so;  (c)  engages 
in  any  other  course  of  alarming 
conduct  or  of  repeatedly  com- 


mitted acts  with  purpose  to  alarm 
or  seriously  annoy  such  other 
person. 

14.  Stalking.  A person  is  guilty 
of  stalking,  if  he  purposely  and 
repeatedly  follows  another  person 
and  engages  in  a course  of  con- 
duct or  makes  a credible  threat 
with  the  intent  of  annoying  or 
placing  that  person  in  reasonable 
fear  of  death  or  bodily  injury. 

FILING  A DOMESTIC 
VIOLENCE  COMPLAINT 

Any  victim  of  domestic  vio- 
lence should  report  the  incident 
immediately.  If  the  incident  of 
domestic  violence  has  taken  place 
during  the  day  between  the  hours 
of  8:30  A.M.  and  4:30  P.M.,  the  vic- 
tim should  go  to  the  Family  Part 
of  the  Chancery  Division  of  the 
Superior  Court  (county  court- 
house) in  the  county  where  he 
resides  and  file  a complaint.  If  the 
incident  of  domestic  violence 
takes  place  at  night  or  on  a week- 
end or  holiday,  the  victim  should 
go  to  the  municipal  court  to  file 
a complaint.  Many  times,  in  in- 
stances of  domestic  violence,  the 
police  are  called  to  the  scene  and 
the  victim  may  report  the  act  of 
domestic  violence  to  the  in- 
vestigating officer. 

The  clerk  of  the  court  will  as- 
sist the  victim  in  applying  for  a 
restraining  order  by  filing  a com- 
plaint. The  complaint  lists  both 
parties  names  and  addresses 
(unless  the  victim  does  not  want 
the  abuser  to  know  the  address 
for  safety  purposes),  a brief  state- 
ment of  the  act  of  domestic  vio- 
lence, the  names,  ages,  and  ad- 
dresses of  any  children  of  the 
parties,  and  a checkoff  list  of  the 
relief  requested. 

Once  the  domestic  violence 
complaint  is  completed  by  the 
victim  with  the  help  of  the  clerk, 
a judge  will  review  the  complaint 
immediately  and  order  emergen- 
cy relief  including  a temporary 
restraining  order  if  warranted.  A 
temporary  restraining  order 
would  prohibit  the  abuser  from 
having  any  contact  with  the  vic- 
tim pending  the  final  hearing. 
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The  emergency  relief  also  may 
r include  forbidding  the  defendant 
from  returning  to  the  scene  of  the 
domestic  violence  and  forbidding 
the  defendant  from  possessing 
any  firearm  or  other  weapon.  The 
order  also  may  include  the  search 
for  and  seizure  of  any  weapon  at 
any  location  where  the  judge  has 
reasonable  cause  to  believe  a 
weapon  is  located.  The  judge  may 
permit  the  defendant  to  return  to 
the  scene  of  the  domestic  vio- 
lence to  pick  up  personal  belong- 
ings such  as  clothes,  but  this 
order  must  provide  that  this  visit 
must  be  with  police  supervision 
and  the  time  and  duration  of  the 
visit  must  be  restricted. 

In  addition  to  filing  a domestic 
violence  complaint,  the  victim 
may  file  a criminal  complaint 
against  the  abuser. 

DOMESTIC  VIOLENCE 
HEARING 

The  domestic  violence  hearing 
shall  be  held  within  ten  days  of 
I the  filing  of  the  domestic  violence 
i complaint.  The  court  shall  con- 
sider but  not  be  limited  to  the 
following  factors:  the  previous 

I history  of  domestic  violence  be- 
tween the  cohabitants  including 
threats,  harassment,  and  physical 
abuse;  the  existence  of  immediate 
danger  to  person  or  property;  the 
financial  circumstances  of  the 
cohabitants;  the  best  interests  of 
the  victim  and  the  child;  in  de- 
termining custody  and  visitation, 
the  protection  of  the  victim’s  safe- 
ty; and  whether  the  application 
was  made  in  a reasonable  time 
after  the  alleged  act  of  domestic 
violence  occurred.  Each  of  the 
parties  testifies  at  this  hearing  as 
to  the  facts  surrounding  the  al- 
leged domestic  violence  as  well  as 
to  the  other  issues  enumerated 
above.  Both  parties  are  required 
to  bring  copies  of  their  pavstubs 
and  testimony  is  taken  as  to  in- 
come and  expenses  so  that  the 
judge  may  rule  on  financial  sup- 
port if  domestic  violence  is  found. 
In  addition,  the  parties  may  in- 
troduce witnesses  to  testify  in 
support  of  each  of  their  cases  for 


or  against  the  alleged  violence. 
Once  the  judge  hears  all  of  the 
testimony,  lie  will  render  a de- 
cision. 

FINAL  ORDERS  FOR  RELIEF 

The  judge  of  the  Family  Part 
of  the  Chancery  Division  of  the 
Superior  Court  may  issue  an 
order  granting  any  or  all  of  the 
following  relief: 

1.  Restraining  the  defendant 
from  subjecting  the  victim  to 
domestic  violence. 

2.  Granting  exclusive  posses- 
sion to  the  plaintiff  of  the  resi- 
dence. 

3.  Providing  for  visitation. 

4.  Requiring  the  defendant  to 
pay  to  the  victim  monetary  com- 
pensation for  losses  suffered  as  a 
direct  result  of  the  act  of  domestic 
violence. 

5.  Requiring  the  defendant  to 
receive  professional  domestic  vio- 
lence counseling  from  either  a 
private  source  or  a source  ap- 
pointed by  the  court. 

6.  Restraining  the  defendant 
from  entering  the  residence, 
property,  school,  or  place  of 
employment  of  the  victim  or  of 
other  family  or  household 
members  of  the  victim  and  requir- 
ing the  defendant  to  stay  away 
from  any  specified  place  named  in 
the  order. 

7.  Restraining  the  defendant, 
or  his  agent,  from  making  any 
communication  or  having  any 
contact  likely  to  cause  annoyance 
or  alarm  including,  but  not 
limited  to,  personal,  written,  or 
telephone  contact  with  the  victim 
or  other  family  members,  or  their 
employers,  employees,  or  fellow 
workers,  or  others  with  whom 
communication  or  contact  would 
be  likely  to  cause  annoyance  or 
alarm  to  the  victim. 

8.  Requiring  that  the  defen- 
dant make  or  continue  to  make 
rent  or  mortgage  payments  on  the 
residence  occupied  by  the  victim. 

9.  Granting  either  party  tem- 
porary possession  of  specified 
personal  property,  such  as  an 
automobile,  checkbook,  docu- 
mentation of  health  insurance,  an 


identification  document,  a key, 
and  other  personal  effects. 

10.  Awarding  alimony  and 
child  support  to  the  victim  and 
children. 

11.  Awarding  temporary  custo- 
dy of  a minor  child. 

12.  Requiring  that  a law  en- 
forcement officer  accompany 
either  party  to  the  residence  or 
shared  business  premises  to 
supervise  the  removal  of  personal 
belongings. 

13.  Permitting  the  victim  and 
the  defendant  to  occupy  the  same 
premises  but  limiting  the  defen- 
dant s use  of  that  premises. 

14.  Prohibiting  the  defendant 
from  possessing  any  firearm  or 
other  weapon  and  ordering  the 
search  for  and  seizure  of  weapons 
at  any  location. 

15.  Prohibiting  the  defendant 
from  stalking  the  victim. 

VIOLATION  OF  AN  ORDER 

A defendant  who  is  in  violation 
of  a domestic  violence  order  shall 
be  arrested  and  taken  into 
custody  by  a law  enforcement  of- 
ficer. 

The  law  enforcement  officer 
shall  sign  a complaint  or  advise 
the  complainant  on  how  to  com- 
plete and  sign  a complaint  con- 
cerning the  incident  that  gave  rise 
to  the  contempt  charge.  The  ap- 
propriate judge  assigned  to  hear 
this  type  of  case  will  hear  it  and 
bail  shall  be  set.  If  the  defendant 
is  unable  to  meet  the  bail  as  set, 
the  defendant  shall  be  incar- 
cerated. If  a person  is  convicted 
of  a second  or  subsequent  con- 
tempt offense,  he  shall  serve  a 
minimum  of  not  less  than  30  days 
days  in  jail. 

PROPOSED  LEGISLATION 

Establishment  of  domestic  vio- 
lence resource  centers.  A bill  has 
been  introduced  in  the  Assembly 
that  would  establish  a domestic- 
violence  resource  center  dem- 
onstration program.  The  purpose 
of  this  Act  would  be  to  establish 
three  domestic  violence  resource 
centers  in  three  counties.  The 
centers  would  provide  evaluation. 
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intervention,  and  treatment  to 
persons  found  by  the  court  to 
have  committed  domestic  vio- 
lence. The  services  offered  by 
each  center  would  be  focused  on 
intervention  with  the  goal  of  end- 
ing the  offender’s  violent  behav- 
ior. Treatment  and  services 
provided  by  the  centers  would  in- 
clude educational  sessions  con- 
cerning domestic  violence,  in- 
cluding the  criminal,  legal,  social, 
and  personal  consequences  of  vio- 
lent behavior.  Programs  provided 
by  the  centers  would  be  attended 
by  abusers  who  have  been  court 
ordered  to  attend  and  any  willful 
failure  to  attend  could  result  in  a 
finding  of  contempt.  In  addition, 
the  centers  would  provide  out- 
reach services  to  victims  of 
domestic  violence  including  in- 
formation on  victims’  rights,  com- 
munity resources,  and  other  avail- 
able services. 

Establishment  of  regional  diag- 
nostic and  treatment  centers  for 
child  abuse.  A bill  is  pending 
before  the  Assembly  establishing 
regional  diagnostic  and  treatment 
centers  for  child  abuse.  Each 
center  would  provide  a multidis- 
ciplinary team  trained  in  identify- 
ing and  responding  to  child 
abuse,  and  would  include  a 
pediatrician,  psychiatrist,  psychol- 
ogist, and  social  worker  trained  in 
evaluating  and  treating  children 
who  have  been  abused  and  their 
families.  Each  team  also  would 
include  a representative  from  the 
Division  of  Youth  and  Family 
Services  (DYFS)  and  a represen- 
tative of  the  prosecutor’s  office 
from  the  county  in  which  the 
child  who  is  undergoing  evalua- 
tion and  treatment  resides.  These 
regional  centers  would  evaluate 
and  treat  child  abuse,  review  re- 
sources for  the  region  and  de- 
velop additional  resources  within 
the  region,  provide  training  and 
consultative  services,  and  be 
available  for  consultation  24  hours 
a day  and  be  accessible  to  all  child 
victims. 


The  services  provided  by  the 
multidisciplinary  team  would  in- 
clude psychological  and  medical 
evaluation  and  treatment  of  the 
child  and  counselling  for  family 
members;  referral  for  appropriate 
social  services  and  medical  care; 
testimony  regarding  alleged  child 
abuse  at  judicial  proceedings; 
treatment  recommendations  for 
the  child  and  his  family  and  for 
persons  convicted  of  child  abuse; 
referrals  from  DYFS  and  the 
county  prosecutor’s  office  in 
order  to  assist  them  in  any  in- 
vestigation of  child  abuse;  and 
educational  material  and  seminars 
on  child  abuse  and  the  services 
the  center  provides  to  children, 
parents,  teachers,  law  enforce- 
ment officials,  the  judiciary,  at- 
torneys, and  other  citizens. 

Prohibition  of  inhouse  restrain- 
ing orders  in  domestic  violence 
cases.  There  is  a bill  pending 
before  the  Senate  Judiciary  Com- 
mittee concerning  orders  issued 
in  cases  involving  domestic  vio- 
lence. This  bill  would  prohibit  the 
use  of  inhouse  restraining  orders 
in  cases  involving  domestic  vio- 
lence. An  inhouse  restraining 
order  permits  the  defendant  to 
occupy  the  same  premises  as  the 
victim,  but  restricts  his  use  of  the 
premises.  This  type  of  restraining 
order  is  almost  impossible  to  en- 
force. It  does  not  provide  ade- 
quate protection  to  the  victim  be- 
cause the  defendant  can  easily 
move  beyond  the  boundaries  as 
set  forth  in  the  order. 

Miscellaneous  bills.  There  are 
several  other  bills  pending  before 
the  Assembly  with  regard  to 
domestic  violence.  There  is  a bill 
that  restricts  the  purchase  of 
firearms  by  anyone  who  has  been 
the  subject  of  a domestic  violence 
restraining  order  and  requires 
police  to  seize  weapons  at  the 
scene  of  domestic  violence. 
Another  bill  establishes  and  main- 
tains a central  registry  of  all 
persons  who  have  had  domestic 
violence  restraining  orders  en- 


tered against  them  so  that  the 
police  or  other  law  enforcement 
agency  investigating  a report  of 
domestic  violence  may  check  with 
this  registry  to  see  if  the  accused 
has  been  found  guilty  in  the  past. 
A third  bill  signed  into  law  in 
December  1994  by  the  governor 
allows  certain  victims  of  domestic 
violence  to  register  to  vote  with- 
out disclosing  a street  address  to 
protect  them  from  their  abuser. 

CONCLUSION 

While  the  Legislature  has 
enacted  a powerful  statute  em- 
powering law  enforcement  of- 
ficers and  the  judiciary  to  deal 
promptly  and  effectively  with 
domestic  violence,  it  is  not  a solu- 
tion in  preventing  abuse.  The 
laws  to  date  set  forth  the  guide- 
lines for  making  arrests,  filing 
complaints,  and  holding  hearings 
once  domestic  violence  has  oc- 
curred, but  the  real  solution  can 
only  come  if  we  have  a society 
free  of  domestic  violence. 

Pending  legislation  establishing 
and  appropriating  funds  for  re- 
gional resource,  diagnostic,  and 
treatment  centers  to  evaluate, 
treat,  and  educate  abusers  facili- 
tates the  ultimate  goal  of  finding 
a solution  to  domestic  violence, 
but  it  must  be  noted  that  this  is 
pending  legislation.  This  pending 
legislation  has  been  presented  in 
the  past  to  Congress  and  died  in 
committee  only  to  be  rein- 
troduced the  following  year.  In 
order  to  get  these  bills  and  similar 
bills  passed,  there  must  be  public 
involvement  encouraging  legisla- 
tors to  back  these  bills.  It  is  im- 
portant to  our  society  to  deal  with 
this  ill  by  preventing  it  through 
education,  evaluation,  and  treat- 
ment. I 

Ms.  Imbalzano  is  a partner  in  the  law 
firm  of  Stark  & Stark.  The  paper  was 
submitted  in  October  1994  and  ac- 
cepted in  December  1994.  Address 
reprint  requests  to  Ms.  Imbalzano, 
Stark  & Stark,  993  Lenox  Drive, 
Lawrenceville,  NJ  08648. 
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Were  Putting  America  s 
Doctors  In  Their  Place 


(Their  Own  Place,  That  Is) 


TP  he  Money  Store  has 
helped  hundreds  of 
medical  professionals 
like  yourself  maximize 
their  business  potential. 

By  owning  your  own 
building  you  can  build 
equity  with  every  rent 
payment,  take  advantage 
of  long-term  apprecia- 
tion, and  may  qualify  for 
significant  tax  savings. 
Your  own  building  can 
be  working  for  you  year 
after  year. 

Loans  are  also  avail- 
able for  start-ups  and 
purchase  of  existing 
practices.  Refinances  are 
also  available 


We  are  the  #1  SBA  Lender  in  New  Jersey  and  The  Nation! 

• Up  to  100%  financing  for  qualified  borrowers 

• Owner/User  only 

• Up  to  25  years,  hilly  amortized 

• No  balloon  payments,  ever 

• No  prepayment  penalties 

• Competitive  rates 

• Quick  turnaround 

• Personalized  service 

• No  application  fee 


For  prompt  & professional  service  please  contact: 

Southern  NJ  Central  I\J  Northern  NJ 

Don  Dietz  or  Ed  Narozny  Rosemary  Dente  Patrick  Toriello 

(609)  597-7987  or  (908)  281-6132  (201)  579  5322 

(609)  875-1395 
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Youth  violence  is  an  important  public  health  issue.  The 
magnitude  of  youth  violence  in  New  Jersey  is  defined  along 
with  innovative  community  projects.  The  authors  present 
recommendations  for  health  professionals  involved  in  youth 
violence  behavior. 


Homicide  is  the  only 
leading  cause  of  death 
of  New  Jersey  youths 
that  has  increased  over 
the  past  decade.12  The  trend  in 
the  homicide  death  rate  is  in  stark 
contrast  to  the  substantial  de- 
clines in  death  rates  for  other 
major  causes.  The  overall  death 
rate  of  New  Jersey  residents  aged 
15  through  24  years  declined  by 
more  than  25  percent  between 
1980  and  1990.  Injury  death 
rates,  which  account  for  more 
than  two-thirds  of  all  deaths  in 
this  age  group,  decreased  by  30.9 
percent.  Of  all  types  of  injury 
death,  only  homicide  had  a higher 
death  rate  in  1990  than  in  1980 
(9.9  per  100,000  in  1980  and  10.4 
per  100,000  in  1990).  The  motor 
vehicle  fatality,  other  unintention- 
al injury,  and  suicide  death  rates 
each  declined  by  over  20  percent. 
The  trend  in  homicide  death  rates 
in  this  age  group  was  downward 
during  the  first  half  of  the  1980s, 
but  has  been  rising  since  1987, 
reaching  its  highest  point  of  the 
period  in  1991. 

Overwhelmingly,  young  vic- 
tims of  homicide  are  male.  From 
1985  through  1991,  more  than 
tin  ee-fourths  of  New  Jerseys 
young  homicide  victims  were 
male.  The  findings  are  even  more 


dramatic  for  firearm-related 
deaths:  9 in  10  victims  aged  15 
through  24  years  were  male. 

Efforts  are  beginning  to  ad- 
dress the  problem  of  youth  vio- 
lence as  a public  health  issue.  In 
1993,  the  New  Jersey  State  De- 
partment of  Health  (DOH)  fund- 
ed youth  violence  prevention 
projects  in  Camden,  Newark,  and 
Paterson,  where  the  total  number 
of  youth  deaths  are  among  the 
highest.  This  article  highlights 
these  youth  violence  prevention 
projects. 

Camden.  The  Violence  In- 
tervention Program  (VIP)  NET,  a 
partnership  between  the  Nigeria- 
Ameriean  Institute  on  Substance 
Abuse  (NISA)  and  CAMcare,  a 
federally  qualified  health  center, 
implemented  a violence  risk  re- 
duction training  program  for 
youth,  ages  13  to  18  years.  The 
project  piloted  a new  standard 
curriculum  aimed  toward  chang- 
ing attitudes  and  behaviors  by 
teaching  high-risk  youth  how  to 
manage  anger  and  make  positive 
decisions.  Informal  discussion 
groups,  structured  recreation, 
regular  counseling,  mentoring, 
and  referrals  supplemented  for- 
mal violence  prevention  training. 

CAMcare,  which  serves  more 
than  3,000  youth  at  its  four  sites, 


identified  youth  for  referral  to  the 
NISA  project.  One  step  in  de- 
veloping a referral  mechanism, 
CAMcare  revised  its  adolescent 
health  maintenance  forms  to 
provide  specific  cues  to  physi- 
cians and  nurse  practitioners. 
Concerns  listed  on  forms  include 
home  life,  education,  activities/ex- 
ercise, habit  review,  sexuality, 
and  self-image.  By  inserting  an- 
ticipatory guidance  cues,  such  as 
“future  plans,”  under  education 
concerns,  practitioners  identified 
an  entry7  point  for  discussing  vio- 
lence-related problems.  Youth  re- 
porting frequent  absences  from 
school,  a strong  dislike  for  school, 
and/or  a lack  of  educational  goals 
signaled  a need  for  deeper  probes 
for  reasons  for  avoiding  or  dislik- 
ing school.  Probes  sometimes  lead 
to  youth  identifying  fears  about 
aggressive  peers  or  fights  en- 
countered going  to  school  or  on 
school  grounds. 

At  CAMcare,  physicians  usually 
explored  violence-related  issues 
during  the  physical  examination 
to  guarantee  confidentiality.  Phy- 
sical examinations  also  were  op- 
portunities to  identify  signs  or 
symptoms  of  violence,  such  as  un- 
healed scars,  cuts,  stitches,  and 
black  eyes.  Health  care  profes- 
sionals also  learned  to  identify 
and  ask  about  additional  indi- 
cators of  risk  for  violent  behavior 
and  substance  abuse  when  the  pa- 
tient was  fully  clothed.  These 
signs  included  carrying  weapons 
or  beepers  that  may  be  used  for 
drug  patrols. 

Establishing  communication 
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/ith  adolescents  sometimes  re- 
named a barrier.  The  most  high- 
isk  students  often  were  the  least 
ikely  to  establish  trusting  rela- 
ionships  with  health  care  profes- 
ionals  and  resisted  verbalizing 
>roblems  with  practitioners.  Be- 
•ause  CAM  care  provides  health 
■are  services  for  youth  detained  at 
Damden  County  detention  cen- 
ers,  there  was  an  opportunity  to 
ntervene  with  youth  whose  prob- 
ems  were  identified.  Questions 
about  the  home  situation  some- 
imes  led  to  recognition  of  pat- 
erns  of  familial  violence.  Youth 
vho  rejected  referrals  to  mental 
lealth  providers  sometimes  were 
billing  to  seek  assistance  and  sup- 
port from  the  NISA  violence  pre- 
vention project. 

To  increase  awareness  of  vio- 
lence as  a public  health  issue, 
NISA  staff  made  presentations  at 
Dther  health  care  facilities  and 
provided  a one-day  multidisci- 
plinary training  on  violence 
prevention  resources  in  the  city. 
Hospital  nurses,  school  nurses, 
home  health  visitors,  and  physi- 
cians attended  a continuing 
education  program  that  included 
iassessing  signs  of  violent  behavior 
and  developing  plans  for  referral 
and  followup. 

The  NISA  evaluation  plan 
tracks  the  behaviors  of  high-risk 
youth,  focusing  primarily  on  the 
history  of  offenses  three  months 
prior  to  the  intervention,  during 
the  intervention,  and  four  months 
following  the  intervention.  The 
range  of  offenses  monitored  in- 
i elude  robbery,  assault,  rape,  theft, 
car-jacking,  arson,  weapons  carry- 
ing, truancy,  alcohol  offenses,  and 
drug  charges.  Process  evaluation 
activities  include  monitoring 
professional  training  activities. 
Referrals  made  to  NISA  by 
medical  providers  are  one  mea- 
sure of  training  effectiveness. 

Newark.  The  Division  of  Men- 
tal Health  of  UMDNJ  developed 
the  Newark  violence  prevention 
project  plan  to  target  youth  who 
live,  attend  school,  or  are  active 
in  youth  activities  in  the  Newark 
Central  Ward  or  who  are  de- 


tained at  the  Essex  County 
Juvenile  Delinquency  Center. 
Newark  Fighting  Back,  a coalition 
of  residents  and  local  institutions 
organized  to  counter  substance 
abuse  and  drug  dealing  through 
community  programs  in  the  Cen- 
tral Ward,  is  a key  partner  in  vio- 
lence prevention  activities. 
Through  the  project’s  advisory 
committee  and  affiliation  agree- 
ments with  the  Newark  Deten- 
tion Center,  Central  High  School, 
the  International  Youth  Organiza- 
tion, and  Newark  Fighting  Back, 
the  project  anticipates  recruiting 
100  youths  each  project  year. 

The  intervention  is  a series  of 
24  one-hour  modules  presented 
in  twice-a-week  workshops.  The 
project  aims  to  provide  youth 
with  a “toolbox’  of  skills  to  re- 
solve problems  that  permit  them 
to  maintain  credibility  among 
their  peers  without  resorting  to 
violence.  The  workshops  address 
the  various  roles  of  youth  in  con- 
flict situations.  Issues  targeted  by 
the  modules  include  responsibili- 
ty to  self,  goal  setting,  cultural 
heritage,  and  values. 

In  addition  to  the  training  re- 
ceived by  all  youth  enrolled  in  the 
project,  one-half  of  the  youth  will 
be  selected  for  more  intense  case 
management  intervention  to  in- 
clude a system  of  referral,  follow- 
up, and  advocacy  for  practical 
needs  including  specific  violence 
problems.  Assistance  will  be 
provided  in  consumer,  environ- 
mental, clinical,  and  legal  areas. 

As  part  of  Newark’s  compre- 
hensive evaluation  design,  focus 
groups  were  held  with  parents 
and  students  in  the  first  year  of 
the  project  and  provided  impor- 
tant information  on  the  cultural 
relevancy  of  the  survey  instru- 
ment and  curriculum  designed  for 
project  youth  and  information  on 
the  appropriateness  of  the  lan- 
guage used  for  role  plays,  case 
scenarios,  and  other  experiential 
activities. 

This  university-based  project 
includes  an  evaluation  that  aims 
to  determine  differences,  if  any, 
in  attitudes  about  violence  and 


anger  management  through  re- 
sponses on  a survey  instrument 
and  structured  role  plays.  The 
responses  of  youth  who  received 
the  intense  case  management 
combined  with  the  skills  training 
will  be  compared  to  those  youth 
who  received  a single  component, 
skills  training  of  the  intervention. 
There  also  will  be  a control  group 
where  the  youth  received  no 
component  of  the  intervention. 

Paterson.  In  a partnership  in- 
itiated by  St.  Joseph’s  Hospital 
and  Medical  Center  in  Paterson, 
the  Holy  Assembly  House  of 
Pi  •ayer  was  invited  to  take  a 
leadership  role  in  a community- 
based  effort  to  reduce  violence  in 
Paterson’s  First  Ward. 

DOH  funding  is  dedicated  to 
developing  interventions  for 
youth,  14  through  18  years  old, 
enrolled  in  the  project.  They  ben- 
efit from  structured  recreation, 
academic  tutoring,  mentoring,  job 
counseling,  and  referrals. 

A primary  referral  source  for 
this  project  is  the  Paterson  school 
system.  Project  staff  visit  neigh- 
borhood schools,  make  formal 
presentations,  and  establish  refer- 
ral mechanisms.  Services  also 
were  provided  to  youth  sus- 
pended from  school  and  to  youth 
referred  by  the  emergency  room 
social  services  staff  at  St.  Joseph’s 
Hospital  and  Medical  Center. 

FIRST-YEAR  CHALLENGES 

Weapons  carrying,  aggressive 
behaviors,  and  values  that  rein- 
force acceptance  of  violent  re- 
sponses, particularly  in  self- 
protection and  defense,  make  bat- 
tling the  disease  of  violence  a 
significant  task.  Unforeseen  chal- 
lenges led  projects  to  scale  down 
efforts  to  track  city-wide  death 
and  injury  rates.  Based  on  the 
first  year’s  experience,  projects 
shifted  to  monitoring  changes  in 
behaviors  and  attitudes  among 
program  participants. 

In  the  projects  where  com- 
munity-based organizations  main- 
tained the  leadership  role  in 
managing  interventions,  some  re- 
sistance was  encountered  within 
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the  medical  community  regarding 
the  expertise  of  community-based 
organization  leadership  in  youth 
violence  prevention.  Specific 
questions  were  raised  regarding 
the  adequacy  of  skills  of  lay  in- 
dividuals to  respond  effectively 
and  refer  youth  who  may  face  a 
complexity  of  psychosocial  prob- 
lems. Additionally,  health  care 
providers  wanted  an  opportunity 
to  observe  the  effectiveness  of  the 
new  program  sites  prior  to  mak- 
ing referrals  to  the  projects. 
Training  and  program  orienta- 
tions with  professional  staff, 
however,  provided  opportunities 
for  questions,  assessments,  and 
explorations  of  issues.  By  the  end 
of  the  first  year,  health  care 
providers  increased  referrals  to 
youth  violence  community  proj- 
ects. 

Recruitment  and  drop-out  is- 
sues also  were  identified  in  the 
first  year.  Limited  resources  chal- 
lenged programs  that  wanted  to 
provide  incentives  to  attract 
youth  to  the  programs.  One  ad- 
visory board  became  active  in 
seeking  community  contributions 
for  program  participants. 

Because  of  the  commitment  of 
project  staff  to  this  initiative,  the 


lack  of  community  resources, 
frustration  in  seeing  critical 
youth’s  needs  go  unmet,  and  con- 
tinuous requests  to  further  extend 
project  capacity,  all  three  projects 
will  need  to  incorporate  protec- 
tive factors  against  burn-out. 

SUBSEQUENT  YEARS 

Future  recommendations  fall 
into  four  major  categories:  in- 
creasing recognition  of  youth  at 
risk;  making  more  appropriate  re- 
ferrals for  intervention  and 
followup  for  youth;  encouraging 
multidisciplinary  training  for 
providers;  and  strengthening 
professional  leadership  roles  in 
making  major  infrastructure  and 
policy  changes. 

More  specific  recommenda- 
tions include:  1)  Risk  assessment 
protocols  that  identify  signs  of 
potential  violent  behavior  should 
be  used  by  practitioners  in  all 
health  care  settings.  2)  Youth 
identified  at  risk  should  be  re- 
ferred to  a violence  prevention 
program  in  their  local  com- 
munities. 3)  Linkages  and  refer- 
rals need  to  be  established  be- 
tween trauma  centers,  ambulatory 
health  care  facilities,  community- 
based  organizations,  and  schools 


to  effectively  track  and  followup 
youth  at  risk.  4)  Gaps  in  referral 
networks  should  be  addressed  to  | 
insure  that  adjudicated  youth  re- 
ceive physical  and  mental  health 
care  services.  5)  Cross-training  is 
needed  between  health  care 
providers,  community-based  or- 
ganizations, and  the  criminal 
justice  community  to  increase  un- 
derstanding and  awareness  of  cul- 
turally appropriate  interventions. 
6)  Health  care  professionals 
should  increase  their  roles  as  ad- 
vocates, political  activists,  and 
policysetters  in  increasing  public 
health  involvement  in  violence 
prevention.  H 
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Therapeutic  interventions 
for  child  victims 
of  violence 


Jack  M.  Clemente,  MD 


Victims  and  perpetrators  of  violence  often  are  children  caught 
in  a cycle  of  fear,  anger,  and  hopelessness.  The  aftermath  of 
violence  often  is  more  traumatic  and  disruptive  to  victims  than 
the  original  traumas.  Treatment  involves  a multidimensional 
approach  to  the  past,  present , and  future. 


Treatment  interventions 
for  victims  of  violence 
vary  with  their  traumatic 
experiences  and  available 
resources.  The  efforts  at  treat- 
ment become  inextricably  in- 
terwoven, especially  immediately 
following  the  event,  with  the  “rip- 
ple effect  in  the  child’s  family, 
school,  and  social  environments, 
the  need  for  safety,  the  need  for 
action  in  attempting  to  prevent 
immediate  and  future  psycho- 
logical maladjustment,  and  in  at- 
tending to  the  physical  and  men- 
tal shock  of  the  victim.  When  the 
child  has  been  a witness  to  vio- 
lence, there  is  a natural  tendency 
in  adults  to  attempt  to  deny  the 
effect  on  the  child. 

The  hardest  lesson  to  convey 
about  violence  is  that  its  after- 
math  often  is  more  traumatic  and 
disruptive  to  the  lives  of  the  vic- 
tims than  the  original  trauma.  The 
younger  the  victims,  the  less 
chance  they  have  had  to  ex- 
perience a “safety  zone”  in  their 
homes,  families,  and  immediate 
environment.  If  violence  occurs 
within  their  fragile  “safety  zone,” 
i.e.  between  family  members  or 
by  a previously  trusted  friend  or 
relative,  children’s  ability  to  trust 
in  the  protection  of  others  may  be 
seriously  impaired. 

100 


Several  years  ago,  child  care 
professionals  found  that  if  they 
could  have  an  early  impact  on 
younger  children,  later  emotional, 
social,  behavioral,  and  learning 
difficulties  could  be  avoided.  The 
concept  of  the  Therapeutic 
Nursery  and  Preschool  at  Newark 
Beth  Israel  Medical  Center  grew 
out  ol  this  awareness.  Many  of  the 
children  in  this  program  have 
severe  behavior  disorders,  show 
poor  impulse  control,  and  are 
seriously  aggressive  or  hyperac- 
tive. Their  histories  often  reveal 
an  experience  of  sexual  or 
physical  abuse,  loss  of  a parent  or 
others  through  violence,  and  on- 
going maladjustment  to  confusing 
and  hurtful  surroundings. 

The  clinical  terms  given  to  the 
long-range  effects  of  experienc- 
ing violence,  e.g.  post-traumatic 
stress  disorder,  over-anxious  dis- 
order of  childhood,  reactive  be- 
havior disorder,  do  not  begin  to 
express  the  painful  terror  and  re- 
living of  these  experiences  that 
alternate  with  attempts  to  block 
out  the  horrors  by  emotional 
blunting.  At  times,  children  either 
re-enact  the  traumatic  events  or 
re-expose  themselves  to  similar 
circumstances  in  an  attempt  to 
master  the  previous  experiences 
they  have  survived. 


Treatment  efforts  often  are  un- 
successful initially  because  of  the 
magnitude  of  distress,  distrust, 
despair,  and  disorganization  that 
greets  the  clinician.  Patience  and 
understanding  often  dissolve  in 
the  face  of  resistance  on  the  part 
of  the  patient  or  family  to  re- 
veal historical  circumstances  or 
significant  facts  to  an  “authority. 

It  may  take  many  tests  of  the 
professional  helper  before  any 
semblance  of  trust  in  the  helping 
process  develops.  Distrust  often 
disrupts  treatment  efforts.  Profes- 
sionals themselves  despair  when 
these  victims  withdraw  from  con- 
tact or  engage  in  behavior  that  is 
self-injurious  or  hurtful  to  others. 
One  must  be  prepared  to  deal 
simultaneously  with  an  entire 
family  with  serious  past  and 
present  difficulties  as  well  as  con- 
cerns for  an  expectedly  difficult 
future.  Prevention  of  further  vic- 
timization becomes  a major  focus 
of  treatment,  as  does  the  iden- 
tification of  strengths  and 
stressors. 

There  are  very  few  situations 
more  troubling  for  helping 
professionals  than  treating  a child 
who  has  experienced  trauma. 
Physical  or  sexual  abuse,  loss  of 
a parent  or  loved  member  of  the 
family,  through  homicide  or 
suicide,  intentional  injury  by 
others,  witnessing  random  or 
planned  violence,  and  witnessing 
the  helplessness  of  adults  at  times 
of  natural  disasters  create  for  chil- 
dren a sense  of  despair,  a sense 
of  futility  in  attempting  to  main- 
tain attachments,  fearfulness  and 
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atalism  about  their  futures,  and 
distrust  of  the  motives  of  others. 

Healing  efforts  go  beyond  the 
immediate  intervention.  The  vic- 
tims of  acute  violence  have  had 
their  boundaries  shattered.  They 
aften  are  traumatized  not  only  in 
the  present;  their  histories  often 
reveal  a past  marred  by  emo- 
tionally and  physically  hurtful  ex- 
periences. There  are  effects  on 
their  entire  immediate  social 
network,  causing  family,  school- 
. mates,  friends,  and  others  to  be 
caught  in  the  plight  of  the  victims’ 
experiences.  Very  often,  because 
of  the  inability  to  find  a “safe 
place’  in  the  home,  school,  or 

I neighborhood,  treatment  pro- 
grams’ and  helpers'  motives  are 
met  with  skepticism,  anger,  or 
pervasive  distrust.  Without  in- 
tervention, future  development  is 
jeopardized. 

The  approaches  to  treatment 
for  victims  of  violence  have  to 
I take  into  account  the  develop- 
i mental  levels  of  the  people  in- 
’ volved,  the  socioeconomic  re- 
alities of  their  lives,  the  interven- 
I tions  and  preventions  that  are 

I possible  now  and  in  their  futures, 
and  the  educational  process  that 
includes  an  understanding  that  vi- 
olence not  only  deprives  children 
and  their  families  of  trust 
and  faith,  but  demoralizes  and 
desensitizes  them.  Those  who  ex- 
perience violence,  whether  from 
direct  involvement  as  victims  or 
from  a steady  diet  of  witnessing 
hurtful  events  in  their  neighbor- 
hoods or  media  presentations, 
come  to  think  of  violence  as  ac- 
ceptable, expectable,  inevitable, 
or  even  heroic  as  a means  of  re- 
solving conflict.  Treatment  efforts 
must  take  into  account  the  limited 
outlets  for  problem  solving  avail- 
able to  the  chronic  victims.  Vic- 
timization often  has  at  least  two 
undesirable  end  results:  creating 
passive,  more  vulnerable  parti- 
cipants who  suffer  further  painful 
situations  and  creating  newly  vio- 
lent and  angry  participants  who 
seek  to  resolve  feelings  of  power- 
lessness by  victimizing  more  help- 
less individuals.  Approaches  to  re- 


covery have  to  grapple  with  the 
impact  of  the  failed  development 
of  trust  and  empathy  or  the  lack 
of  hope  that  accompanies  many 
children’s  or  families’  experiences 
of  violence.  The  multifaceted  pro- 
gram of  treatment  includes 
prevention,  intervention,  and 
education,  e.g.  fostering  skills  in 
appropriate  self-protection,  avoid- 
ance of  revictimization,  revelation 
of  trauma,  nonviolent  conflict  res- 
olution. 

A realistic  assessment  of  the 
child’s  daily  experience  is  re- 
quired for  the  professional  to  un- 
derstand the  child.  The  youngster 
who  has  witnessed  (or  heard  of) 
five  drive-by  shootings  in  a month 
will  not  believe  the  adult  who  at- 
tempts to  reassure  him  that  the 
event  was  a random  event  not 
likely  to  happen  again.  A child 
whose  teacher  has  been  held  up 
at  gunpoint  by  an  intruder  while 
the  class  is  in  session  will  serious- 
ly doubt  that  “adults  in  the  school 
will  protect  children.  Children 
whose  parents  distrust  police  or 
social  agencies  will  not  readily 
feel  free  to  confide  in  those 
authorities.  Fearful  children  do 
not  trust  easily,  especially  if  their 
trust  has  been  betrayed;  proof  of 
trustworthiness  often  prevails. 
Concerned  empathic  rescuers, 
e.g.  caseworkers,  police,  emer- 
gency room  personnel,  mental 
health  treatment  teams,  often 
provide  pivotal  models  for  iden- 
tification and  strength  for  these 
otherwise  empathicallv  isolated 
children  and  their  families,  pav- 
ing the  way  tor  hope  and  change. 
Unfortunately,  the  professionals 
who  work  with  the  abused,  trau- 
matized, and  disenfranchised 
often  are  overwhelmed  by  the 
enormity  of  their  tasks  and  be- 
come themselves  desensitized  to 
the  victims’  situations.  Being  con- 
fronted by  overworked  or  un- 
trained personnel  inured  to  vio- 
lence and  its  effects  can  revic- 
timize families,  perpetuating  the 
often-found  disbelief  in  finding 
empathy  or  recourse  for  their  suf- 
fering. 

Programs  that  aim  to  treat  the 


devastating  effects  of  violence 
must  have  professionals  who  can 
tolerate  frustration  and  urgency, 
impatience  and  distrust,  self-de- 
feating attitudes  and  unrealistic 
hope,  seductive  manipulation, 
and  caustic  rejection.  Becoming 
an  ally  in  the  treatment  process 
often  means  standing  the  test  of 
time  and  patience,  experiencing 
with  the  patient  the  efforts  to 
break  free  from  a pessimistic  or 
fatalistic  world  view.  Teaching 
nonviolent  solutions  involves 
education  in  prevention:  preven- 
tion of  despair,  prevention  of 
“quick  fix  immediate  responses, 
and  prevention  of  a continuing 
perception  of  the  immediate  and 
extended  world  as  mean  and 
frightening.  To  achieve  this,  ther- 
apists have  to  be  able  to  work 
with  these  people  in  an  inevitable 
recounting  of  their  tragedies  in  a 
nonjudgmental,  empathic  man- 
ner, ready  to  educate  and  ov- 
ercome their  preconceived  no- 
tions of  helplessness,  powerless- 
ness, and  inability  to  conceive  of 
alternative  solutions  to  their 
predicaments.  Group  therapy 
often  allows  for  a sharing  of  ex- 
periences and  solutions,  helping 
each  other  to  draw  on  others’ 
strengths  and  gaining  insight  into 
one’s  own  contribution  to  the 
sense  of  powerlessness.  Children, 
especially  adolescents,  can  learn 
quickly  from  one  another  the 
lessons  that  they  ordinarily  resist 
in  individual  treatment  with  only 
the  adult  therapist  to  frustrate; 
peers  can  cut  through  these  re- 
sistances to  recognition  and 
change. 

Group  and  family  therapy  ex- 
periences, such  as  those  provided 
in  family  life  centers,  domestic  vi- 
olence survivor  groups,  and  rape 
crisis  programs,  enable  victims  to 
have  validation  of  their  emotional 
distress  and  learn  the  protective 
and  empowering  actions  that 
must  take  place  before  helpless- 
ness can  be  overcome.  As  in  any 
group  learning  process,  the  more 
limited  members  often  can  learn 
more  from  their  more  resilient  or 
resourceful  peers  who  have  dealt 
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more  effectively  with  trauma  than 
they  can  from  individual  therapy. 

Juvenile  jails  are  unlikely 
places  for  treatment,  but  many  in- 
mates come  from  deprived  and 
disturbed  families;  their  op- 
portunities for  learning  have  been 
limited  and  their  passive  or  active 
acceptance  of  violence  hardens 
and  blinds  them  to  alternatives. 
Mental  health  teams  within  cor- 
rectional facilities  often  can  pre- 
vent suicides,  direct  disturbed 
youngsters  to  appropriate  treat- 
ment or  rehabilitation  centers, 
and  make  meaningful  educational 
and  therapeutic  interventions. 

Efforts  at  treatment  must  in- 
volve an  assessment  of  the  re- 
sources available  to  the  patient.  It 
is  difficult  to  teach  positive  con- 
flict resolution  when  poverty, 
hunger,  and  inadequate  housing 
create  conditions  of  chronic 
stress,  and  where  guns,  gangs, 
and  drugs  rule  neighborhood  in- 
teractions; community  leaders 
and  police  often  have  the  only 
entry  into  an  entrenched  system. 
The  Yale-New  Haven  Community 
Police  Project  has  shown  how 
cross-training  between  police  and 
mental  health  teams  and  joint  in- 
volvement in  violence  crisis 
management  can  make  a signifi- 
cant difference  in  the  attitudes  of 
actual  or  potential  perpetrators  of 
violence  and  its  victims.  Effective 
drug  treatment  facilities,  charac- 
ter and  values  education  in  the 
schools  and  at  home,  appropriate 
supervised  community  recrea- 
tional facilities,  weapons  reduc- 
tion incentive  programs,  and  early 
identification  of  high-risk  families 
form  the  foundations  for  violence 
prevention  and  the  treatment  of 
those  already  utilizing  violence  as 
a solution.  When  family  violence 
has  been  identified,  treatment  in- 
cludes teaching  parents  the  im- 
portance of  using  nonviolent 
problem  solving.  They  then  will 
be  able  to  model  for  children  the 
value  of  stepping  back  from  the 
immediate  angry  response  and 
thinking  before  acting,  especially 
with  regard  to  physically  hurtful 
action.  Support  groups,  e.g. 


Parents  Anonymous,  for  those  in- 
clined to  violence  against  children 
or  battered  women’s  shelter  pro- 
grams for  those  family  members 
subjected  to  family  violence,  often 
provide  the  strengths  necessary 
for  victims  and  abusers  to  remove 
themselves  from  their  ac- 
customed roles.  Teaching  ap- 
propriate physical  and  verbal  dis- 
cipline preserves  safety  and  self- 
esteem. Harsh  physical  punish- 
ment by  parents  not  only  renders 
infants  vulnerable  to  physiological 
and  psychological  damage,  it 
teaches  that  power,  violence,  and 
victimization  are  acceptable  tools 
in  the  resolution  of  social  conflict. 
Teaching  empathy  shoidd  begin 
in  the  family.  Having  parents  ex- 
plain the  plight  of  others  helps 
children  understand  the  longer 
term  consequences  and  the  pain 
of  victims  of  violence.  Teaching 
critical  skills  is  a home-  and 
school-based  task;  it  can  be 
facilitated  by  reviewing  with  chil- 
dren the  pros  and  cons  of  movies, 
television  shows,  news  events, 
video  games,  comic  books,  library 
books,  political  debates,  peer  rela- 
tionships, and  school  attitudes. 
Youngsters  can  think  and  share 
ideas  without  feeling  put  down  or 
bullied  by  adults  with  comments 
such  as,  “That’s  not  what  I be- 
lieve in,”;  “That’s  the  quick  solu- 
tion, but  not  necessarily  the  best 
one,’ ; “Can  you  think  of  a better 
way  they  could  have  solved  that? 
An  increase  in  reflective  thinking 
can  reduce  victimization.  Survival 
skills  education  includes  thinking 


about  choices  at  times  of  threat, 
e.g.  avoiding  altercations  with  a 
volatile  or  armed  acquaintance. 
For  violent  offenders,  group  and 
individual  treatment  efforts 
emphasize  avoiding  friends, 
substances,  or  situations  that 
further  aggravate  their  loss  of 
control.  Adolescents  have  difficul- 
ty understanding  that  they  can 
suffer  consequences.  In  New 
Jersey’s  drunk  drivers’  rehabilita- 
tion program,  participants  are  re- 
quired to  watch  actual  films  of  the 
aftermath  of  accidents  caused  by 
impaired  drivers.  Youngsters  at 
risk  for  chronic  criminal  involve- 
ment participate  in  special  visits 
to  Rahway  State  Prison,  where 
they  hear  the  tragic  consequences 
of  criminal  action  from  inmates. 

Intervening  with  victims  or 
peipetrators,  who  often  them- 
selves have  been  victims,  requires 
a global  perspective  of  their  lives. 
Earning  the  trust  of  wary  and 
world-weary  children  is  its  own 
reward.  Enabling  avoidance  of  re- 
victimization to  these  vulnerable 
ones  involves  teaching  them  em- 
powerment, survival  skills,  and 
the  value  of  sharing  feelings  with 
others.  The  language  of  relation- 
ships often  proves  lifesaving,  both 
physically  and  emotionally.  H 


Dr.  Clemente  is  a child  psychiatrist  and 
clinical  director  of  the  Therapeutic 
Learning  Center  at  Newark  Beth  Israel 
Medical  Center.  Address  reprint  re- 
quests to  Dr.  Clemente,  Newark  Beth 
Israel  Medical  Center,  201  Lyons  Av- 
enue, Newark,  NJ  07112. 
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Your  First  Line  of  Defense 
Against  Managed  Care  Encroachment 


To  survive  the  inevitable  shake-out  of 
managed  care  encroachment  you  need 
an  accountant  experienced  in  the  critical 
issues  of  productive,  cost-efficient  practice 
management  in  the  1990's. 

To  prosper,  you  need  a C.P.  A.  firm 
that  can  show  you  how  to  increase  your 


gross  profits  without  seeing  additional 
patients. 

My  name  is  Charles  Jacobs  and  for 
more  than  20  years  as  a Certified  Public 
Accountant,  I have  been  helping  doctors 
develop  more  profitable,  more  satisfying 
practices  and  secure  their  retirement. 


• Medical  practice  management  and  consulting 

• Corporate,  Partnership,  Payroll  and  Individual  Tax  Returns 

• Practice  Planning  and  Evaluation  • Expansion  and  Acquisitiosn 

• Insurance  Evaluation  • Financial  Statements  • Budgeting  and  Projections 

• Tax  and  Estate  Planning  • Retirement  Planning  and  Pensions 

No-Charge  Financial  Evaluation  of  Your  Practice 

I'll  meet  with  you  — without  charge  or  obligation  — to  review  your  current  situation 
and  to  analyze  your  current  financial  statement  and  tax  returns. 


Call  Today  (201)  267-0140 


C.B.  Jacobs  & Company 
Certified  Public  Accountants 


— Helping  Medical  Practices  Prosper 


Duane,  Morris  & Heckscher 

Attorneys  at  Law 


ANNOUNCE  THE  RELOCATION  OF  OUR  NEW  JERSEY  OFFICE  TO 

SUITE  340 

51  HADDONFIELD  ROAD 

CHERRY  HILL,  NJ  08002 
(609)  488-7300 

THE  FIRM  PROVIDES  SERVICES  TO  PHYSICIANS  IN  THE  AREAS  OF 
HEALTH  LAW,  LITIGATION  AND  CORPORATE  AND  TAX  LAW 

FOR  ADDITIONAL  INFORMATION  ABOUT  OUR  HEALTH  LAW  PRACTICE  IN  NEW  JERSEY, 
PLEASE  CONTACT  ALMA  L.  SaRAVIA,  SPECIAL  COUNSEL 

Cherry  Hill,  New  Jersey 

Philadelphia,  Harrisburg,  Lehigh  Valley,  Wayne,  Pennsylvania 
Wilmington,  Dover,  Delaware  • New  York,  New  York 
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School  intervention  programs: 
An  approach  to  preventing 
child  abuse 


Sharon  J.B.  Copeland,  MSW 
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The  EPIC  program  is  a home,  school,  and  community  approach 
to  school  intervention  for  preventing  violence— especially  child 
abuse— replicated  in  50  New  Jersey  communities,  with 
assistance  from  the  New  Jersey  Chapter-National  Committee 
for  the  Prevention  of  Child  Abuse. 


Child  abuse  and  neglect 
are  one  of  several  forms 
of  violence  that  extend 
from  cradle  to  grave.  In 
1992,  there  were  2.9  million  re- 
ports of  alleged  cases  in  the 
United  States.  New  Jersey  has 
had  over  50,000  reports  annually 
for  the  past  six  years  with  a 
substantiation  rate  averaging  36 
percent  — nearly  20,000  cases 
each  year.1 

An  analysis  of  the  New  Jersey 
cases  shows  that  94  percent  of 
child  abuse  and  neglect  incidents 
occur  in  homes.  And  82  percent 
of  these  acts  are  inflicted  not  by 
perverts,  pedophiles,  or  socio- 
paths but  by  persons  that  children 
are  calling,  “Mommy  and  Dad- 
dy. Janet  Reno,  U.S.  Attorney 
General,  recently  stated,  “Vio- 
lence starts  at  home  and  interven- 
tion must  begin  early  to  break  this 
cycle  . . . with  parenting  skills  as 
key  factors  in  preventing  vio- 
lence.’ 

In  order  to  understand  what 
types  of  prevention  interventions 
are  most  effective,  it  is  important 
to  understand  the  causes  of  child 
abuse  and  other  types  of  violent 
behavior. 

Child  abuse  is  defined  as 
nonaccidental  injury  or  a pattern 
of  injuries  to  a child.  These  in- 


juries may  be  verbal  and  psy- 
chological as  well  as  physically  or 
sexually  abusive  and  may  be  the 
result  of  neglect.  Current  data 
suggest  that  parents,  guardians, 
and  caregivers  of  children  are  the 
primary  persons  abusing  children. 
Abuse  or  neglect  of  children  has 
been  correlated  with  lack  of  ade- 
quate parenting  skills;  lack  of 
knowledge  about  child/adolescent 
development;  low  self-esteem  of 
the  abuser;  isolation;  inability  to 
handle  stress;  inability  to  ade- 
quately parent  while  undergoing 
life/family  transitions  such  as  the 
addition  or  loss  of  a family 
member,  marital  problems,  or  job 
loss;  inability  to  control  or 
manage  anger;  alcohol  and  drug 
abuse;  environmental  stressors 
such  as  lack  of  adequate  housing, 
income,  or  affordable/accessible 
child  care;  poor  physical  or  men- 
tal health;  and  parenting  of  an 
“unwanted  child  or  a child  with 
special  needs. 

Identification  of  these  factors 
helps  to  understand  why  certain 
populations  may  be  more  at  risk 
of  being  abusive  such  as  teenage 
parents,  parents  who  were  abused 
as  children,  and  persons  living 
with  chronic  poverty,  substance 
abuse,  or  poor  mental/physical 
health.  In  other  words,  it  it  eriti- 
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cal  to  understand  that  poverty  p: 
does  not  cause  child  abuse  but  fc 
the  stress  of  an  ongoing  lack  of 
adequate  income  can  create  hope-  gi 
lessness,  despair,  and  a lack  of  w 
necessities  that  may  result  in  f( 
neglect  or  abuse  of  the  children  n 
in  the  family  if  the  family  is  v 
unable  to  access  supportive  in-  e 
come  services.  s 

These  factors,  coupled  with  1) 
society’s  attitude  toward  violence,  ! f 
often  make  it  difficult  to  design  r 
effective  prevention  programs  — 
despite  research  that  has  shown  s 
that  efforts  that  reach  parents  ( 
before  any  abuse  has  occurred  ij  i 
(primary  prevention)  is  more  ef-  t 
feetive  than  remedial  (tertiary)  ( 
child  abuse  prevention.  Providing 
parent  education  when  there  are 
insurmountable  environmental 
problems  is  not  enough.  Thus, 
studies  on  effective  prevention 
programs  suggest  the  following 
aspects  for  effectiveness:  a multi- 
system, multi-level  perspective; 
promotion  of  competence  via 
personal  and  environmental  fac- 
tors; empowerment  of  the  in- 
dividual and  his  groups;  sensitivi- 
ty to  the  developmental  process 
of  the  individual/group;  use  of 
scientific  and  academic  guidance 
for  program  designs,  content  and 
evaluation;  replicable  programs; 
program  managers  that  have  ex- 
tensive contact  with  the  project 
line  staff  and  clients;  long-range 
evaluation  design;  thorough  re- 
source analysis  during  the  pro- 
gram design  stage;  realistic 
methods  to  secure  needed  re- 
sources; "fall  back  plans  to 
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secure  needed  resources;  assess- 
ing the  needs  of  clients  and  pro- 
ject personnel;  program  design 
that  is  flexible  and  adaptable  to 
different  social  settings;  program 
staff  that  feel  ownership  of  their 
program;  program  that  fits  into  an 
existing  network  of  services  with- 
out leaving  gaps  or  creating 
duplications;  clients  who  feel  the 
program  is  helping;  support  from 
key  decision  makers  and  funding 
sources;  public  education  efforts 
to  the  citizens  as  well  as  the  de- 
cision makers;  better  prevention 
programs;  and  training  programs 
for  others.2 

Violence  is  a problem  that  be- 
gins at  home.  But  it  cannot  be 
won  on  the  homefront  alone.  Ef- 
fective prevention  programs  are 
multi-system,  multi-level,  and  de- 
velop competence  in  personal  and 
environmental  arenas.  A home, 
school,  and  community  approach 
has  been  advocated  by  many  ex- 
perts.3 This  type  of  approach 
moves  beyond  a school-centered 
or  child-centered  concept  and  in- 
stead puts  more  emphasis  on 
enabling  all  those  persons  who 
impact  a child’s  life — including 
the  child  — to  work  together  to  ac- 
complish the  goals.  Relationships 
and  partnerships  that  emphasize 
working  together  take  precedence 
over  an  approach  where  a service 
is  offered  (by  a professional  or 
bureaucratic  system)  to  manage  a 
problem.  A home,  school,  and 
community  approach  moves  away 
from  a “services  delivery, 
management  approach  that  puts 
the  responsibility  on  profes- 
sionals. It  engages  parents,  chil- 
dren, students,  teachers,  and 
citizens  in  a process  where 
everyone  has  responsibility  for 
change  and  success.  Often  a more 
risky  process,  this  process  lends 
itself  to  flexibility,  being  more 
sensitive  to  the  unique  needs  of 
the  participants,  including  cul- 
tural sensitivity  and  differing 
social  settings,  helps  empower 
participants,  and  gives  partici- 
pants a sense  of  ownership  of  the 
program  and  the  outcomes. 

When  the  New  Jersey  Chapter- 


National  Committee  for  the  Pre- 
vention of  Child  Abuse  (NJC- 
NCPCA)  researched  parent  edu- 
cation programs  that  would  help 
prevent  child  abuse  and  neglect, 
it  looked  for  a program  that  em- 
bodied characteristics  of  effective 
prevention  programs  and  also  had 
a home,  school,  and  community 
approach.  In  1989,  NJC-NCPCA 
obtained  a grant  from  the  New 
Jersey  State  Department  of 
Health,  Office  on  Alcoholism, 
Drug  Abuse  and  Addiction 
Services  to  replicate  the  Effective 
Parenting  Information  for  Chil- 
dren (EPIC)  program  in  the  Perth 
Amboy  and  South  Brunswick 
school  districts. 

The  premise  of  the  EPIC  pro- 
gram is  that  the  family,  school, 
and  community  need  to  be 
mutually  supportive  and  reinforc- 
ing to  develop  children’s  skills  for 
responsible  behavior.  The 
methods  used  involve  school 
teachers  who  incorporate  sequen- 
tial life  skills  into  the  daily  cur- 
riculum; parent  participation  in 
parent  education  workshops  using 
a curriculum  that  discusses  their 
concerns  and  develops  mutual 
support;  community  citizens  as 
volunteer  facilitators  of  parent 
groups  or  supporters  of  meetings 
or  child  care  for  parents  attending 
the  workshops;  and  community 
agencies  that  make  referrals  to 
the  parenting  groups. 

The  school  component  of  EPIC 
consists  of  training  teachers  to  use 
a well-planned  group  of  activities 
that  can  be  integrated  into  daily 
subject  areas.  Based  on  identified 
concepts  and  skill  competencies 
drawn  from  developmental  and 
self-concept  theories  advanced  by 
Piaget,  Erikson,  and  Beane,  the 
activities  help  children  explore, 
identify,  and  develop  skills.  The 
EPIC  curriculum  covers  three 
categories:  improvement  of  self- 
eoncept/self-esteem;  development 
of  responsible  behavior  through 
rules,  rights,  and  responsibilities; 
and  developing  problem-solving 
and  decision-making  skills.  Part  of 
the  curriculum  on  rights  includes 
developing  respect  for  diversity 


and  multiculturalism.  In  addition 
to  teachers,  EPIC  trains  school 
support  staff  such  as  bus  drivers, 
aides,  and  administrative  and 
maintenance  personnel  in  their 
impact  on  children. 

The  home  component  of  EPIC 
focuses  on  parent  workshops  held 
during  the  day  or  evening,  at 
schools,  churches,  and  other  com- 
munity-based sites,  led  by  volun- 
teer EPIC-trained  facilitators. 
These  workshops  offer  informa- 
tion on  parenting  concerns, 
facilitate  parent-to-parent  idea  ex- 
change, and  foster  parental  self- 
confidence  and  skills  to  strength- 
en the  parent’s  role  at  school  and 
in  the  community.  Although  the 
workshops  are  designed  as  two- 
hour,  six-week  sessions,  many 
groups  continue  for  several  years, 
becoming  support  groups  as  their 
children  grow  and  go  through  var- 
ious developmental  transitions. 
Child  care  is  offered,  provided  by 
EPIC-trained  volunteers.  Both 
the  child  care  and  parent  work- 
shops are  given  at  no  cost  to  the 
families. 

The  EPIC  program  frequently 
is  offered  through  a school  dis- 
trict. However,  the  home  compo- 
nent is  successfully  used  in  com- 
munity agency  settings,  housing 
developments,  and  workplace  set- 
tings. EPIC  released  a new  cur- 
riculum in  1993  for  parents  with 
children  ages  0 to  3 years  that  will 
target  child  care  centers  and 
other  entities  serving  parents  and 
infants. 

EPIC  has  been  successfully 
used  in  community  settings  as 
diverse  as  schools  in  Harlem,  Buf- 
falo, and  Westchester,  all  in  New 
York.  It  also  is  used  in  homeless 
shelters,  youth  detention  centers, 
and  family  counseling  agencies. 
The  curriculum  and  training  are 
available  in  Spanish  as  well  as 
English,  and  parent  workshop 
topics  differ  for  toddlers,  young 
children,  and  adolescents.  EPIC 
is  offered  in  11  states.  During 
1992  to  1993,  1,200  teachers  were 
trained  in  23  school  districts; 
2,450  parent  workshops  were 
held  and  attended  by  over  20,000 
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parents;  and  900  volunteers  re- 
ceived EPIC  training  and  do- 
nated nearly  33,000  hours  to  the 
program. 

In  New  Jersey,  NJC-NCPCA  is 
an  associate  of  EPIC.  NJC- 
NCPCA  provides  replication  as- 
sistance to  nearly  50  EPIC  sites. 
Pre-  and  post-evaluation  of  the 
parent  workshops  are  annually 
conducted.  Consistently,  parents 
report  increased  self-confidence 
and  improvement  in  the  quality  of 
relationships  with  their  children 
following  participation  in  the 
workshops.  Teachers  report  posi- 
tive change  in  students  and  in- 
creased involvement  with  par- 
ents. 

The  role  of  the  health  care 
professional  in  preventing  and 
responding  to  violence  is  an  im- 
portant one.  Because  health  care 
professionals  must  treat  patients 
who  come  to  them  because  of  vio- 
lent acts,  whether  child  abuse  or 
domestic  violence  in  the  home 
setting  or  wounds  inflicted  in 
school  or  street  settings,  they 
have  powerful  and  compelling 
first-hand  knowledge  of  the 


magnitude  of  the  problem.  Health 
care  personnel  can  influence 
policy  and  legislation,  change  or- 
ganizational practices,  foster  co- 
alitions and  networks  that  address 
violence  and  its  prevention,  and 
promote  community  education. 
The  health  care  professional  is  an 
ideal  advocate  to  help  citizens  in 
their  local  communities  under- 
stand violence-related  issues  and 
to  facilitate  the  community’s  in- 
volvement in  violence  preven- 
tion— such  as  bringing  EPIC  into 
local  schools. 

SUMMARY 

Child  abuse  and  neglect  are 
often  a child’s  first  introduction  to 
the  violent  society  in  which  he 
lives.  Combatting  violence,  in- 
cluding child  abuse,  requires  a 
multifaceted  approach  to  rein- 
force the  value  of  a human  life 
and  the  commitment  to  a non- 
violent lifestyle.  Combining  a 
home,  school,  and  community  ap- 
proach strengthens  a community’s 
ability  to  improve  skills  of 
parents,  teachers,  youth,  and 
citizens.  EPIC  program  is  such  an 


approach  that  can  be  tailored  to 
meet  local  needs.  It  is  available  in 
50  New  Jersey  communities  with 
replication  assistance  provided  by 
NJ-NCPCA.  ■ 
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Provident  Life  & Accident 
Insurance  Company 
New  Insurance  Carrier 
for  the  MSN) 

Health  & Dental  Programs 

Effective  December  31,  1994. 


Same  Great  Benefits...Same  Solid  Coverage... 
Same  Competitive  Costs 


Provident  Life  and  Accident  Insurance 
Company  is  one  of  the  country's  oldest 
and  largest  insurers.  Founded  in  1887, 
Provident  has  in  excess  of  $15  billion 
in  assets,  and  a tradition  of  serving 
professional  associations  and  health  care 
industry  customers. 


Donald  F.  Smith  & Associates'  dedicated 
staff  of  professionals  will  continue  to 
provide  consulting,  enrollment,  billing, 
claim  submission  assistance  and  other 
administrative  services. 


The  American  Medical  Association,  IBM, 

Campbell  Soup  Company  and  Nissan  Motor 
Company  have  entrusted  Provident  with 

their  benefit  programs  for  many  years. 

v1 

ft 

Provident  holds  an  A rating  from  the  A.  M.  ; 

Best  Company  for  financial  stability  and  J 

operating  performance.  This  A rating  is  one 
of  the  highest  grades  available. 


The  new  Provident  program  continues  to 
permit  participating  members  total  freedom 
of  choice  when  selecting  providers. 


For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  227-6484 

Plans  are  not  available  to  residents  of  New  York  State. 


DONALD  F.  SMITH  ^^ASSOCIATES 


VOL.  92-NUMBER  2 FEBRUARY  1995 


107 


A 


Geriatric  assessment  in  the 
diagnosis  and  treatment 
of  elder  abuse 

Joshua  D.  Schor,  MD 
Aleshia  Selby,  MSW 
Cecilia  A.  Bertone,  RN,  MSN 


With  the  growing  problem  of  elder  abuse,  it  is  imperative  that 
physicians  become  aware  of  the  warning  signs  of  elder  abuse. 
In  addition,  physicians  must  be  knowledgeable  in  the  diagnosis 
and  treatment  of  elder  abuse.  Educated  physicians  can  help 
to  alleviate  this  problem. 


By  the  year  2000,  it  is 
estimated  that  over  13 
percent  of  the  United 
States  population  will  be 
over  65  years  of  age.  This 
represents  approximately  35 
million  people.  The  frailest  group, 
those  over  85  years,  will  rise  to 
more  than  5 million  persons  by 
the  year  2000.  This  burgeoning 
elderly  population,  because  of  its 
dependency  and  frailty,  is  at  high 
risk  for  abuse.  It  is  imperative 
that  health  care  providers  become 
aware  of  the  warning  signs  of 
elder  abuse.  Identifying  elder 
abuse  is  difficult  as  there  are  vari- 
ous types  of  abuse. 

The  American  Medical  Associa- 
tion (AMA)  has  broken  down 
elder  abuse  into  different  classes.1 
Physical  abuse  consists  of  violent 
acts  that  can  result  in  pain  or 
injury,  such  as  the  striking  or 
pushing  of  a person,  sexual  as- 
sault, force  feeding,  and  the  im- 
proper use  of  physical  or  chemical 
restraints.  Physical  neglect  con- 
sists of  withholding  or  withdraw- 
ing food,  liquids,  or  hygiene. 
There  may  be  other  elements  that 
are  essential  to  the  well-being  of 
the  patient  such  as  eyeglasses, 
hearing  aids,  and  assistive  de- 
vices, which  are  withheld  from 
the  patient. 


Psychological  abuse  causes  fear 
in  the  older  person  being  abused. 
This  may  manifest  itself  as  verbal 
threats  or  harassment.  The  abuser 
may  threaten  the  patient  that  he 
will  withhold  treatment  or  food  in 
certain  situations.  The  abuser  also 
may  prevent  the  person  from 
participating  in  other  activities  or 
meeting  with  friends  or  family. 
Infantilization  is  commonly  seen 
in  this  setting.  Psychological  ne- 
glect occurs  when  the  abuser  de- 
liberately attempts  to  isolate  the 
older  adult.  This  may  involve 
leaving  the  older  person  alone  for 
long  periods.  The  abuser  also  may 
prevent  the  older  person  from  re- 
ceiving news  and/or  compa- 
nionship. Patients  in  this  situation 
often  present  with  depression  and 
appear  withdrawn. 

The  next  category  is  financial 
abuse.  This  consists  of  the  abuser 
using  an  older  person  s resources 
for  his  own  financial  gain.  The 
abuser  may  outright  steal  from 
the  abused  or  coerce  the  older 
person  into  giving  the  abuser 
power  of  attorney.  A related  form 
of  abuse  is  financial  neglect.  This 
occurs  when  the  abuser  fails  to 
use  the  older  adult’s  resources  to 
help  care  for  that  adult.  The 
abuser  may  be  reluctant  to  steal 
money  outright  but  hopes  that 


when  the  patient  dies,  the  money 
will  be  left  to  the  abuser. 

The  last  category  is  the  viola- 
tion of  personal  rights.  This  oc- 
curs when  the  abuser  removes 
the  older  person’s  ability  to  make 
decisions.  This  can  involve  de- 
cisions regarding  health  care  and/ 
or  finances.  An  example  of  this 
would  be  the  attempt  by  the 
abuser  to  ignore  or  override  a pa- 
tient’s living  will.  This  also  can 
occur  when  a caregiver  attempts 
to  keep  an  older  adult  at  home 
who,  in  reality,  prefers  to  be  in 
a nursing  home  or  vice  versa. 

Estimates  have  been  made  re- 
garding the  extent  of  elder  abuse 
in  the  population.  In  an  urban 
setting  in  Boston,  Pillemer  and 
Finklehor  extrapolated  data  to 
show  that  in  the  United  States,  for 
people  over  the  age  of  65  years, 
approximately  one  million  elderly 
experienced  some  form  of  elder 
abuse.2  It  has  been  recorded  by 
the  AMA  that  only  1 in  14  eases 
of  elder  abuse  is  reported.  The 
victims  of  elder  abuse  frequently 
are  embarrassed,  afraid,  in- 
timidated, or  in  frank  denial  of 
their  mistreatment.  They  also  re- 
main ignorant  of  professional 
agencies  available  for  help.  Most 
elder  abuse  is  recurrent  because 
the  abused  tend  to  live  with  their 
abusers.  They  also  are  dependent 
on  their  abusers  for  basic  care. 
Victims  of  elder  abuse  are  likely 
to  be  women  over  the  age  of  75 
who  are  dependent  on  others  for 
their  care.  This  dependency  may 
result  from  either  a mental  or  a 
physical  illness.  While  this  makes 
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sense  intuitively,  others  argue 
that  frail  elders  appear  subject  to 
more  abuse  because  of  ascertain- 
ment bias.  This  means  that  frail 
elders  more  commonly  need 
medical  attention  because  of  their 
illnesses  and,  therefore,  are  more 
commonly  diagnosed  as  being 
abused.  More  recent  studies 
demonstrate  that  the  prevalence 
of  elder  abuse  is  no  different 
between  men  and  women  or 
between  the  frail  and  healthy 
elderly.3 


PHYSICIAN  S ROLE 


The  physician’s  role  in  taking 
the  medical  history  should  com- 
plement that  of  the  geriatric  nurse 
practitioner  and  social  worker.4 
The  physician  can  focus  on  a pa- 
tient’s particular  illness.  For  ex- 
ample, if  the  patient  is  diabetic 
and  the  caregiver  is  in  charge  of 
insulin  injections,  assessment  of 
blood  sugar  may  give  some  in- 
dication as  to  the  level  of  com- 
pliance by  the  caregiver.  The 
same  would  hold  true  for  medica- 
tions that  are  measurable  in  blood 
such  as  digoxin. 

Information  should  be  obtained 
regarding  the  frequency  and  ex- 
tent of  falls  and  existence  of 
pressure  sores.  The  physician 
should  interview  the  caregiver 
separately.  For  demented  patients 
with  behavioral  problems,  the 
caregiver  should  be  asked  ex- 
plicitly what  he  does  when  the 
patient’s  behavior  begins  to  de- 
teriorate. This  may  elicit  impor- 
tant information  regarding  abuse. 
Like  other  members  of  the  team, 
the  physician  must  remain  objec- 
tive and  nonjudgmental.  This  may 
allow  for  easier  history  gathering. 
The  physician  can  acknowledge 
how  difficult  the  situation  must 
be  for  the  caregiver.  This  may 
prompt  the  caregiver  to  reveal 
that  he  locks  the  patient  in  a room 
in  order  to  avoid  becoming  vio- 
lent with  the  patient.  Alterna- 
tively, the  caregiver  may  reveal 
that  he  physically  restrains  the 
patient  by  tying  the  patient  to  a 
bed  during  these  episodes.  This 
historical  information  must  be 


documented  in  the  patient’s 
chart.  In  interviewing  the  patient, 
direct  questions  may  be  posed 
such  as  whether  the  patient  has 
been  kicked,  slapped,  or  other- 
wise physically  injured.  While  it 
is  difficult  to  assess  a patient  with 
dementia  who  may  be  paranoid 
from  the  dementia,  occasionally,  a 
paranoid  belief  about  a family 
member  may  be  based  on  actual 
abuse  that  is  taking  place.  This 
remains  a difficult  judgment  at 
best. 

Another  difficult  judgment  is 
the  case  of  so-called  "doctor-hop- 
ping. This  is  sometimes  prac- 
ticed by  an  abusive  caregiver  to 
avoid  any  one  doctor  suspecting 
abuse.  Nevertheless,  physicians 
do  see  legitimate  changes  in 
medical  care  by  families  who  feel 
that  the  problems  of  their  de- 
mented and/or  frail  family 
members  are  given  short  shrift  by 
a series  of  physicians.  This 
prompts  them  to  seek  yet  another 
physician’s  counsel.  Recent 
moves  by  the  patient  into  a new 
setting  can  be  the  result  of  an 
abusive  situation  or  can  cause  an 
abusive  situation  to  develop.  A 
family  member  that  may  take  in 
an  elderly  patient  without  under- 
standing the  work  and  sacrifice 
involved,  may  become  subjected 
to  the  stress  of  the  situation.  This 
often  results  in  neglect  or  abuse. 

The  physical  examination  is 
crucial  in  cases  of  suspected 
abuse.  Abused  patients  often  ap- 
pear extremely  frightened  upon 
examination.  They  sometimes 
flinch  when  touched.  The  physi- 
cian also  should  observe  the  state 
of  hygiene  and  look  for  evidence 
of  infestation  by  insects.  Is  the 
clothing  appropriate  to  the 
season?  Are  the  clothes  clean?  It 
is  important  to  perform  this  ex- 
amination in  the  absence  of  the 
caregiver.  Does  the  patient  visibly 
relax  when  the  caregiver  leaves 
the  room?  Does  the  patient  make 
any  negative  comments  about  the 
caregiver  when  the  caregiver  has 
left  the  room? 

The  examination  continues  by 
examining  the  nails  and  toes. 


Have  the  nails  been  cut?  On- 
ychomycosis is  common  in  the 
elderly  and  represents  a fungal 
infection  of  the  nails.  However, 
onychogryphosis  manifests  as 
“ram’s  horn  nails.  This  usually  is 
a sign  of  poor  care.  If  eechvmoses 
are  present,  the  physician  should 
document  the  location,  size,  and 
color.  New  lesions  tend  to  be  dark- 
purple  in  color  and  old  lesions 
tend  to  be  yellow  or  brown.  The 
appearance  of  various  colors  im- 
plies that  multiple  eechvmoses 
have  occurred  over  time  and  can 
be  suggestive  of  multiple  hills  or 
abuse.  Eechvmoses,  especially  on 
the  upper  arms,  may  indicate 
forceful  holding  or  shaking  of  the 
patient  by  the  caregiver.  The 
physician  also  should  look  for 
evidence  of  cigarette  burns  or 
other  imprints  on  the  skin  that  are 
recognizable.  Pressure  ulcers 
often  are  present  in  the  elderly 
and  these  should  be  examined 
with  all  dressings  removed. 
Evidence  of  foul  smelling  or 
necrotic  pressure  ulcers  that  have 
not  been  brought  to  the  attention 
of  a physician  raises  the  suspicion 
of  neglect. 

The  extremities  should  be  ex- 
amined carefully.  Marks  about  the 
wrist  or  ankle  suggest  the  use  of 
restraints.  Erythema  or  frank 
bums  in  a stocking  distribution 
could  also  signify  injuries  from 
immersion  in  hot  water.  One 
must  be  careful,  however,  since 
contact  dermatitis  from  new  socks 
or  footwear  at  first  glance  can  ap- 
pear similar.  Shortening  or  ex- 
ternal rotation  of  a leg  should 
prompt  an  x-ray  of  the  hip  on  that 
side.  This  may  uncover  an  occult 
fracture  or  other  injury  that  was 
never  brought  to  medical  atten- 
tion. On  occasion,  bed-bound  pa- 
tients with  hip  fractures  are 
evaluated  by  orthopedists  and  al- 
lowed to  heal  without  fixation  or 
pinning.  However,  this  is  increas- 
ingly uncommon  and  needs  to  be 
addressed  in  the  history.  The  rec- 
tal and  sacral  areas  also  should  be 
examined  for  evidence  of  diaper 
rash.  If  such  a rash  is  present,  the 
physician  needs  to  ask  how  long 
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it  has  been  there.  Many  older  pa- 
tients who  are  incontinent  de- 
velop these  rashes  but  chronicity 
and  lack  of  medical  attention  can 
signify  neglect.  Lacerations  or 
bleeding  from  the  rectum  or  vagi- 
na can  signify  sexual  abuse.  Other 
causes  for  this  that  are  unrelated 
to  abuse  include  hemorrhoids  and 
atrophic  vaginitis.  One  needs, 
therefore,  to  be  careful  and 
perform  a thorough  examination. 

Neurologic  examination  is  im- 
portant to  assess  mental  status. 
Any  lethargy  or  signs  of  excess 
sedation  are  noted  and  elaborated 
upon  in  the  history.  This  suggests 
over-sedation  with  medication  or 
a head  injury  due  to  physical 
abuse.  If  the  index  of  suspicion  is 
high,  a computed  tomography 
(CT)  scan  of  the  head  may  be 
indicated  to  exclude  subdural 
hematoma.  One  should  also  assess 
for  focal  neurologic  deficits  in 
order  to  appreciate  how  difficult 
the  care  of  a particular  patient  can 
be.  A medical  team  discusses 
these  findings  and  couples  them 
with  the  ability  of  the  patient  to 
perform  the  activities  of  daily  liv- 
ing. After  this  information  is  ob- 
tained, the  medical  team  can  ap- 
proach the  caregiver  and 
emphasize  how  difficult  it  must 
be  to  care  for  this  patient.  The 
caregiver  at  this  point  may  open 
up  and  reveal  information  perti- 
nent to  abuse. 

The  physician  needs  to  be 
aware,  in  any  setting,  of  the 
proper  avenues  for  referral  when 
elder  abuse  is  suspected.  First 
and  foremost,  the  physician’s 
responsibility  is  to  see  that  the 
patient  is  in  a safe  environment. 
This  may  involve  hospitalization 
of  the  patient  if  it  is  considered 
unsafe  to  return  the  patient  to 
the  home  environment;  such  hos- 
pitalization should  be  suggested 
only  in  a situation  where  there  is 
a real  suspicion  of  abuse  and 
danger  to  the  patient.  A compe- 
tent patient  may  refuse  to  be 
hospitalized.  The  physician  needs 
to  explain  the  risks  of  this  de- 
cision to  the  patient  and  should 
still  refer  the  case  to  Adult 


Protective  Services  (APS).  APS  is 
an  agency  that  exists  by  law  in 
every  state  to  investigate  cases  of 
possible  abuse.  A new  law  in  New 
Jersey  allows  access  to 
households  that  might  refuse 
entry.5 

Most  states,  including  New 
Jersey,  have  mandatory  reporting 
laws.  This  can  put  the  physician 
in  a difficult  position.  If  a compe- 
tent patient  insists  on  returning  to 
the  abusive  environment  and  asks 
the  physician  not  to  report  the 
situation  to  APS,  the  physician 
may  wonder  whether  a greater 
duty  is  owed  to  the  confidential 
physician-patient  relationship  or 
to  the  mandatory  reporting  law. 
Most  experts  agree  that  the  physi- 
cian still  is  obligated  to  report  the 
suspected  abuse  to  the  proper 
agency. 

CONCLUSION 

The  mistreatment  of  older  peo- 
ple is  a sad  but  stark  reality  in  our 
society.  Education  of  physicians  is 
needed  to  help  combat  the 
problem.  The  disciplines  of  nurs- 


ing, social  work,  and  medicine 
complement  each  other  in  ad- 
dressing the  problem  of  elder 
abuse  H.  i 
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MSNJ  initiatives 
in  the  campaign 
on  domestic  violence 

Barry  Prystowsky,  MD 
Alan  J.  Lippman,  MD 


Reflecting  concern  of  the  Medical  Society  of  New  Jersey,  the 
Subcommittee  on  Violence  is  dealing  with  legislative  initiatives, 
physician  education,  and  the  development  of  innovative 
strategies  concerning  violence.  The  Subcommittee  is  studying 
the  physician’s  role  in  the  diagnosis  and  treatment  of  violence. 


- n -u  ecognizing  the  essential 
9 role  of  physicians  to  con- 
front  violence,  the  Med- 
JL  ical  Society  of  New 
Jersey  (MSNJ)  established  in 
1993,  the  Subcommittee  on  Vio- 
lence to  explore  methodologies 
for  the  medical  community  to  be- 
come better  informed,  more 
acutely  involved,  and  increasingly 
proactive.  Particular  emphasis  for 
the  Subcommittee  was  on  preven- 
tion of  violence  and  the  develop- 
ment of  effective  interventions  for 
victims  of  violence. 

The  Subcommittee's  initial 
focus  was  on  domestic  and  family 
violence.  Later  attention  was 
directed  toward  community  and 
street  violence.  During  the  first 
year  of  its  existence,  the  Subcom- 
mittee developed  guidelines  for  a 
medical  policy  manual  on  vio- 
lence, supported  violence-related 
legislation,  and  endorsed  an  anti- 
violence advertising  campaign. 
The  Subcommittee  encouraged 
better  coordination  of  services 
already  offered  by  various  state 
departments  and  community 
agencies.  Overall,  emphasis  was 
placed  on  the  concept  that  vio- 
lence is  a health  care  issue  and 
impacts  health  care  costs  and  uti- 
lization of  health  care  resources. 

To  increase  public  awareness  of 


domestic  violence  and  to  en- 
courage people  to  seek  help  and 
referral  to  existing  community  re- 
sources, MSNJ  initiated  a publici- 
ty campaign  that  included  news- 
paper advertisements,  public 
service  announcements  on  televi- 
sion and  radio,  and  a public  rela- 
tions media  campaign.  These  ac- 
tivities were  coordinated  by  two 
public  relations  agencies,  MWW/ 
Strategic  Communications  and 
Jones-Green wald  and  Associates. 

Strategies  for  family  violence. 
One  of  the  major  initiatives  of  the 
Subcommittee  on  Violence  was 
the  development  of  strategies  for 
addressing  family  violence.  In 
New  Jersey,  family  violence  is  a 
major  concern,  affecting  300,000 
New  Jersey  women,  which  ac- 
counts for  30  percent  of  all 
emergency  department  visits  by 
women. 

Family  violence  is  an  especially 
difficult  public  health  challenge 
for  several  reasons.  Funds  for 
social  service  and  public  health 
programs  are  highly  constrained 
as  well  as  the  combination  of  gov- 
ernment budget  cuts  and  limita- 
tions on  private  funding  sources. 
Society  appears  unwilling,  in 
some  respects,  to  accept  the 
magnitude  or  severity  of  family 
violence.  Privacy  issues  often 


preclude  complete  disclosure  of 
individual  case  records.  Physi- 
cians tend  to  lack  relevant  ex- 
pertise, examinations  may  be  in- 
trusive and  uncomfortable  to  vic- 
tims, physical  signs  of  abuse  may 
have  dissipated  by  the  time  an 
examination  is  conducted,  and 
concerns  about  liability  may  dis- 
courage a thorough  pursuit  of 
clues. 

Strategies  to  address  these 
issues  include  exploitation  of  po- 
tential funding  sources,  educa- 
tional initiatives,  and  the  estab- 
lishment and  the  possible  devel- 
opment of  family  violence  preven- 
tion centers.  The  latter  concept 
has  been  regarded  as  a practical, 
economical,  and  cost-effective 
methodology  for  diagnosis  and 
treatment.  Potential  establish- 
ment of  such  programs,  in  affilia- 
tion with  existing  medical  schools 
in  Newark,  New  Brunswick,  and 
Camden,  has  been  advanced  as  a 
particularly  promising  interven- 
tion. 

Effective  violence  prevention 
demands  a coordinated  effort  be- 
tween and  among  various  agen- 
cies, including  the  New  Jersey 
State  Departments  of  Education, 
Health,  Human  Services,  and 
Community  Affairs,  battered 
women’s  shelters,  adult  protective 
agencies,  family  service  bureaus, 
agencies  on  aging,  and  the  Com- 
mittee for  Prevention  of  Child 
Abuse. 

Legislative  initiatives.  Legis- 
lative initiatives  to  confront  vio- 
lence have  received  substantial 
attention  by  the  Subcommittee, 
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which  has  resolved  to  support  a 
number  of  bills  pending  before 
the  state  Legislature.  Among  the 
bills  that  have  been  passed  are: 
A-284,  which  establishes  man- 
datory minimum  prison  terms 
without  the  possibility  of  parole 
for  sexual  assault  when  the  victim 
is  under  16  years;  A-286,  which 
broadens  the  definition  of 
domestic  violence  to  include 
those  under  18  years  and  those 
who  are  dating;  A-287,  which 
would  appropriate  $750,000  to 
establish  domestic  violence  re- 
source centers  in  three  counties; 
A-289,  which  expands  current  law 
to  include  stalking  and  provides 
immunity  to  those  who  report 
domestic  violence;  A-290,  which 
establishes  as  a crime  the  attempt 
to  lure  or  entice  a child  into  a 
motor  vehicle  or  other  structure; 
and  A-538,  which  denies  visita- 
tion or  custody  to  persons  con- 
victed ol  sexually  assaulting  a 
child,  or  if  the  child  was  born  of 
a sexual  assaidt. 

Effects  on  health  care  costs. 
While  family  violence  interven- 
tions can  be  justified  on  humani- 
tarian grounds,  a powerful  argu- 
ment can  be  made  that  such  pro- 
grams will  reduce  overall  health 
care  costs.  Just  as  prenatal  care 
has  been  shown  to  save  money, 
specialized  family  violence  pro- 
grams can  accomplish  the  same 
goal.  Regional  diagnostic  centers 
would  hold  down  health  care 
costs  by  reducing  the  volume  of 
expensive  emergency  department 
visits  and  improve  the  efficiency 
of  care  for  victims  of  violence. 

Educational  initiatives.  Educa- 
tional initiatives  in  the  area  of  vio- 
lence prevention  can  be  directed 
across  various  fronts:  physicians, 
other  health  care  and  social 
service  workers,  school  person- 
nel, patients,  and  the  public. 

Because  physicians  frequently 
are  the  initial  health  providers 
called  upon  to  intervene  in  sus- 
pected cases  of  violence,  proper 
and  effective  training  has  been 
felt  to  be  essential  to  facilitate 
early  and  prompt  diagnosis,  ex- 
peditious evaluation,  and  ap- 


propriate referral  to  suitable 
treatment  facilities. 

MSNJ  has  given  high  priority 
to  updating  physicians  on  new  de- 
velopments in  the  diagnosis  and 
prevention  of  violence.  Among 
the  educational  tools  recom- 
mended by  the  Subcommittee  is 
an  addendum  to  office  policy 
manuals  describing  key  referral 
agencies  and  providing  a descrip- 
tion of  helpful  hints  to  diagnose 
victims  of  violence,  as  well  as  sug- 
gestions on  how  to  accomplish  ap- 
propriate referrals. 

Members  of  the  Subcommittee 
have  made  themselves  available 
to  assist  physicians  directly  or  to 
provide  administrative  support  to 
resolve  dilemmas.  In  addition, 
members  may  serve  as  expert  wit- 
nesses in  the  legal  process  of 
substantiating  in  court  the  conse- 
quences of  violent  acts. 

Establishment  of  referral  cen- 
ters. The  establishment  of  re- 
gional diagnostic  and  treatment 
centers  for  abuse  intervention,  an 
innovative  approach  favored  by 
the  Subcommittee,  needs  further 
study  and  development.  The  ad- 
vantages of  such  centers  are:  in- 
creased efficiency  of  interventions 
while  limiting  ancillary  and  over- 
head costs;  synergistic  efforts,  due 
to  the  overlap  of  different  mani- 
festations of  violence  and  the  ex- 
istence of  variable  patterns  of  vio- 
lence in  families;  practical  and 
economic  diagnosis  of  family 
dynamics;  coordinated  education 
and  prevention;  centralization  of 
research  and  teaching  programs 
for  primary  health  care  providers; 
evaluation  of  intervention  strate- 
gies; coordination  with  communi- 
ty resources;  and  home  visitation 
outreach. 

The  concept  of  a specialized 
center  for  violence  intervention 
and  prevention  rests  on  certain 
presumptions.  First,  since  physi- 
cians often  are  involved  with  de- 
tection of  presumably  violent  acts 
at  their  initial  stage,  it  may  be 
assumed  that  physicians  wish  to 
have  ready  access  to  a centralized 
center  for  expedient  referral  of 
victims.  Further,  it  may  be  that 


some  individual  hospitals  may  not 
have  sufficient  facilities  to  pro- 
vide comprehensive  interven- 
tions. A family  violence  center 
would  serve  to  organize  and 
network  community  resources,  al-  * 
leviate  unnecessary  and  costly  | 
emergency  room  evaluations,  and 
expedite  life-saving  interventions. 

Possible  obstacles  to  the  reali-  So 
zation  of  this  approach  include  jj( 
lack  of  public  acceptance  of  this  fli 
modality,  lack  of  funding,  and  lie 
problems  of  implementation.  ir 

Future  goals.  Working  from  yo 
this  broad-based  foundation  of  of 
concern,  the  Subcommittee  plans 
to  expand  its  attention  to  encom- 
pass other  relevant  needs  and  (o 
priorities  including  further  coor-  I 
dination  and  integration  of  avail-  ai 
able  health  care  sendees;  enhanc-  I I 
ing  the  family  unit  as  a stabilizing  i m 
phenomenon;  focusing  on  street  m 
violence,  including  riots,  gang  B 
wars,  carjacking,  homicide,  rape,  « 
and  drug-related  crimes;  working  G 
with  legislatures  and  various  $ 
health  care  entities  to  promote  si 
and  streamline  interventions,  1' 
preventive  measures,  and  healthy 
lifestyles;  and  developing  and 
promoting  effective  alternatives  to  p 
violence. 

The  Subcommittee  views  its  i 
role  as  facilitative — to  coordinate 
and  prioritize  violence  interven- 
tion and  prevention  strategies.  A 
major  impetus,  however,  must  | 
come  from  the  state’s  practicing  i 
clinicians  who  serve  on  the  j 
frontlines  of  the  effort.  I 

Dr.  Prystowsky  is  chairman,  MSNJ 
Subcommittee  on  Violence.  Dr.  Lipp- 
man  is  guest  editor  of  this  special 
issue  and  vice-chairman,  MSNJ  Com- 
mittee on  Publication.  Dr.  Prystowsky 
is  affiliated  with  Clara  Maass  Medical 
Center,  United  Hospitals  Medical 
Center,  and  Saint  Barnabas  Medical 
Center.  Dr.  Lippman  is  affiliated  with 
Newark  Beth  Israel  Medical  Center. 
Address  reprint  requests  to  Dr.  Lipp- 
man, Newark  Beth  Israel  Medical 
Center,  201  Lyons  Avenue,  Newark, 

NJ  07112. 
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DOCTORS’  NOTEBOOK 


{trustees  minutes 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
November  20,  1994,  at  MSNJ 
headquarters.  Detailed  minutes 
are  on  file  with  the  secretary  of 
your  county  society.  A summary 
of  significant  actions  follows. 

President's  report.  Noted  the 
following  items  from  Dr.  Palace: 
the  formation  of  Medical  Review 
and  Accrediting,  Inc.  (MRAC); 
the  list  of  members  of  Com- 
missioner of  Health  Len  Fish- 
man’s Advisory  Committee  on 
HMO  Regulations  and  of  the 
commissioner  of  health  s Working 
Group  on  Managed  Care;  and  the 
Strategic  Planning  Retreat 
scheduled  for  January  13  to  15, 
1995. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  the  New 
Jersey  Hospital  Association;  and 
MSNJ  Auxiliary. 

Executive  director’s  report. 

1.  Tort  reform.  Noted  that  the 
tort  reform  package  is  out  of  com- 
mittee and  ready  for  a floor  vote 
in  the  Senate. 

2.  Amendment  of  the  PIP  no- 
fault law.  Stated  that  there  will  be 
a meeting  to  discuss  the  plan  of 
the  commissioner  of  insurance  to 
convert  PIP  no-fault  coverage 
into  a managed  care  model. 

3.  Employer  identification 
number.  Reviewed  the  informa- 
tion that  Pennsylvania  Blue 
Shield,  commercial  insurance  car- 
riers, and  HMOs  will  mail  letters 
to  correct  the  situation  for  physi- 
cians whose  employer  identifica- 
tion numbers  do  not  match 
Medicare  payer  numbers  and 
other  federal  cross-linked  means 
of  identification. 

4.  Subsidized  insurance  PPO. 


Will  announce  names  of  potential 
indemnity  carriers  willing  to  un- 
derwrite the  care  of  uninsured  pa- 
tients in  New  Jersey  in  the  near 
future. 

5.  Medicare/Medicaid  dual 
eligibles.  Stated  that  MSNJ  has 
notified  the  New  Jersey  State  De- 
partment of  Human  Services  that 
implementation  of  dual  eligible 
requirements  in  New  Jersey  is  an- 
ticipated by  January  1995. 

Committee  on  Annual  Meet- 
ing. Referred  the  following  to  the 
Speakers  Committee  and  to  the 
Committee  on  Annual  Meeting: 

Resolved,  that  the  format  of  the  An- 
nual Meeting  be  modified,  with  the 
intent  to  create  a more  focused  and 
priority-oriented  presentation  and 
discussion. 

And,  approved  the  proposed 
daily  schedule  for  the  1995  An- 
nual Meeting  (page  118).  Also,  ap- 
proved the  following  two  recom- 
mendations: 

That  a tradition  be  established 
whereby  the  inaugural  address  of  the 
incoming  president  is  presented 
before  the  House  of  Delegates. 

That  the  1996  and  1997  Annual 
Meetings  be  held  at  the  Trump  Taj 
Mahal  Casino/Resort  in  Atlantic  City, 
New  Jersey;  on  Saturday,  April  27 
through  Wednesday,  May  1,  1996, 


and  Saturday,  April  26  through 
Wednesday,  April  30,  1997. 

Committee  on  Medical  Educa- 
tion. Noted  that  a letter  was  sent 
to  Maurice  J.  Martin,  MD,  presi- 
dent of  the  American  Board  of 
Medical  Specialties,  and  to  the 
presidents  of  the  American  Board 
of  Internal  Medicine  and  other 
appropriate  boards  of  specialty 
certification  explaining  MSNJ  s 
opinion  that  specialty  board 
qualifications  should  remain  con- 
stant and  that  a trained  physician 
should  be  permitted  to  sit  for  ex- 
amination at  any  time  during  his 
years  of  practice.  Also,  approved 
the  following  recommendation: 

That  the  Board  of  Trustees  request 
AMA  support  for  standard  use  of  the 
terms  “Graduate  of  an  Accreditation 
Council  for  Graduate  Medical  Edu- 
cation accredited  program.  Board 
Admissible,”  “ Board  Certified,”  or 
“Board  Recertified  as  the  only  ap- 
propriate terms  used  to  identify  the 
status  of  a MD/DO  in  describing  suc- 
cessful completion  of  postgraduate 
training. 

Audit  Review  Committee.  Ap- 
proved the  following: 

That  the  audited  financial  statements 
be  accepted,  and  a copy  thereof  be 
forwarded  to  each  component  socie- 
ty- 
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That  Ernst  tk  Young  be  continued  as 
the  external  auditors. 

Committee  on  International 
Medical  Graduates.  Referred  the 
following  recommendation  back 
to  the  Committee  on  Interna- 
tional Medical  Graduates  (IMGs) 
for  consideration: 

That  the  Committee  on  IMGs  act  as 
a monitoring  body  on  postsecondary 
education  of  the  state  Board  of 
Medical  Examiners;  that  they  con- 
sider complaints  submitted  by  IMGs; 
and  that,  if  adopted,  this  recommen- 
dation be  disseminated  to  IMGs  via 
county  medical  societies. 

Committee  on  Women  in 
Medicine.  Approved  the  follow- 
ing recommendation: 

That  MSNJ  encourage  physicians  to 
participate  in  county  medical  society 
surveys  on  adverse  encounters  with 
managed  care  companies,  and  that 
the  results  be  tabulated  and 
forwarded  to  MSNJ  for  submission  to 
the  New  Jersey  Commissioner  of 
Health. 

Speakers’  Committee.  Ap- 
proved the  following  12  recom- 
mendations: 

That  MSNJ  widely  distribute  the 
policy  compendium  to  all  persons  in- 
volved with  the  creation  of  resolu- 
tions for  submission  to  the  MSNJ 
House  of  Delegates,  i.e.  county 
societies  and  individual  delegates. 

That  MSNJ  staff,  the  president,  and 
the  speakers  review  regularly  sub- 
mitted resolutions,  and  work  with  the 
sponsors  in  making  quantitative  and 
qualitative  evaluations  concerning 
their  form  and  substance,  and 


whether  they  represent  recommen- 
dations for  new  policy  or  merely  re- 
quire reaffirmation  of  existing  MSNJ 
policy. 

That  the  sponsors  of  emergency  re- 
solutions be  provided  an  opportunity 
to  appear  before  the  Committee  on 
Emergency  Resolutions  at  the  An- 
nual Meeting  to  afford  an  explanation 
justifying  their  late  introduction. 

That  the  speakers  assume  an  ex- 
panded role  in  the  education  of  de- 
legates, reference  committee  chairs, 
and  members.  This  particular  func- 
tion can  be  included  in  a speaker’s 
report  at  the  first  session  of  the 
House  of  Delegates,  and  also  at  ap- 
pearances before  the  Council  of 
County  Presidents. 

That  the  speakers  advise  the  presi- 
dent in  assigning  reference  commit- 
tee membership  and  in  educating 
those  selected. 

That  the  latest  edition  of  Sturgis 
(1988)  be  retained  as  the  parliamen- 
tary reference. 

That  the  present  distribution  [of  the 
House  of  Delegates]  remain  as  cur- 
rently constituted. 

That  all  counties  be  advised  of  the 
need  to  work  more  diligently  to  ac- 
complish better  attendance. 

That  MSNJ  continue  application  of 
the  four-minute  limitation  of  debate, 
as  announced  at  the  First  Session, 
and  to  apply  its  use  at  all  House 
sessions. 

That  no  change  be  made  in  the  man- 
ner in  which  the  election  process  is 
conducted. 

That  discretion  and  restraint  be  ap- 
plied to  the  “pomp  and  circum- 
stance at  House  of  Delegates 
sessions. 


That  the  current  prohibition  concern- 
ing speeches  and/or  presentations 
during  the  Third  Session  of  the  Et' 
House  be  rescinded. 


Also,  approved  the  following, 
with  the  request  that  a threshold 
on  the  number  of  resolutions  be 
established  and  presented  to  the 
Board  of  Trustees  for  consider- 
ation: 
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That  the  use  of  a consent  calendar  be 
applied  to  a discretionary  basis,  and  j e|j 
should  be  related  to  any  heavy  vol-  \< 
ume  of  resolutions  at  a particular  j 
House  meeting. 


AMA-Hospital  Medical  Staff 
Section.  Voted  to  pursue  the 
issue  of  surgical  instrument 
sterilization  with  the  New  Jersey  j 
Commissioner  of  Health. 


Meeting  of  pharmaceutical  or-  a 
ganizations.  Referred  to  MSNJ  ei 
staff  a recommendation  calling  for 
MSNJ  to  compile  information  ft 
from  patients  who  have  not  re-  $( 
ceived  counseling  or  who  have  || 
experienced  problems  with  mail 
order  pharmacies.  Also,  referred 
to  the  Council  on  Legislation  the 
issues  of  drug  utilization  review 
and  confidentiality  and  the  crea-  1 
tion  of  a statewide  total  health  ; 
care  open  computer  system. 

New  business.  Noted  that 
Bernard  A.  Rineberg,  MD,  is  the  1 
recipient  of  the  Edward  J.  Ill 
Award  and  Mrs.  Helen  Boehm 
will  be  presented  with  the 
Citizen’s  Award  from  The 
Academy  of  Medicine  of  New 
Jersey.  □ 


TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
December  18,  1994,  at  MSNJ 
headquarters  in  Lawrenceville. 
Detailed  minutes  are  on  file  with 
the  secretary  of  your  county 
society.  A summary  of  significant 
actions  follows. 

President’s  report.  Heard  from 
Dr.  Palace  about  the  American 


Medical  Association  (AMA)  In- 
terim Meeting  and  that  selection 
of  reference  committee  members 
for  MSNJ  s 1995  Annual  Meeting 
will  be  made  in  January. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  MSNJ  Aux- 
iliary; New  Jersey  Hospital  As- 
sociation; state  Board  of  Medical 
Examiners  (BME);  The  Academy 
of  Medicine  of  New  Jersey;  and 


the  AMA  Board  of  Trustees  (by 
Palma  E.  Formica,  MD). 


Report  of  2nd  vice-president. 

Heard  from  Carl  Restivo,  Jr,  MD, 
about  a proposed  BME  fee  in- 
crease of  $90  per  licensee  and  a 
BME  recommendation  that  all 
prescription  blanks  be  non- 
reproducible. 
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Report  of  executive  director. 

1.  Membership  recruitment. 

» Reviewed  the  success  rate  for 
membership  recruitment  after  the 
new  practice  programs  that  are 
y sponsored  by  the  Medical  Inter- 
e Insurance  Exchange  and  will 
e perform  a cost/benefit  analysis  of 
r the  efforts  of  the  consulting  firm, 
Bonner  and  Associates,  concern- 
ing membership  recruitment. 

2.  Medicare/Medicaid  dual 
" eligibles.  Noted  that  Vincent 

Maressa  and  Clark  Martin,  MNSJ 
lobbyist,  will  meet  with  the  gov- 
ernor’s counsel  to  discuss  the 
, timely  implementation  of  Medi- 
care/Medicaid dual  eligible  re- 
quirements in  New  Jersey. 

3.  Amendment  of  the  PIP  “no- 
fault” law.  Approved  a recom- 
mendation that  MSNJ  supports 
the  offering  of  a PIP  managed 
care  option  that  exempts  urgent/ 
emergent  care,  produces  a lower 
premium  to  the  insured,  and  af- 
fords patients  the  opportunity  to 
seek  care  from  the  physician  of 
their  choice  when  indicated. 

New  Jersey  State  Department 
of  Health  (DOH)  HMO  Advisory 
Committee.  Heard  from  Louis  L. 
Keeler,  MD,  and  Neil  E. 
Weisfeld,  who  attended  the  meet- 
ing of  the  HMO  Advisory  Com- 


UMDNJ  REPORT 


Lifestyle  changes  help  patients 
with  congestive  heart  failure. 
Lifestyle  changes,  including  reg- 
ular exercise,  proved  highly  effec- 
tive in  improving  the  condition  of 
patients  with  congestive  heart 
failure,  according  to  a study  con- 
ducted at  the  University  of 
Medicine  and  Dentistry 
(UMDNJ).  The  study,  reported  in 
Chest , found  that  patients  whose 
treatment  consisted  of  exercise 
training,  low-fat  and  low-salt 
diets,  and  stress  management 
were  more  physically  fit  after  a 
12-week  program.  They  also  re- 
ported greater  feelings  of  happi- 
ness and  reduced  anxiety.  All  20 
patients  received  angiotensin- 
converting enzyme  (ACE)  in- 


mittee, noting  the  following: 
HMOs  should  be  required  to  ob- 
tain accreditation  from  an  ex- 
ternal source,  such  as  the 
National  Committee  for  Quality 
Assurance.  DOH  should  conduct 
its  own  additional  review  of 
HMOs.  The  regulatory  frame- 
work should  minimize  paperwork 
and  data  collection  requirements. 

AMA  Delegation.  Noted  that 
Robert  H.  Staekpole,  MD,  and 
Irving  P.  Ratner,  MD,  are  chair- 
man and  vice-chairman,  respec- 
tively, of  the  AMA  delegation. 
Also,  noted  the  following  topics 
for  the  June  1995  Annual  Meet- 
ing: patenting  of  medical  pro- 
cesses; genetic  testing  of  children; 
managed  care  and  prescription 
drug  use;  and  informed  consent  to 
treatment  by  medical  trainees. 

Council  on  Legislation.  Ap- 
proved the  following  for  current 
state  legislation  for  action  and  for 
current  bills  of  interest: 

That  the  Board  of  Trustees  approve 
the  positions  recommended  by  the 
Council  on  Legislation  on  health  care 
reform,  insurance,  tort  reform,  and 
public  health  and  related  issues  cur- 
rent state  legislation  for  action  lists. 

Also,  approved  the  following 
for  referred  legislation: 


hibitors,  drugs  that  have  been 
found  to  improve  prognosis  in 
congestive  heart  failure. 

Program  evaluates  women  ad- 
vised to  have  gynecologic  surgery. 
Nearly  70  percent  of  women  in- 
itially advised  to  have  gynecologic 
surgery  were  informed  they  did 
not  need  it  by  physicians  direct- 
ing a new  program  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  New  Brunswick.  The  new 
program  evaluates  and  treats 
women  who  may  require  gyneco- 
logic surgery  for  conditions  such 
as  pelvic  pain,  ovarian  cysts,  en- 
dometriosis, and  fibroid  tumors. 

Drs.  Gloria  Bachmann  and 
Ekkehard  Kemmann,  faculty 
members  in  the  Department  of 


That  the  Board  of  Trustees  approve 
the  positions  recommended  by  the 
Council  on  Legislation  on  the  re- 
ferred legislation  list. 

Committee  on  Medical  As- 
pects of  Sports.  Approved  the 
following: 

That  MSNJ  seek  legislation  requiring 
the  use  of  breakaway  bases  on  all 
amateur  baseball  and  softball  fields  in 
New  Jersey. 

Council  on  Public  Relations. 

Received  from  MWW/Strategie 
Communications,  Inc.,  copies  of 
MSNJ  newspaper  clippings. 

Unfinished  business.  Noted 
the  following:  awaiting  comment 
from  the  Board  of  Nursing  con- 
cerning legal  changes  that  would 
permit  certified  medical  assistants 
to  administer  subcutaneous  and 
intramuscular  injections  at  the 
direction  of  a physician  while  that 
physician  is  on  the  premises;  and 
noted  that  a letter  about  surgical 
instrument  sterilization  from 
Abraham  Ruiz,  MD,  president  of 
the  New  Jersey  Association  of 
Medical  Specialty  Societies,  shar- 
ing the  same  concerns  raised 
before  MSNJ  s Board  of  Trustees 
(see  minutes  of  the  previous 
meeting).  □ 


Obstetrics  and  Gynecology,  start- 
ed the  program  because  they 
found  many  women  who  had 
been  told  they  needed  gyne- 
cologic surgery  wanted  to  be  sure 
the  procedure  was  necessary.  If 
so,  they  wanted  to  know  the  least 
invasive  procedure  available  to 
correct  the  medical  problem. 

Reseachers  testing  treatments 
for  Raytiaud’s  disease.  Re- 
searchers at  UMDNJ-New  Jersey 
Medical  School,  Newark,  are  test- 
ing two  treatments  to  alleviate  the 
nagging  effects  of  Raynaud’s  dis- 
ease, a condition  characterized  by 
a hypersensitivity  to  cold  that 
causes  numbness  in  the  ex- 
tremities. 
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One  treatment  consists  of  a 
daily  oral  dosage  of  nifedipine,  a 
drug  that  has  been  used  for  treat- 
ing high  blood  pressure  and 
hypertension.  The  other  method 
uses  biofeedback  to  teach  partici- 
pants relaxation  techniques  to 
control  heart  rate,  induce  warmth 
in  fingers,  and  reduce  tension  in 
the  forehead. 

It  is  hoped  that  the  treatments 
will  diminish  the  intensity  of  at- 
tacks and  improve  the  quality  of 
life  in  those  who  suffer  from  the 
disorder. 

The  study  is  funded  by  an 
$800,000  grant  from  the  National 
Heart,  Lung  and  Blood  Institute 
of  the  National  Institutes  of 
Health.  The  medical  school  is  one 
of  five  institutions  participating 
nationally. 

Dr.  Leonard  Bielory,  director 
of  the  school’s  Division  of  Allergy 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 
University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 


and  Immunology  and  principal 
investigator  of  the  study,  said 
Raynaud’s  disease  afflicts  5 per- 
cent of  the  population  nation- 
wide. It  is  most  prevalent  in  the 
winter,  but  can  occur  anytime  in 
a variety  of  cold  environments, 
such  as  the  frozen  foods  section 
of  the  supermarket. 

New  clinic  provides  latest  ap- 
proaches to  managing  stress.  A 
Stress  Management  and  Behav- 
ioral Medicine  Clinic  opened  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  Piscataway.  Spe- 
cialists at  the  clinic  teach  stress 
management  and  relaxation  tech- 
niques in  individual  and  group 
therapy  sessions.  The  clinic  is 
operated  by  the  medical  school’s 
psychiatry  and  anesthesiology  de- 
partments and  the  campus’ 
UMDNJ-Community  Mental 
Health  Center.  Its  treatment  ap- 


Intemal  Medicine 

Nick  Mehta,  MD,  1946  Guernsey 
Ave.,  Abington,  PA  19001.  B.J. 
Medical  College  (India)  1978.  Board 
eligible.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


proaches  include  hypnosis,  relaxa- 
tion therapy,  biofeedback,  and 
medication. 

Two  associate  deans  named  at 
medical  school.  Dr.  Harold  L. 
Paz,  a noted  specialist  in  critical 
care  medicine,  has  been  named 
associate  dean  for  clinical  affairs 
at  UMDNJ-Robert  Wood  John- 
son Medical  School.  He  also  has 
been  named  medical  director  of 
the  University  Medical  Group, 
the  multispecialty  practice  of  the 
medical  school. 

Dr.  David  Seiden  has  been 
named  associate  dean  for  ad- 
missions and  student  affairs  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School.  He  also  is  an  as- 
sociate professor  in  the  Depart- 
ment of  Neuroscience  and  Cell 
Biology.  □ Stanley  S.  Bergen,  Jr, 
MD,  president 


Psychiatry 

Dorothy  Brozek,  MSN,  MD,  200  E. 
Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Board  eligible.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available. 

Marc  S.  Saunders,  DO,  6815 
Lockwood  Blvd.,  Apt.  155, 
Boardman,  OH  44512.  NY  College  of 
Osteopathic  Medicine  1987.  Board 
eligible.  Available. 
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HOUSING  APPLICATION 

229th  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  29-MAY  3,  1995 


TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT:  1-800/825-8786 

(Please  Print) 

Name 


Address 


City 


State 


Zip 


Home  Phone 


Business  Phone 


Sharing  with 


Date  of  Arrival 


Time 


Time 


Date  of  Departure  

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check  or  money 
order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 


Card  # 


Type 


Exp.  Date 


SCHEDULE  OF  RATES  SUBJECT  TO  12  PERCENT  TAX 

□ SINGLE  $105  □ DOUBLE  $105 

Extra  Person  $25  (Reservations  must  be  received  prior  to  April  2,  1995.) 

□ One  Bedroom  Suite  $275  per  day 

□ One  Bedroom  Hospitality  Suite  $300  per  day 

Check-out  time  is  12  noon  Rooms  may  not  be  available  for  check-in  until  after  4 pm  Check-in  time  on  Sunday  is 
6 p m FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund.  PARKING:  There  is  a state- 
imposed  $2  minimum  charge  per  24-hour  period  for  each  motor  vehicle  parking  on  the  premises. 


□ Check  if  Official  Delegate 


County 


PLEASE  NOTE:  Current  state  sales  tax  is  3 percent  and  occupancy  tax  is  9 percent,  and  room  usage  fee  is  $2 
per  room,  per  night.  These  taxes  are  subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and  held  by  the 
Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention  Center 
Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ 

MAIL  THIS  APPLICATION  TO: 

Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  NJ  08401 
Telephone:  1-800/825-8786 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ ^ 
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1995  MSNJ  ANNUAL  MEETING 

April  29-May  3,  1995 

Trump  Taj  Mahal  Casino/Resort 

Atlantic  City,  NJ 

DAILY  SCHEDULE 

Saturday,  April  29,  1995 

3:30  p.m. 

Board  of  Trustees  Meeting 

Sunday,  April  30, 1995 

8:00  a.m. 

Registration  Opens 

8:30  am 

Message  Center  Opens 

8:30  a.m. 

Meeting— AMA  Delegation 

10:00  a.m. 

Educational  Program  on  Medical  Ethics 

1 1 :30  a.m. 

The  Academy  of  Medicine  of  New  Jersey  Lecture 

1 1 :30  a.m. 

New  Jersey  Society  of  Internal  Medicine  Annual  Meeting/Luncheon 

12:30  P.M. 

Exhibits  and  AMA-ERF  Boutique  Open 

1 :30  p.m. 

House  of  Delegates 

3:00  P.M. 

Reference  Committees 

Monday, 

May  1, 1995 

7:30  a.m. 

Breakfast  Meeting— The  Society  for  the  Assistance  of 

New  Jersey  Physicians  and  Their  Families 

8:00  AM 

Registration  Opens 

8:00  AM. 

Message  Center  Opens 

8:00  am 

Reference  Committees 

9:30  a.m. 

Exhibits  Open 

12  NOON 

Golden  Merit  Award  Ceremony/Reception 

12  NOON 

Luncheon/Meeting:  Women  in  Medicine 

1 :30  p.m. 

House  of  Delegates  (election) 

5:00  P M 

JEMPAC  Political  Forum 

6:00  P.M. 

JEMPAC  Wine  and  Cheese  Reception 

7:00  P.M. 

Morris  County  Medical  Society  Reception  Honoring  President  and  Mrs.  Fred  M.  Palace 

Tuesday,  May  2, 1995 

8:00  AM. 

Registration  Opens 

8:00  AM. 

Message  Center  Opens 

8:30  a.m. 

House  of  Delegates 

9:00  a m 

Exhibits  Open 

12:30  P.M. 

Luncheon  Meeting— members  of  the  Hospital  Medical  Staff  Section 

1 :00  p.m 

Exhibits  Close 

6:30  P.M. 

Inaugural  Reception 

7:30  P M 

Inaugural  Dinner  Honoring  Louis  L.  Keeler,  MD 

Wednesday,  May  3, 1995 

8:00  a.m. 

Registration  Opens 

8:00  am 

Message  Center  Opens 

8:30  am 

Educational  Program:  "HIV  Management  Strategies:  Approaches  to  HIV  and  Characteristics 

of  Long-Term  Survival”  (The  Academy  of  Medicine  of  New  Jersey) 

9:00  am 

Symposium:  “Right  To  Contract  Privately” 

12:30  p m 

Board  of  Trustees  Meeting 
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Hahnemann 

University 

Hospital 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall).  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


MARCH  1995 


MARCH  1st 

Clinical  Pathological  Conference 

Tabassam  Alam,  M.D. 

Chief  Resident,  Department  of  Medicine, 
Hahnemann  University 
Suhaii  Dohad,  M.D. 

Chief  Resident,  Department  of  Medicine, 
Hahnemann  University 
Peter  Ramirez,  M.D. 

Chief  Resident,  Department  of  Medicine, 
Hahnemann  University 
Kathleen  Ryan,  M.D. 

Chief  Resident,  Department  of  Medicine, 
Hahnemann  University 
MARCH  8th 

Office  Management  of  Heart  Disease  for  the 
Generalist 

George  A.  Beller,  M.D. , Professor  of  Medicine 
Cardiovascular  Division,  University  of 
Virginia  School  of  Medicine, 

Charlottesville,  VA 

Leonard  S.  Dretfus,  M.D.,  Professor  of  Medicine 

Division  of  Cardiovascular  Diseases, 

Hahnemann  University 

Richard  Gorlin,  M.D. , Professor  of  Medicine 

Division  of  Cardiology,  Mount  Sinai  School 

of  Medicine,  New  York,  NY 

MARCH  15th 

Cutaneous  Vasculitis 

Richard  L.  Spielvogel,  M.D. 

Professor  of  Medicine  and  Dermatology 
Chair  of  Dermatology,  Hahnemann 
University  and  Medical  College  Hospitals 
MARCH  22nd 

Humoral  Immunodeficiency  for  the  Internist 

Jonathan  Jaffe,  M.D. 

Assistant  Professor  of  Medicine 
Co-Director,  Allergy  Center,  Division  of 
Allergy  and  Immunology, 

Hahnemann  University 
MARCH  29th 
Risk  Management 
Anita  Miceli 

Director  of  Risk  Management, 

Hahnemann  University  Hospital 
Medical  Liability 
Stephen  A.  Ryan,  Esq. 

Attorney-at-Law,  Philadelphia,  PA 


APRIL  1995 

APRIL  5th 

New  Directions  in  Antiretroviral  Therapy 

Paul  A.  Volberding,  M.D. 

Professor  of  Medicine 

University  of  California/San  Francisco, 

School  of  Medicine,  Director,  AIDS 
Program,  San  Francisco  General  Hospital, 
San  Francisco,  CA 

HIV-Associated  Opportunistic  Infections: 

An  Overview 

Henry  Masur,  M.D. 

Clinical  Professor  of  Medicine 
George  Washington  University  School  of 
Medicine,  Chief,  Department  of  Critical 
Care  Medicine,  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  MD 

APRIL  12th 

Pathogenesis  and  Treatment  of  Acromegaly 

Shlomo  Melmed,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Endocrinology  and 
Metabolism,  Cedars-Sinai  Medical  Center, 
Los  Angeles,  CA 

APRIL  19th 

Atrial  Arrhythmias:  Newer  Understanding  of 
Atrial  Fibrillation 

Albert  L.  Waldo,  M.D. 

The  Walter  H.  Pritchard  Professor  of 
Cardiology  and  Professor  of  Medicine,  Case 
Western  Reserve  School  of  Medicine, 
Director,  Cardiac  Arrhythmia  Service, 
University  Hospital  of  Cleveland,  OH 

APRIL  26th 

Endoscopic  Diagnosis  of  Gastrointestinal 
Disorders 

J.  Thomas  Danzi,  M.D. 

Professor  of  Clinical  Medicine 

Senior  Associate  Dean  for  Clinical  Affairs, 

Medical  Director, 

Hahnemann  University  Hospital 


MAY  1995 

MAY  3rd 

Acute  Pancreatitis  and  Its  Complications 

Jamie  Barkin,  M.D. 

Professor  of  Medicine 
University  of  Miami,  School  of  Medicine, 
Director,  Division  of  Gastroenterology, 
Mount  Sinai  Medical  Center, 

Miami  Beach,  Florida 

MAY  10th 

Treatment  of  Hyperlipidemia;  Primary  and 
Secondary  Prevention 

David  Capuzzi,  M.D.,  Ph.D. 

Associate  Professor  of  Medicine 
Director,  Lipid  Center,  Medical  College  of 
Pennsylvania,  Philadelphia,  PA 

MAY  17th 

Advances  in  the  Treatment  of  Type  II 
Diabetes  Mellitus 

Donald  C.  Simonson,  M.D. 

Associate  Professor  of  Medicine 
Harvard  Medical  School,  Chief,  Section  of 
Diabetes  and  Metabolism,  Brigham  and 
Women’s  Hospital,  Head,  Section  of  Clinical 
Physiology,  Joslin  Diabetes  Center, 

Boston,  MA 

MAY  24th 

Syndromes  Confused  with  Vasculitis 

Jeffrey  Olan,  D.O. 

Head,  Atherosclerosis  and  Lipids  Section, 
Vascular  Medicine  Department,  The 
Cleveland  Clinic,  Cleveland,  OH 


UPCOMING  CME  EVENT! 
Save  This  Date 
3rd  Annual 

Cardiovascular  Disease  Update 
An  Interactive 
Case  Management  Program 
Sunday  Morning,  April  23, 1995 
Adam’s  Mark  Hotel 
City  Avenue  & Monument  Road 
Philadelphia,  PA 


Wednesday  Medical  Seminar  Series — 8:30  a. 


MARCH  8, 1995 

Office  Management  of  Heart  Disease  for  the  Generalist 

Guest  Lecturers:  George  A.  Beller,  M.D. 
and  Richard  Gorlin,  M.D. 


APRIL  5, 1995 

HIV  and  HIV-Related  Opportunistic  Infections 

Guest  Lecturers:  Paul  A.  Volberding,  M.D. 
and  Henry  Masur,  M.D. 


MAY  3, 1995 

Gastrointestinal  Acid-Peptic  Disorders 

Guest  Lecturers:  Jamie  Barkin,  M.D. 
and  Walter  Rubin,  M.D. 


Seminar  Director:  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair.  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 

or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  ( ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  I of  the  Physician  s Recognition  Award  of  the  American 
Medical  Association. 


VOL.  92-NUMBER  2 FEBRUARY  1995 


119 


CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

February 

21  Management  of  Renal  Bone 
Disease 

Overlook  Hospital,  Summit 

(AMNJ) 

22  Diagnosis  and  Treatment  of 
AIDS 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

23  Management  of  Headache 
Woodbridge  Developmental 
Center,  Woodbridge  (AMNJ) 

23  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

23  Identification  and 

Management  of  Perinatal  HIV 
Infection 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

March 

1 How  To  Help  Your  Patients 

Stop  Smoking 

Rahway  Hospital,  Rahway 

(AMNJ) 

1 Esophageal  and  Swallowing 

Syndromes 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

1 Esophageal  and  Swallowing 

Syndromes 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

1 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

1 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport 
(AMNJ) 

1 Nutrition  in  the  Elderly 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

1 Medical  Grand  Rounds 

8 VA  Medical  Center, 

15  East  Orange  (AMNJ) 


22 

29 

1 Interhospital  Endocrine 

8 Rounds 

15  University  Hospital,  Newark 
22  (AMNJ) 

29 

6 Pathogenesis,  Diagnosis,  and 

Management  of  Headaches 
Columbus  Hospital,  Newark 
(AMNJ) 

8 Nutrition  in  Disease 

Prevention 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

8 Making  Decisions  in 

Transfusion  Medicine 

Union  Hospital,  Union  (AMNJ) 

11-  36th  Postgraduate  Anesthesia 

12  Seminar 

Trump  Plaza  Casino  Hotel, 
Atlantic  City  (NJ  State  Society 
of  Anesthesiologists) 

11-  Physical  Medicine  and 
19  Rehabilitation  Review 

Ramada  Hotel,  East  Hanover 
(Kessler  Institute  for 
Rehabilitation) 

13  Making  Decisions  in 
Transfusion  Medicine 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

14  Transition  into  Medical 
Practice 

UMDNJ-School  of  Osteopathic 
Medicine,  Stratford  (AMNJ) 

14  Improving  Patient  Care 
Through  Office  Efficiency 
Sehering  Corporation, 

Kenilworth  (Dermatological 
Society  of  NJ) 

15  Dermatology  Conference 
HIP/Rutgers  Health  Plan,  U.S.  1, 
New  Brunswick  (Robert  Wood 
Johnson  Medical  School) 

15  Scientific  Meeting,  Radiation 
Oncology  Section 
The  Manor,  West  Orange 
(AMNJ) 

15  Making  Decisions  in 

Transfusion  Medicine 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 


15  Lyme  Disease 

St.  Marv’s  Hospital,  Passaic 

(AMNJ) 

15  Blood  Glucose  Control  and 
Diabetes 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

15  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

Barnert  Hospital,  Paterson 

(AMNJ) 

16  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

St.  Mary  Hospital,  Hoboken 

(AMNJ) 

16  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center,  j 
Livingston  (Saint  Barnabas 
Medical  Center) 

16  Scientific  Meeting 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  ofNJ  and  AMNJ) 

16  Infection  Control  in  the  HIV 
Era 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

22  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

22  Annual  Symposium  of  Facial 
Plastic  Surgery 
Garden  State  Arts  Center, 
Holmdel  (NJ  Academy  of 
Otolaryngology/Head  and  Neck 
Surgery  and  AMNJ) 

22  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

29  Vascular  Society  Annual 
Meeting 

Hackensack  Medical  Center, 
Hackensack  (Eastern  Vascular 
Society  and  AMNJ) 

30  Substance  Abuse  in  the 
Workplace 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 
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PHILADELPHIA  HEART  INSTITUTE 

presents  the 


State-of-the-Art 
Arrhythmia  Management 
Symposium 

_J\_h — /v — 

^ Co-sponsored  by  the 

fn  \ North  American  Society  of  Pacing 
[f  and  Electrophysiology  (NASPE) 

Program  Director 

Francis  E.  Marchlinski,  M.D. 

Director,  Arrhythmia  Services 

April  3,  1995 

8:00  a.m.  - 5:00  p.m. 

■ CME  Credits*  ■ Free  Parking 

For  information  and  registration  call  662-8463 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  7 credits  in  Category  I 
of  the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society 
Membership  Requirement. 

The  Presbyterian  Medical  Center  of  Philadelphia  is  accredited  by  the  Pennsylvania  Medical  Society  to  sponsor 
continuing  medical  education  for  physicians. 

All  faculty  participating  in  continuing  education  programs  sponsored  by  Presbyterian  Medical  Center  of 
Philadelphia  are  expected  to  disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest 
related  to  the  content  of  their  presentation(s). 


PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


Cardiology 

Update 

designed  for  the  physician,  providing  an  intensive  survey  of  the  current 
status  of  clinical  cardiology,  allowing  application  of  this  new  knowledge 
and  technology  to  the  diagnosis  and  treatment  of  patients. 


Wednesday,  February  1,  1995 

Cardiac  Arrhythmias-Management  in  1995 

Moderator:  Francis  E.  Marchlinski,  M.D. 


i 


Wednesday,  March  1,  1995 

Angina  Pectoris  Associated  with 
Multi-Vessel  Coronary  Disease 

Moderator:  J.  David  Ogilby,  M.D, 


CME  Credits* 


Call  for  Free  Registration  215-662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  8?  Market  Streets,  Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  1 of  the  Physicians' 
Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership  requirement.  Nine  sessions, 

2 8 credits. 

The  Presbyterian  Medical  Center  of  Philadelphia  is  accredited  by  the  Pennsylvania  Medical  Society  to  sponsor  continuing 
medical  education  for  physicians. 

All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Presbyterian  Medical  Center  of 
Philadelphia  are  expected  to  disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content 
of  their  presentation(s). 
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IN  MEMORIAM 


PETER  R.  BRADY 


Bom  on  April  14,  1923,  in 
North  Bergen,  Peter  Robert 
Brady,  MD,  of  Middletown 
Township,  passed  away  on 
September  8,  1994,  at  the  age  of 
71.  After  graduating  from  Long 
Island  College  of  Medicine,  New 
York,  in  1946,  Dr.  Brady  served 
in  the  United  States  Army  until 
1952.  He  received  a New  Jersey 


medical  license  in  1953.  During 
his  medical  career,  Dr.  Brady 
practiced  internal  medicine  in 
Middletown  Township;  was  chief 
of  staff  at  Riverview  Medical 
Center,  Red  Bank;  and  was  a 
team  physician  for  Mater  Dei 
High  School,  Middletown.  He 
was  a member  of  our  Monmouth 
County  component. 


WILLIAM  FURST 


At  the  age  of  81,  William  Furst, 
MD,  of  West  Orange,  passed 
away  on  July  25,  1993.  Dr.  Furst 
was  a psychiatrist  in  Newark  and 
West  Orange  for  many  years.  He 
also  was  assistant  clinical  profes- 
sor at  UMDNJ,  Newark,  and  was 
affiliated  with  East  Orange 
General  Hospital  and  Saint 
Barnabas  Medical  Center,  Liv- 
ingston. Dr.  Furst  served  as  a 
presidential  delegate  to  the  White 
House  Conference  on  Aging  in 


1961,  and  later  founded  the  Com- 
munity Psychiatric  Institute,  East 
Orange.  He  was  a member  of  our 
Essex  County  component  and  of 
the  American  Medical  Associa- 
tion. Born  on  September  8,  1911, 
in  Newark,  Dr.  Furst  was 
graduated  from  the  University  of 
Pennsylvania  School  of  Medicine, 
Philadelphia,  in  1937.  He  served 
in  the  United  States  Medical 
Corps  during  World  War  II. 


STEVEN  R.  LEVINE 


We  regret  to  announce  the 
death  of  Steven  Roy  Levine,  MD, 
of  Princeton,  on  September  12, 
1994.  Dr.  Levine  was  a cardi- 
ologist with  Princeton  Medical 
Group.  He  was  born  on  De- 
cember 5,  1951,  in  New  York 
City,  and  was  graduated  from  the 
University  of  Pennsylvania  School 
of  Medicine,  Philadelphia,  in 
1977.  He  completed  a residency 
at  Northwestern  University  Medi- 


cal Center,  Chicago,  in  1980. 
During  his  career,  Dr.  Levine 
was  chief  of  cardiology  at  The 
Medical  Center  at  Princeton;  a 
member  of  our  Mercer  County 
component  and  of  the  American 
Medical  Association;  a diplomate 
of  the  American  Board  of  Cardio- 
vascular Disease;  and  a fellow  of 
the  American  College  of  Physi- 
cians and  of  the  American  College 
of  Cardiology. 


ELMER  G.  LUTZ 


We  have  been  notified  of  the 
death  of  Wayne  resident  Elmer 
Gregory  Lutz,  MD,  on  September 
1,  1994,  at  the  age  of  65  years.  Dr. 
Lutz  was  a past-president  of  our 
Passaic  County  component.  He 
was  bom  on  October  20,  1928,  in 
Germany.  After  receiving  a 
medical  degree  from  Eberhard 
Karls  University,  Tuebingen, 
Germany,  in  1954,  Dr.  Lutz  came 


to  the  United  States  in  1956.  He 
completed  an  internship  at  St. 
Marys  Hospital,  Passaic,  and 
completed  a residency  at  the  New 
Jersey  State  Hospital.  During  his 
medical  career  as  a neuropsychia- 
trist, Dr.  Lutz  maintained  a 
private  practice  in  Wayne  for 
many  years.  He  was  a member  of 
the  teaching  faculty  at  UMDNJ, 
Newark,  and  was  director  and 
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senior  attending  at  St.  Mary’s  tion  and  a diplomate  of  the 
Hospital.  Dr.  Lutz  was  a member  American  Board  of  Psychiatry, 
of  the  American  Medical  Associa- 


IRVING  OCHERET 


At  the  grand  age  of  84,  Irving 
Ocheret,  MD,  of  Orange,  passed 
away  on  August  31,  1994.  Dr. 
Ocheret  was  born  on  July  12, 
1910,  in  New  York  City,  and  was 
graduated  from  George  Washing- 
ton University  School  of  Medi- 
cine, Washington,  DC,  in  1934. 
He  completed  an  internship  at 
Jersey  City  Medical  Center.  Dur- 
ing his  long  medical  career,  Dr. 
Ocheret  practiced  in  Orange  from 
1937  to  1941;  was  the  superinten- 


dent and  medical  director  of 
the  Essex  County  Sanatorium, 
Verona,  from  1946  to  1970;  and 
director  of  the  Essex  County  tu- 
berculosis program  until  his  re- 
tirement in  1977.  Dr.  Ocheret 
was  a member  of  the  American 
Medical  Association  and  of  our 
Essex  County  component.  Dr. 
Ocheret  served  in  the  United 
States  Army  Medical  Corps  dur- 
ing World  War  II. 


FRANK  D.  ROYLANCE 


We  have  been  informed  of  the 
death  of  Frank  Dean  Roylance, 
MD,  on  August  19,  1994,  at  the 
age  of  84.  Dr.  Roylance  was  born 
on  January  10,  1910,  in  Ridge- 
field. He  was  awarded  a medical 
degree  from  Columbia  University 
College  of  Physicians  and  Sur- 
geons, New  York,  in  1938.  After 
completing  an  internship  at 
Englewood  Hospital  and  a res- 
idency at  Meadowbrook  Hos- 
pital, Long  Island,  Dr.  Roylance 
received  a New  Jersey  medical 


license  in  1941.  During  his 
medical  career  as  a family  practi- 
tioner, Dr.  Roylance  was  affiliated 
with  Englewood  Hospital  and 
Pascack  Valley  Hospital,  West- 
wood;  maintained  a practice  in 
Haworth;  and  was  a member  of 
our  Bergen  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Roylance  served  in 
the  United  States  military  during 
World  War  II.  Dr.  Roylance  re- 
sided in  Closter  and  retired  to 
Florida. 


IRVIN  E.  SADOFF 


Otolaryngologist  Irvin  E. 
Sadoff,  MD,  of  Old  Bridge,  died 
on  July  29,  1994;  he  was  bom  on 
March  24,  1911,  in  Hoboken. 
After  receiving  a medical  degree 
from  the  University  of  Louisville 
School  of  Medicine,  Kentucky,  in 
1939,  Dr.  Sadoff  completed  an  in- 
ternship at  Charity  Hospital  of 
Louisiana,  New  Orleans,  and  a 
residency  at  Bellevue  Hospital, 
New  York.  During  his  medical  ca- 


reer, Dr.  Sadoff  practiced  in  New 
Brunswick  and  New  York  City, 
and  was  chief  at  the  VA  Hospital, 
East  Orange.  He  was  on  the 
teaching  faculty  at  UMDNJ-New 
Jersey  Medical  School,  and  was 
awarded  the  Golden  Apple  award 
in  1968.  Dr.  Sadoff  was  a 
diplomate  of  the  American  Board 
of  Otolaryngology  and  a member 
of  our  Essex  County  component. 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  POLICY  DEVELOPMENTS 


The  “real”  problem.  Affecting 
“a  deep  sense  of  deja  vu,” 
Medical  Liability  Monitor  has  ad- 
monished physicians  to  pay 
greater  attention  to  the  frequently 
reported  “clear  relationship  be- 
tween patient  dissatisfaction  and 
proclivity  to  sue.” 

In  a rare  editorial,  the  20-year- 
old  newsletter  criticized  those 
physicians  who  ignore  problems 
of  actual  malpractice  and  instead 
blame  lawyers  and  patients  for 
the  burden  of  litigation.  Waiting 
expectantly  for  tort  reforms  also 
was  slammed  as  a strategy,  as  the 
newsletter  called  on  members  of 
the  medical  profession  to  "make 
the  hard  behavioral  changes  that 
will  minimize  claims.” 

In  a separate  piece,  Medical 
Liability  Monitor  discussed  a 
Florida  study  of  obstetricians  re- 
ported in  the  Journal  of  the 
American  Medical  Association  in 
November.  The  researchers 
found  that  physicians  who  were 
criticized  by  their  patients  for 
poor  communication  tended  to  be 
sued  for  malpractice  more  fre- 
quently than  other  physicians. 


MALPRACTICE  VERDICTS 


Pediatric  referral  for  eye  care. 
During  the  first  two  years  of  life, 
a child  visited  two  pediatricians  in 
a joint  practice  more  than  20 
times  for  routine  examinations 
and  care.  During  several  visits, 
the  boy’s  mother  later  related,  she 
mentioned  to  the  physicians  that 
one  of  the  boy’s  eyes  “looked 
dead  or  moved  awkwardly.  The 
physicians  did  not  note  this  com- 
plaint in  the  patient  record  and 
took  no  action. 

Finally,  at  age  three,  the  child 
was  referred  to  a prominent 
ophthalmologist,  who  diagnosed 
retinoblastoma  at  stage  5 and 
enucleated  the  eye.  A nine-month 
course  of  chemotherapy  ensued. 


The  Florida  patients’  com- 
plaints included  failure  to  offer 
information  or  to  listen,  lack  of 
apparent  concern  or  respect  for 
the  patient,  rushing  or  ignoring 
patients,  and  not  telling  the  pa- 
tient what  was  happening  or  even 
yelling  at  the  patient  during  de- 
livery. And,  the  point  is  that  pa- 
tients who  voiced  these  problems 
were  not  the  patients  who 
brought  suit  against  the  physi- 
cians. 

Comparable  to  a disease.  A 
physician-friendly  newsletter  ac- 
companying Medical  Liability 
Monitor  also  has  weighed  in  on 
the  issue  of  physician  resistance 
to  malpractice  advice.  Comparing 
malpractice  litigation  to  a disease, 
Loss  Minimizer  observes  that  the 
etiologies,  symptoms,  and  modali- 
ties for  treating  and  controlling 
litigation  are  well  known  and, 
hints  Loss  Minimizer , honored  in 
the  breach. 

The  newsletter  observes  that 
prospects  for  congressional  tort 
reform  have  diminished  with  the 
collapse  of  the  Clinton  health  re- 
form program.  But,  adds  the 

A suit  for  malpractice  was 
brought  in  New  Jersey  against  the 
pediatricians  for  failing  to  make 
the  referral  on  a timely  basis,  thus 
causing  the  patient  to  lose  the  eye 
unnecessarily.  When  the  patient 
was  23  and  long  free  of  cancer, 
the  trial  was  held.  At  the  time  of 
trial,  the  patient  was  employed  as 
a chef  after  graduating  from  the 
Culinary  Institute  of  America, 
following  education  from  a high 
school  where  he  played  in- 
terscholastic football. 

An  expert  ophthalmologist  tes- 
tified for  the  plaintiff  that  the 
mother’s  concerns  merited  refer- 
ral. Retinoblastoma  was  described 
as  the  sixth  most  common  child- 


newsletter,  what  happens  in  Con- 
gress is  of  less  consequence  than 
what  happens  in  the  physician- 
patient  encounter.  “None  of  the 
reforms,  it  says,  “prevents  ad- 
verse outcomes  or  the  com- 
munication lapses  that  have  been 
catalysts  for  malpractice  claims 
for  two  decades.” 

To  prevent  malpractice  claims 
from  being  brought,  Loss  Mini- 
mizer reminds  physicians  to  be- 
come more  knowledgeable  and  to 
act  on  the  knowledge  that  is 
gained.  Advice  includes:  learn  the 
leading  causes  of  action  in  your 
specialty;  observe  state  laws  on 
disease  reporting  (in  New  Jersey 
these  requirements  are  included 
in  a medical  policy  manual  dis- 
tributed by  MSNJ  and  advertised 
in  this  issue  of  NEW  JERSEY 
MEDICINE);  respect  patient  con- 
fidentiality; and  supplement  oral 
education  of  patients  with  written 
materials. 


hood  tumor.  A timely  referral,  as- 
serted the  expert,  could  have 
saved  the  eye,  especially  since  the 
surgeon  had  a 95  percent  success 
rate  when  performing  the  opera- 
tion at  stage  1. 

The  defense  responded  that  the 
tumor  occurs  in  only  1 of  approx- 
imately 20,000  babies.  Diagnosis 
at  stage  1 is  rare,  argued  the  de- 
fense. In  the  era  when  the  patient 
was  treated,  added  the  defense, 
many  physicians  opted  for 
enucleation  even  at  this  early 
stage.  Moreover,  the  defense 
maintained,  diagnosis  at  stage  1 is 
problematic.  For  all  these  rea- 
sons, the  defense  asserted,  the 
eye  probably  would  not  have 
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been  saved  in  any  event,  so  that 
an  earlier  referral  would  have 
made  no  difference  in  the  out- 
come of  care. 

One  of  the  defendants  admitted 
on  cross-examination  that  he  be- 
lieved the  mother  was  not 
fabricating  the  claim  that  she  re- 
peatedly had  reported  her  con- 
cerns to  the  defendants.  And, 
although  one  defendant  testified 
that  a test  to  observe  reflexes  of 


the  retina  was  routinely  per- 
formed in  the  practice,  the  other 
defendant  allowed  in  a deposition 
that  no  such  test  had  been 
performed  on  the  patient. 

The  jury  found  a 50  percent 
chance  that  enucleation  would 
have  been  performed  even  if  the 
referral  had  been  made  at  the 
time  of  the  mother’s  early  ex- 
pressions of  concern.  The  jury 
further  found  that  the  defendants 


were  negligent,  and  that  their 
negligence  caused  the  patient  to 
suffer  damages  that  they  assessed 
at  $1,400,000.  This  award,  which 
commentators  characterized  as 
“very  substantial,”  was  reduced 
by  one-half  in  accordance  with 
the  finding  that  50  percent  of  the 
injury  was  caused  by  the  underly- 
ing condition  of  cancer. 


MALPRACTICE  AND  OTHER  CASES 


Suit  against  Clintons.  A physi- 
cian’s suit  against  the  Clinton  ad- 
ministration for  conducting  its 
health  reform  deliberations  in 
secret  has  been  dismissed  as  moot 
by  a federal  district  court  judge 
in  Washington,  DC.  Earlier,  the 
administration  had  turned  over  its 
records  in  the  case  as  ordered  by 
the  court. 


However,  the  court  referred  is- 
sues about  the  conduct  of  White 
House  adviser  Ira  Magaziner  to 
the  U.S.  attorney  for  the  District. 
In  stating  on  oath  that  all 
members  of  a presidential  health 
reform  task  force  were  federal 
employees,  so  that  the  task  force’s 
deliberations  would  not  be  sub- 
ject to  public  disclosure,  Mr. 


Magaziner  may  have  perjured 
himself  or  shown  contempt  of 
court.  The  administration’s  posi- 
tion has  been  that  Mr.  Maga- 
ziner’s  statements  reflected  inno- 
cent error  in  recollection. 


HEALTH  CARE  FINANCING 


Stark  II  enforcement.  Dis- 
regard rumors  that  the  federal 
Health  Care  Financing  Adminis- 
tration is  postponing  enforcement 
of  new  anti-self-referral  require- 
ments, a New  Jersey  law  firm  is 
advising  physicians.  The  require- 


ments were  imposed  under 
legislation  that  took  effect  in 
January.  Known  as  “Stark  II,”  the 
legislation  extended  the  ban 
against  clinical  laboratory  self-re- 
ferrals to  other  clinical  activities. 


The  Stark  II  provisions  were 
summarized  in  these  pages  in 
January  ( NEW  JERSEY  MEDICINE 
92:9,  1995).  The  warning  was  is- 
sued by  the  Roseland  firm  of 
Brach,  Eichler.  □ 
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who 
packed 
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chute... 

Your  professional  life  can  depend  on  it. 

It’s  why  so  many  doctors  trust  The  Britton 
Agency  to  package  their  malpractice 
insurance.  For  25  years,  they  have  trusted  us 
to  protect  them  from  major  causes  of  chute 
failure. 

How  reliable  is  your  chute? 

• Do  you  need  special 
protection  because  a 
managed  care  contract  creates 
additional  liability  exposure? 

• Does  your  policy  protect  your 
whole  practice,  including 
your  employees? 

• Are  you  aware  of  the 
implications  of  the  tail 
payment  on  a claims-made 
policy? 

• Do  you  have  “consent  to 
settle”  protection  against 
discredit  in  the  National 
Practitioner  Databank? 

• Do  you  have  the  lowest 
number  of  exclusions,  which 
can  be  as  few  as  5? 

• Do  you  have  your  own 
specialized  agent  to  rely  on 
to  double-check  your  chute? 

You  can  rely  on  the  Britton  Agency. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

The  Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 

855  Mountain  Avenue,  Mountainside,  New  Jersey  07092 
1-800-462-3401  • 1-908-654-6464 


“I'm  confident  I get  excellent  value 
with  Tloe  Britton  Agency.  Most 
importantly,  the  personal  service  gives 
me  comfort  that  I have  the  most 
responsive  and  comprehemive 
protection  for  my  organization.  ” 

— Paul  Lenz,  MD 


BOOK  REVIEWS 


INFECTIOUS  DISEASES,  FOURTH  EDITION 


Gerald  Mandell,  MD , John  Ben- 
nett, MD;  Raphael  Dolin,  MD. 
New  York , NY,  Churchill  Liv- 
ingstone, 1995.  Dr.  Mandell 
published  the  first  edition  of  In- 
fectious Diseases  in  1979  and  it 
was  the  best  of  that  period.  Now 
with  Dr.  Bennett,  the  renowned 
clinical  mycologist,  and  with  a 
new  editor,  Dr.  Ralph  Dolan  of 
Rochester  Medical  School,  Dr. 
Mandell  has  produced  the  fourth 
edition  of  Infectious  Diseases, 
Volumes  1 and  II.  All  the  chapters 
have  been  revised  and  completely 
rewritten  by  new  authors  and  a 
number  of  new  chapters  have 
been  written,  including  sections 
on  AIDS,  Lyme  disease,  hepatitis 
C and  E,  hantavirus,  cat  scratch 
etiology,  and  resistant  microbes. 

I have  reviewed  the  two  vol- 
umes, with  2,796  pages.  The  table 
of  contents  is  clear  and  concise 
and  the  index  is  very  thorough 
and  user  friendly.  Dr.  Mandell 
utilized  the  skills  of  physician, 
Marty  Wolfe,  MD,  to  review  the 


traveler’s  diseases  that  are  in- 
creasing in  frequency.  Naturally, 
with  Dr.  Mandells  interest  in 
host  factors,  this  area  is  superb  in 
every  way.  The  tables  are  fine, 
but  cluttered  with  data.  There  are 
no  color  photographs,  yet  color 
photographs  are  extremely  impor- 
tant in  diagnosis  training. 

The  new  chapters  are  well 
done  and  are  reasonably  up-to- 
date. 

Ideally,  this  is  a fine  book  for 
a library  and  the  best  book  avail- 
able for  infectious  disease  doctors. 
I have  always  told  my  Fellows 
that  they  must  know  Dr. 
Mandell  s book  in  order  to  pass 
the  infectious  disease  boards. 

In  the  next  edition,  I would 
like  to  see  more  discussion  about 
the  new  emerging  fungi  and  more 
about  gene  manipulation. 

Overall,  this  is  an  excellent  edi- 
tion that  is  worth  the  price.  □ 
Leon  G.  Smith,  MD 


TEXTBOOK  OF  GYNECOLOGY 


Larry  J.  Copeland,  MD.  Phila- 
delphia, PA,  W.B.  Saunders  Com- 
pany, 1993.  This  enormous  en- 
cyclopedic volume  represents  the 
combined  efforts  of  98  gynecolo- 
gists, radiologists,  oncologists, 
pathologists,  pharmacologists, 
urologists,  pediatricians,  psychia- 
trists, psychologists,  internists, 
and  nurses;  they  present  61 
chapters  that  include  every  im- 
aginable aspect  of  gynecology. 
Subjects  are  covered  from  a 
clinical  point  of  view  as  well  as 
from  the  standpoint  of  research 
into  possible  future  develop- 
ments. 

This  book  is  accompanied  by  a 
371 -page  paperback  study  guide, 
which  is  divided  into  61  com- 
patible chapters  comprised  of 


pertinent  multiple  choice  ques- 
tions with  adjacent  answers.  No 
applicant  for  American  board 
certification  should  consider  tak- 
ing the  examinations  without 
thoroughly  reviewing  the  con- 
tents of  this  book  and  the  study 
guide. 

Unfortunately  the  book  is  so 
large,  heavy,  and  unwieldy,  it 
would  not  be  a convenient 
bedside  reader  for  practicing 
clinicians;  however,  it  would  be 
invaluable  for  resident  physicians 
and  an  almost  indispensable  ad- 
dition to  any  hospital,  medical 
school,  or  pharmaceutical  com- 
pany library.  O Jerome  Abrams, 
MD,  MPH 
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Home  Mortgage  Company.  Inc.,  the  administrator  of  this  program  Buying  Power  Pledge  is  a 
service  mark  of  The  Prudential  Home  mortgage  Company  of  America  The  Prudential  Home 
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Prudential  Insurance  Company  of  America,  doing  business  as  PH  Mortgage  Company.  Inc. 
in  Ohio  New  York  office:  Expressway  Executive  Center.  Inc  , Suite  100,  48  South  Service 
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LETTERS  AND  VIEWPOINTS 


BREAST  CANCER  RESEARCH 


I am  writing  this  following  the 
public  forum  on  breast  cancer  re- 
search in  New  Jersey,  sponsored 
by  the  New  Jersey  Commission 
on  Cancer  Research,  to  bring  at- 
tention to  the  need  for  an  increase 
in  cancer  epidemiologic  research 
within  the  state.  The  purpose  of 
the  public  forum  was  to  seek 
input  on  breast  cancer  research  in 
New  Jersey  from  the  scientific, 
medical,  and  lay  communities. 
The  Commission  was  especially 
interested  in  hearing  testimony 
on:  the  role  research  can  play  in 
reducing  the  high  breast  cancer 
rate;  the  types  of  research  needed 
to  address  the  concerns  of  citi- 
zens; the  infrastructure  modifica- 
tions needed  to  address  the  re- 
quirements of  the  research  com- 
munity; and  input  on  how  breast 
cancer  research  should  be 
funded. 

At  the  forum,  my  presentation 
focused  on  the  need  for  a well- 
defined,  articulated  short-  and 
long-term  plan  of  epidemiologic 
study  specifically  related  to  New 
Jersey’s  cancer  prevention  and 
control  plans,  policies,  programs, 
and  activities.  I argued  for  such 
a plan  based  on  my  experience  as 
the  chief  of  planning  and  evalua- 
tion for  the  Division  of  Cancer 
Prevention  and  Control  (DCPC) 
at  the  Centers  for  Disease  Con- 


trol and  Prevention.  DCPC  is 
responsible  for  setting  the  agenda 
for  policy,  epidemiology,  and 
evaluation  research  related  to 
several  cancer  prevention  and 
control  projects,  including  the 
National  Breast  and  Cervical 
Cancer  Early  Detection  Program. 
This  nationwide  effort  is  designed 
to  prevent  unnecessary  morbidity 
and  mortality  from  breast  and 
cervical  cancer  through  early  de- 
tection and  education. 

The  lessons  learned  from  build- 
ing a national,  comprehensive 
cancer  prevention  and  control 
program  from  the  ground  up  were 
quite  straightforward.  Program 
success  was  dependent  on  a clear 
and  concise  understanding  of  is- 
sues faced  by  the  women  in- 
tended to  be  served.  Further- 
more, this  understanding  could 
be  achieved  only  through  con- 
ducting well-articulated,  scien- 
tifically sound,  and  ongoing 
epidemiological  studies  that  pro- 
vide health  care  professionals  and 
policymakers  with  insights  into 
how  to  approach  and  alleviate  the 
most  common  cancer  type  among 
women. 

The  general  goals  of  any  cancer 
control  efforts  are  to  reduce  in- 
cidence, to  alleviate  the  severity 
of  disease,  to  delay  the  onset  of 
disability,  and  to  prolong  an  in- 


dividual’s life.  Given  this,  New 
Jersey’s  health  care  community 
must  clearly  understand  the  ex- 
tent of  the  disease  burden  in  the 
state,  including  the  common  risk 
factors,  the  effective  policies  and 
interventions,  and  who  in  the 
state  has  and  has  not  experienced 
benefits  from  previous  programs. 
While  the  use  of  mortality  data 
can  help  focus  the  search  for  cor- 
rect intervention  strategies,  other 
measures,  e.g.  morbidity  and 
quality  of  life,  patterns  of  service 
usage,  population’s  knowledge, 
attitudes,  behaviors,  and  prac- 
tices, prevalence  of  risk  factors, 
measures  of  functional  status  and 
disability,  provide  a more  com- 
prehensive picture  of  the  disease 
burden. 

My  experiences  have  taught  me 
that  understanding  the  scope  and 
burden  of  cancer  can  take  place 
only  through  a well-articulated 
plan  of  basic  epidemiologic  study, 
including  a comprehensive  as- 
sessment of  the  effectiveness  and 
long-term  benefits  of  prevention 
policies  and  interventions.  □ 
Susan  P.  Ackermann,  PhD,  MA, 
vice-president,  Section  on  Health 
and  Human  Services  Research 
and  Evaluation,  Response  Analy- 
sis Corporation 
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A short  article  by  Dr.  Susan  H. 
\delman  in  the  January  9,  1995, 
issue  of  American  Medical  News 
is  entitled,  “A  title  can  mean  a lot, 
so  call  this  physician  doctor  .” 
She  writes  in  her  usual  incisive 
way,  making  several  cogent 
points,  and  describes  various 
scenarios  wherein  the  use  of 
academic  titles  is  discouraged  or 
downplayed.  These  included  a 
call  to  a health  care  delivery  cor- 
poration, the  casual  and  informal 
manner  of  address  used  in  the 
Hillary/Ira  health  systems  de- 
liberations in  which  she  partici- 
pated, and  the  difficulties  of  a 
woman  physician  in  being  rec- 
ognized as  such,  even  in  her  usual 
health  care  setting.  She  also 
touched  on  the  use  of  titles  in  the 
> social  sphere. 

Dr.  Adelman  is  concerned  stat- 
ing, “There  is  more  than  anti- 
intellectualism  or  exaggerated 
egalitarianism  at  work  here.  By 
using  this  leveling  technique, 
society  takes  away  the  prestige 
and  respect  that  would  otherwise 
accrue  to  the  title  doctor.”  This  is 
a disconcerting  situation,  but  the 
denigration  of  the  medical 
profession  has  deeper  roots  than 
is  suggested  by  the  mere  elision 
of  an  academic  degree. 

Paul  Starr,  Princeton  sociology 
professor  and  co-editor  of  The 
American  Prospect,  gave  us  a clear 
understanding  of  the  factors  that 
have  affected  the  stature  of  the 
American  physician  in  his  land- 
mark publication,  The  Social 
Transformation  of  American  Med- 
icine, published  in  1982,  that 
limns  our  health  care  system  over 
the  previous  two  centuries. 

He  noted,  “In  the  nineteenth 
century,  many  Americans,  epito- 
mized by  the  Populists,  continued 
to  believe  in  the  adequacy  of 
common  sense  and  to  resist  the 
claims  of  the  professions.  On  the 


Howard  D.  Slobodien,  MD 


other  hand,  there  were  those,  like 
the  Progressives,  who  believed 
that  science  provided  the  means 
of  moral  as  well  as  political  reform 
and  who  saw  in  the  professions  a 
new  and  more  advanced  basis  of 
order  . . . [which]  happily  coincide 
with  the  ambitions  of  the  emerg- 
ing professional  class  to  cure  and 
reform.” 

Starr  further  noted,  “Before  the 
profession’s  authority  was  institu- 
tionalized in  the  late  nineteenth 
and  early  twentieth  centuries, 
physicians  might  win  personal 
authority  by  dint  of  their  charac- 
ter and  intimate  knowledge  of 
their  patients.  But  once  it  was 
institutionalized,  standardized 
programs  of  education  and  licens- 
ing conferred  authority  upon  all 
who  passed  through  them.  Prior 
to  this  time,  home-spun  medical 
treatments  were  the  rule,  based 
on  rudimentary  common  nos- 
trums. The  Progressive  era  con- 
ceded the  complexity  of  medical 
care,  the  need  for  specialized 
training,  and  the  concomitant 
elevation  of  the  trained  medical 


specialist,  the  physician,  in  socie- 
ty’s hierarchy. 

It  should  be  emphasized  that 
the  authority  given  physicians, 
with  the  high  position  and  com- 
mensurate income,  was  predi- 
cated upon  the  understanding 
that  the  medical  profession  was 
not  merely  a business,  but  was 
needed  to  satisfy  the  perceived 
needs  of  the  rest  of  society. 

In  the  1970s,  many  American 
institutions  suffered  a loss  of 
public  approval  and  confidence; 
medicine  no  less  than  many 
others.  The  people,  stimulated 
and  titulated  by  governments  at 
various  levels  and  by  the  media, 
turned  away  from  the  belief  that 
doctors  and  voluntary  hospitals 
knew  best  how  to  deliver  and  ad- 
minister health  care.  The  increas- 
ing costs  of  this  care  over- 
whelmed other  considerations 
and  much  of  the  “fat”  in  the 
system  was  ascribed,  wrongfully 
or  otherwise,  to  excesses  promul- 
gated by  us. 

Despite  our  opposition,  and 
that  of  other  providers  of  health 
care,  the  perception  of  American 
medicine  in  crisis  prevailed,  even 
in  the  face  of  agreement  that  we 
provided  the  best  care  the  world 
had  ever  known.  Our  authority  to 
judge  what  was  best  for  our  pa- 
tients was  eroded,  despite  the 
lack  of  similar  knowledge  by  any 
other  members  of  society.  As 
Starr  wrote,  “Thus  three  powerful 
forces  were  now  arraying  them- 
selves against  the  health  care 
providers  in  a drive  for  greater 
state  intervention  — the  insurance 
industry,  the  employers,  and  the 
government  itself.  In  the  seven- 
ties [sic],  these  interests  found 
themselves  in  a temporary  [?]  al- 
liance with  long-time  liberal 
critics  of  the  health  system.  . . .” 

He  also  stated,  back  in  the 
early  1980s,  “This  intellectual 
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shift  reflects  a deepening  am- 
bivalence about  medicine  in  the 
entire  society.  While  Americans 
express  confidence  in  their  own 
personal  physicians,  they  are 
more  hostile  to  doctors  as  a class. 
The  desire  to  enter  medicine  as 
a career  is  undiminished,  but 
there  is  great  antagonism  to  those 
who  do.  This  ambivalence  is  evi- 
dent in  the  patients’  rights  and 
womens’  movements,  which  si- 
multaneously claimed  rights  of  ac- 
cess to  and  rights  of  protection 
against  medical  authority.” 

The  American  Medical  Associa- 
tion has  sponsored  many  polls  to 
determine  public  attitudes  toward 
various  health  care  issues.  The  re- 
sults and  trends  are  upsetting,  but 
clear,  and  confirm  the  findings 
and  opinions  expressed  by  Starr. 
People  feel  that  doctors  are  be- 
coming less  interested  in  their  pa- 
tients and  less  dedicated  to  their 
welfare,  spend  less  and  less  time 
with  them,  and  consequently  do 
not  explain  things  well  to  them. 
In  addition,  doctors  are  too  in- 
terested in  making  money  and 
people  continue  to  lose  faith  in 
them.  So,  our  patients  feel  in- 
creasingly that  the  high  quality  of 
health  care  in  the  United  States 
does  not  justify  its  high  cost. 

The  popular  press  continues  to 
hammer  away.  The  February 
1995  issue  of  Consumer  Reports 
promotes  patient  activism  and  ac- 
cuses us  of  a conspiracy  to  con- 
ceal the  truth.  It  uses  data  from 
the  19th  century  and  a 1989 
survey  published  in  JAMA  that 
“found  the  majority  of  physicians 
said  they  would  withhold  the 
truth  if  they  decided  it  was  in  the 
patient’s  best  interest.  This, 
despite  overwhelming  evidence 
that  patients  want  to  be  fully  in- 
formed— and  need  to  be  informed 
if  they  are  to  make  the  decisions 
they  need  to  make.”  Patients  no 
longer  will  concede  to  us  the  sole 
decision-making  responsibilities. 

We  have  editorialized  previous- 
ly about  the  commercialization  of 
medicine.  We  have  decried  the 
expansion  and  self-promotional 
advertising  done  by  physicians. 


hospitals,  managed  care  com- 
panies, and  others,  considering 
this  an  abasement  of  profes- 
sionalism. In  the  past,  doctors  got 
rich  by  good  investments  or  mar- 
riages; they  could  expect  to  make 
a solid  living  and  were  conceded 
upper  middle-class  standing. 
They  drove  Buicks,  not  Cadillacs. 
Now  we  see  a JAMA  commentary 
in  its  December  1994  issue  that 
promotes  compensation  for  all 
telephone  calls.  In  this  article,  the 
author  even  suggests  how  much 
to  charge — by  the  minute!  It  was 
surprising  not  to  see  advocacy  for 
the  use  of  900  numbers.  Will  the 
next  recommendation  be  for  con- 
tingency fees? 

Information  from  the  above- 
quoted  sources  gives  ample 
evidence  of  how  and  why  the 
pedestal  placed  under  the  physi- 
cian in  the  late  18th  and  early 
19th  centuries  has  been  removed. 
There  is  much  good  in  this  “level- 
ing of  the  playing  field.”  The 
humanistic  approach  to  medical 
care  is  of  benefit  to  both  the  pa- 
tient and  the  physician  and  the 
god-like  demeanor  of  one  on  a 
pedestal  is  inimicable  to  that  end. 

But  there  also  is  much  to  be 
said  in  favor  of  maintaining  some 
element  of  dignity.  Hospital 
personnel,  including  too  many 
physicians,  fail  to  recognize  the 
slights  given  to  many  patients, 
especially  the  elderly,  when  they 
are  addressed  familiarly  on  a first- 
name  basis.  Most  women  patients 
dislike  being  addressed  as  “dear” 
or  similar.  If  we  expect  respect, 
we  must  first  give  it.  This  position 
is  affirmed  by  David  Frum,  cited 
in  Reader’s  Digest  of  February 
1995;  he  bemoans  the  current 
trend  of  teaching  children  to  ad- 
dress adults  by  their  first  names. 
He  reports  that  “the  custom  of 
addressing  strangers  formally  is  as 
dead  as  the  practice  of  leaving  a 
visiting  card.”  He  notes  that  the 
title  of  “Mr.”  was  reserved  for 
people  above  certain  social  levels. 
Finally,  he  says,  “To  the  boorish, 
self-respect  always  will  seem  stuf- 
fy. But  why  should  the  boors  be 
permitted  to  make  the  rules?” 


As  might  be  expected,  both 
points  of  view  are  correct.  The 
use  of  a title  is  appropriate  under 
professional  circumstances,  some 
of  which  are  noted  by  Dr. 
Adelman.  The  use  of  academic  ti- 
tles is  not  appropriate  when  used 
to  obtain  an  unwarranted  advan- 
tage, e.g.  to  escape  a traffic  ticket, 
to  cow  lay  personnel,  to  “go  to  the 
head  of  the  line,”  or  to  try  to 
impress,  purely  for  the  sake  of 
impressing. 

We  shall  never  be  replaced 
upon  a pedestal.  Not  as  long  as 
“every  boy  can  grow  up  to  be 
president.”  Not  as  long  as  the 
media  prefer  to  publicize  failures 
instead  of  successes,  and  the 
sensational  rather  than  the  mun- 
dane. Not  as  long  as  people  feel, 
without  justification,  “I’m  as  good 
as  you  are.”  And  not  as  long  as 
stepping  on  the  medical  profes- 
sion is  good  for  business,  for  self- 
esteem, or  for  power. 

It  behooves  us  to  improve  our 
images.  We  should  be  profes- 
sionals, using  our  titles  when  ap- 
propriate. We  should  be  good 
citizens,  without  need  for  titles. 
We  should  use  our  professional- 
ism to  lead  in  the  delivery  of 
medical  and  health  care.  We 
should  be  good  loving  parents, 
siblings,  and  friends.  Above  all, 
we  should  care  for  our  patients  as 
physicians,  not  as  MDs.  □ 
Howard  D.  Slobodien,  MD 

Few  people  are  modest 
enough  to  be  content  to  be 
estimated  at  their  true  worth. 

Vauvenargues, 
Reflections  and  Maxims,  1746 

Do  not  make  yourself  so  big, 
you  are  not  so  small. 

Jewish  proverb 

The  noblest  service  comes 
from  nameless  hands, /And  the 
best  servant  does  his  work 
unseen. 

Oliver  Wendell  Holmes, 

! 

The  Poet  at  the 
Breakfast  Table,  1872 
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Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 


For  more  information,  please  contact 
Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  and  Dover  • Delaware 
New  York  • New  York 


SERVICES,  INC. 


Are  you  sure  your  billing  and  collection 
approach  is  maximizing  cash  flow ? If 
not,  we  can: 


• Receive  maximum  reimbursement  on 

insurance  claims 

• Optimize  insurance  timing 

• Create  positive  activity  on  each  and 

every  patient  account 


JfitM  Management  Services,  Inc.  is  a full 
service  billing  and  collection  company  of- 
fering healthcare  providers  the  most  suc- 
cessful approach  to  claims  management 
available. 

(908)  563-0707 

Fax  (908)  563-0325 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OVER  100  OTHER 
CLASSIFICATIONS 


fiOYNTON 
& BOYNTON 


42  MONMOUTH  ST. 
P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


OCCURRENCE  PLUS- 

-1/3,000,000  LIMITS 

Higher  Limits  Availabile 

New  Doctors  50%  of  Premium 

Ob-Gyn 

$35,398 

Emerg.  Med. 

$8,352 

Radiology 

$10,124 

GP— No  Surgery 

$6,747 

Proctology 

$ 8,352 

Neurology 

$6,747 

GP— Minor  Surgery  $ 8,352 

Internal  Medicine 

$8,352 

Cardiology 

$ 6,747 

Psychiatry 

$2,764 

Gastroenterology 

$ 8,352 
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There’s  one  thing 
better  than  being  your 
own  boss. 

Being  your  own 
landlord. 


Finance  Your  Commercial  Property 
With  An  SBA  Loan  from  Valley  National. 

When  you  run  your  own  business,  you  practically 
live  there.  So  you  may  as  well  own  the  space.  But 
there's  one  little  problem.  The  size  of  the  down- 
payment.  Which  is  why  you  need  a Small  Business 
Administration  (SBA)  Loan  from  Valley  National.  It's  a 
great  way  to  build  a nest  egg  for  the  future.  We  can 
provide  up  to  100%  financing.  And  you  can  take  up  to 
25  years  to  pay  it  back  in  affordable  monthly  payments. 

What  it  all  boils  down  to  is  that  for  about  what  you 
spend  on  rent,  you  can  own  your  business  space. 

And  because  Valley  National  is  a Preferred  SBA 
lender,  the  approval  process  is  amazingly  quick.  In  most 
cases,  we  can  give  initial  credit  approval  in  three 
business  days  or  less.  And  you'll  be  working  with  a 
team  of  experts  who  specialize  in  satisfying  the  needs  of 
small  businesses.  In  addition  to  real  estate,  you  can  use 
an  SBA  Loan  to  finance  working  capital  and  pay  it  back 
in  up  to  7 years.  Or  to  buy  equipment,  which  you  can 
pay  back  in  up  to  10  years.  So  call  us  about  an  SBA 
Loan.  It's  quick.  It’s  affordable.  It's  smart.  And  you'll 
actually  like  your  landlord. 

1-800-SBA-6772 


\^IIey  National  Bank 


THE  BANK  THAT  WORKS\M 
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Toward  to 

ugher  oversight 

of  manage 

d care: 

1 

MSNJ  prc 

)pOSdlS  Fred  M.  Palace,  MD 

Louis  L.  Keeler,  MD 

Patricia  G.  Klein,  MD 
Neil  E.  Weisfeld,  JD,  MSHyg 


The  Medical  Society  of  New  Jersey  has  developed  a detailed 
position  statement  on  the  regulation  of  health  maintenance 
organizations  (HMO).  This  statement  has  been  presented  to  an 
advisory  committee  of  the  New  Jersey  State  Department  of 
Health,  which  is  preparing  new  HMO  regulations. 


In  consultation  with  num- 
erous authorities,  the  Med- 
ical Society  of  New  Jersey 
(MSNJ)  has  developed  a de- 
tailed position  statement  on 
regulation  of  health  maintenance 
organizations  (HMOs).  Summa- 
rized here,  this  statement  has 
been  presented  to  an  advisory 
committee  of  the  New  Jersey 
State  Department  of  Health 
(DOH),  which  is  helping  to 
prepare  new  HMO  regulations. 

Addressing  MSNJ’s  228th  An- 
nual Meeting  on  May  1,  1994, 
then-Acting  State  Health  Com- 
missioner Len  Fishman  declared 
his  intention  to  serve  as  an  honest 
broker  between  practicing  physi- 
cians and  large  managed  care  or- 
ganizations. 

Toward  that  end,  Mr.  Fishman, 
who  took  the  oath  of  office  as 
permanent  commissioner  on 
August  11,  1994,  has  convened  an 
advisory  committee  of  represen- 
tatives of  diverse  organizations  to 
discuss  updating  the  regulations 
of  HMOs.  MSNJ  prepared  a de- 
tailed position  statement  that  was 
distributed  to  the  committee.  This 
report  summarizes  the  position 
statement. 

In  New  Jersey,  HMOs  are 
regulated  jointly  by  DOH,  which 
Mr.  Fishman  heads,  and  the  New 


Jersey  State  Department  of  In- 
surance (DOI).  In  general,  DOH 
is  more  concerned  about  health, 
safety,  and  patient  protection, 
while  DOI’s  attention  is  focused 
on  financial  and  consumer  protec- 
tion issues.  (For  purposes  of  this 
distinction,  patients  obtain  health 
care,  while  consumers  seek  or  ob- 
tain third-party  payment  for 
health  care.) 

Under  New  Jersey’s  Health 
Care  Reform  Act  of  1992,  the 
state’s  health  care  market  is  in- 
creasingly competitive  and  mar- 
ket based.  This  is  a dramatic 
change  in  emphasis  from  the 
preceding  15  years,  when  the 
health  care  system— especially 
hospital  financing — was  highly 
regulated.  The  New  Jersey  re- 
forms may  serve  as  a harbinger 
for  national  efforts. 

As  the  market  for  health  care 
in  New  Jersey  matures,  public 
concerns  may  mirror  questions 
first  articulated  by  H.  Jay  Sexton, 
chairman  of  the  New  Jersey  Busi- 
ness & Industry  Association’s 
Health  Affairs  Committee:  Who 
runs  provider  networks  and 
managed  care  organizations?  How 
are  management  decisions  made? 
How  are  the  decisions  com- 
municated? How  can  competition 
be  fostered  to  make  market  forces 


work  for  most  people?  Govern- 
ment regulation  clearly  has  a role 
in  developing  answers  to  these 
questions.  Like  health  care 
providers,  HMOs  vitally  affect 
public  well-being  and  can  scarce- 
ly avoid  regulatory  oversight  and 
control.  In  addition,  HMOs  as 
third-party  payers  face  stringent 
insurance  regulation. 

The  crux  of  public  regulation  of 
HMOs  should  be  to  encourage 
them  to  compete  on  quality.  A 
1994  survey  of  HMO  executives 
conducted  by  The  New  York 
Times,  and  disseminated  also  by 
The  Wall  Street  Journal,  revealed 
that  only  one  in  five  HMOs  com- 
pete on  quality. 

Confronted  with  the  need  for 
more  aggressive  quality-based 
regulation  of  HMOs,  many  public 
agencies  will  seek  involvement. 
The  regulatory  mission  will  follow 
the  principle  enunciated  by  Allen 
Freezor  of  the  National  Associa- 
tion of  Insurance  Commissioners: 
"Put  patients  first. 

Besides  protecting  quality  of 
care  per  se,  regulatory  strategies 
should  promote  value  in  health 
care,  that  is,  the  highest  possible 
ratio  of  units  of  quality  care  to 
cost.  Enhanced  consumer  aware- 
ness may  be  the  best  vehicle  for 
promoting  quality  and  value.  For 
example,  as  medical  sociologist 
David  Mechanic  of  Rutgers  Uni- 
versity has  declaimed,  incentives 
for  physicians  to  give  less  care 
should  be  disclosed  to  consumers. 

Employers  and  other  payers  of 
health  coverage  also  have  a strong 
stake  in  HMO  regulation.  MSNJ 
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seeks  to  cooperate  with  payer 
coalitions  and  other  payer  groups 
to  enhance  quality  and  value. 

Physicians  have  some  special 
concerns  about  how  HMOs  affect 
the  continuity  of  care  and  the 
value  of  care.  These  concerns  in- 
clude fairness  and  predictability 
in  credentialing  (that  is,  selecting 
and  terminating  members  of 
physician  networks). 

Another  set  of  physician  con- 
cerns involves  protecting  physi- 
cian clinical  autonomy.  To  il- 
lustrate, William  Winkenwerder, 
MD,  MBA,  vice-president  of 
Prudential’s  Southern  Operations, 
has  observed  that  primary  care 
physicians  need  to  be  empowered 
to  serve  the  multiple  roles  of 
navigator,  negotiator,  evaluator, 
educator,  and  decision  maker. 
Similarly,  referral  physicians  need 
freedom  to  exercise  their  expert 
judgment,  within  appropriate 
protocols. 

The  following  sections  suggest 
specific  standards  for  use  by 
DOH  in  regulating  HMOs  in 
New  Jersey.  The  standards  are 
intended  to  be  realistic,  and  to 
focus  primarily  on  the  needs  of 
patients  and  consumers. 

CONSUMER  RIGHTS 

To  protect  the  rights  of  patients 
and  consumers,  HMOs  should  be 
required  to: 

• Protect  confidentiality. 

• Establish  and  maintain  a con- 
sumer and  provider  complaint 

process,  including  at  least: 

A.  A written  description  of  the 
process,  disseminated  to  all 
subscribers  and  available 
on  demand. 

B.  A consumer  and  patient 
telephone  and  FAX 
hotline. 

C.  An  ombudsman  or  patient 
advocate  program,  em- 
powered to  conduct  in- 
vestigations and  issue  re- 
ports and  recommenda- 
tions accessible  to  state  of- 
ficials for  official  purposes. 
This  program  should  be 


supported  by  sufficient  re- 
sources of  staff  size  and 
qualifications,  clerical  sup- 
port, office  equipment  and 
supplies,  office  space, 
transportation  support,  and 
access  to  information  and 
personnel. 

D.  Investigation  within  a 
specified  time  period  of  all 
credible  complaints  affect- 
ing the  patient’s  health  or 
the  consumer’s  financial  in- 
terest. 

E.  Authority  to  overturn  utili- 
zation review  decisions. 

F.  A written  statement  and 
explanation  of  the  results  of 
complaint  investigations. 

G.  The  right  of  review. 

H.  Annual  accurate  summary 
reports  of  complaint  ac- 
tivities accessible  to  state 
officials  for  official 
purposes. 

• Refer  providers’  complaints  in- 
volving the  care  of  an  in- 
dividual patient  to  the  same 
source  that  would  handle  the 
patient  or  consumer’s  com- 
plaint involving  the  same 
aspect  of  care. 

• Avoid  retaliation  against  com- 
plainants. 

• Promote,  encourage,  and  reim- 
burse health  education  of  pa- 
tients as  needed. 

• Disclose  to  consumers  and 
contracting  employers,  before 
enrollment,  all: 

A.  Restrictions  on  access  to 
speciality  and  referral  care. 

B.  Restrictions  on  coverage. 

C.  Copay  requirements. 

D.  Procedures  required  for 
prior  approval  of  care. 

• Disclose  to  consumers,  before 
enrollment,  the  latest  annual 
figures,  compiled  and  calcu- 
lated through  standardized 
methods  approved  by  DOH, 
on: 

A.  Loss  ratios,  revealing  the 
portion  of  premium  pay- 


ments spent  on  adminis-  ® 1 
trative  costs. 

B.  Full-time  equivalent  pri-  1 

mary  care  physician-to-pa- 
tient  ratios.  A 

C.  Participating  physician 
turnover  rates. 

D.  Participating  physicians’ 
evaluation  of  the  HMO  s 
performance. 

• Cooperate  with  all  state  agen- 
cies involved  in  oversight  of 
HMOs  in  a “one-stop  shop-  I 
ping”  program  to  free  patients 
and  consumers  from  having  to 
register  complaints  with  multi- 
ple agencies  or  from  receiving 
different  answers  from  dif- 
ferent agencies  to  the  same 
complaint. 

QUALITY  MANAGEMENT 

AND  UTILIZATION  REVIEW 

To  promote  high-quality  care 

and  high  value,  HMOs  should  be 

required  to: 

• Establish  and  vigorously  main- 
tain a quality  management  pro- 
gram, based  on  principles  of 
continuous  quality  improve- 
ment and  dedicated  to  improv- 
ing outcomes  of  care  and 
protecting  continuity  of  care. 

• Participate  in  the  National 
Committee  for  Quality  As- 
surance accreditation  program 
or  an  equivalent,  and  publicly 
disclose  the  results. 

• Disclose  to  individual  parti- 
cipating providers,  such  as  a 
physician  or  hospital,  the 
criteria  and  results  of  evalua- 
tions of  the  quality  of  care 
provided  by  the  individual. 

• Encourage  individual  pro- 
viders to  develop  and  maintain 
their  own  quality  management 
programs,  and  facilitate  such 
efforts. 

• Establish  and  maintain  a physi- 
cian peer  review  program,  or 
contract  for  peer  review  ser- 
vices, assessing  care  provided 
by  physicians  who  fail  to  meet 
quality-related  screens. 
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• Establish  and  maintain  a utili- 
zation review  (UR)  program,  or 

contract  for  UR  services,  with 

the  following  characteristics: 

A.  Explicit  UR  criteria  on 
medical  necessity,  based  on 
sound  clinical  evidence, 
evaluated  periodically,  and 
developed  with  the  in- 
volvement of  appropriate 
actively  practicing  physi- 
cians. 

B.  Adherence  to  regulations  of 
the  state  Board  of  Medical 
Examiners  (BME),  so  that 
UR  personnel  do  not  con- 
duct the  unauthorized 
practice  of  medicine  in 
New  Jersey. 

C.  Preauthorization  review 
decisions  within  two  busi- 
ness days,  concurrent  re- 
view decisions  within  24 
hours,  and  retrospective 
review  decisions  within 
five  days. 

D.  Clear  documentation  of 
adverse  UR  decisions  and 
review  by  a specialist  who 
would  typically  handle  the 
case  clinically. 

E.  A user-friendly  appeals 
process,  with  decisions 
made  within  30  days  and, 
when  necessary  due  to 
medical  urgency,  within  3 
days. 

F.  Qualified  UR  interface 
personnel,  able  to  com- 
prehend, interpret,  and 
evaluate  the  information 
provided. 

G.  Sufficient  responsiveness 
to  clinicians,  with  minimal 
instances  of  closed  offices, 
placing  callers  on  hold,  re- 
ferring callers  to  voice  mail 
and  not  returning  calls,  and 
representatives  not  autho- 
rized to  issue  approvals. 

H.  Standard  UR  forms  ap- 
proved by  DOH. 

I.  24-hour,  7-day  access  by 
physicians  (or  no  retroac- 
tive denials  for  emergency 
care). 


• Cooperate  with  DOH  in  an- 
nual surveys  of  patients,  in 
which  patients  are  asked  to 
rate: 

A.  The  appropriateness  of 
medical  care  received. 

B.  The  thoroughness  of  the 
medical  examination. 

C.  Concern  shown  for  the  pa- 
tient’s situation. 

D.  Adequacy  of  time  spent 
with  the  patient. 

E.  The  explanation  of  what 
was  done  for  the  patient. 

F.  Discussion  of  prevention. 

Note:  Survey  results  would  be 
compiled  for  each  HMO  and  then 
distributed  to  consumers  under 
conditions  specified  by  DOH. 
These  questions  were  used  by 
Robert  Blendon  in  a study  re- 
ported in  the  Journal  of  American 
Health  Policy,  May-June  1994. 

• Cooperate  with  DOH  in  the 
collection  of  information  on: 

A.  Rates  of  ambulatory  care 

sensitive  admissions,  that 
is,  hospital  admissions  that 
presumably  would  have 
been  prevented  through 
adequate  primary  care. 


B.  Preventable  readmissions 
(including  surgery  upon 
such  readmissions). 

C.  Operating  suite  incidents. 

• Meet  public  health  responsi- 
bilities delineated  by  DOH, 

addressing: 

A.  HIV  testing  and  treatment. 

B.  Tuberculosis  testing  and 
treatment. 

C.  Mammography  and  breast 
cancer  screening. 

D.  Smoking  cessation  and 
prevention  services. 

E.  Violence  prevention  and 
treatment  of  victims  of 
abuse. 

F.  Immunization. 

G.  Substance  abuse. 

H.  Teen  pregnancy. 

I.  Other  causes  of  high  num- 
bers of  years  of  preventable 
lives  lost. 

MEDICAL  POLICIES  AND 
PHYSICIAN  RELATIONS 

To  help  maintain  an  orderly, 
high-quality  health  care  system, 
HMOs  should  be  required  to: 

• Not  penalize  patients  for 

declining  a course  of  treatment 
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recommended  by  the  provider 
or  HMO. 

® Not  direct  primary  care  physi- 
cians to  refer  patients  to 
specific  referral  specialists, 
when  referral  to  another 
specialist  participating  in  the 
HMO  is  medically  appropriate. 

® Permit  physicians  to  prescribe 
medications  for  pain  manage- 
ment in  conformance  with 
recommendations  of  the 
federal  Agency  for  Health  Care 
Policy  and  Research. 

• Encourage  individualized  care, 
and  refrain  from  wooden  or 
strict  adherence  to  protocols  of 
care. 

• Not  force  women  to  be  dis- 
charged from  (unless  boarded 
near)  hospital  maternity  units 
within  three  days  of  delivery, 
when  the  newborn  is  kept  in 
the  hospital;  and  not  force 
newborns  to  be  discharged  so 
early  as  to  compromise  com- 
pliance with  DOH  newborn 
testing  requirements. 

• Not  encourage  nonpsychiatrist 
physicians  to  issue  prescription 
orders  prepared  by  nonphysi- 
cian mental  health  personnel. 

• Encourage  subscribers  to  de- 
velop and  regularly  review  ad- 
vance directives,  and  facilitate 
their  use. 

• Develop  and  periodically  re- 
view policies  on  terminal, 
futile,  and  heroic  care. 

• Disclose  to  participating  physi- 
cians upon  demand  the  creden- 
tials or  qualifications  of  UR 
physicians  who  review  a case 
managed  by  the  participating 
physician. 

• Protect  confidentiality  of  physi- 
cian data,  within  limits 
prescribed  by  law. 

• Adhere  to  a standard  claim 
form  to  be  approved  by  DOH. 

• Not  violate,  or  induce  others  to 
violate,  regulations  of  BME. 

• Establish  and  maintain  a 


system  under  which  represen- 
tative practicing  physicians 
(through  mechanisms  such  as 
an  elected  medical  advisory 
committee,  state  medical  or  os- 
teopathic societies,  state 
medical  specialty  societies, 
panels  of  outside  experts  ap- 
proved by  DOH,  or  hospital 
medical  staffs)  have  a rea- 
sonable opportunity  to  review 
periodically,  and  to  participate 
in  developing,  medical  policies 
affecting; 

A.  Practice  guidelines  and 
protocols. 

B.  Length-of-stay  guidelines 
and  critical  paths. 

C.  Referral  guidelines. 

D.  UR  policies  and  proce- 
dures. 

E.  Credentialing  criteria. 

F.  Drug  formularies. 

G.  Physicians'  paperwork 
burden. 

• Establish  and  maintain  a cre- 
dentialing program  to  select 
physicians  for  participation, 
and  to  terminate  or  “de-select 
participating  physicians  through 
contract  nonrenewal  or  any 
other  type  of  action,  with  the 
following  characteristics: 

A.  A credentialing  committee 
composed  primarily  of 
practicing  physicians. 

B.  Due  process  protections, 
including  written  notice,  a 
review  on  the  record,  and 
appeal  rights. 

C.  Explicit  credentialing  cri- 
teria that  afford  predict- 
ability by  being  sufficiently 
clear,  constant,  and  fol- 
lowed. 

D.  Flexibility  to  assure  that  a 
single  high-cost  case  does 
not  disqualify  an  otherwise 
qualified  physician. 

E.  No  penalty  for  providing 
medically  necessary  care. 

• Cooperate  with  efforts  to  re- 
port impaired  physicians  to  the 
Physicians  Health  Program  or 
BME. 


• Contract  with  participating 
physicians  through  written  y 
agreements. 

• Adhere  within  reason  to  con- 

tractual terms  on  timely  pay-  1 
ment  to  providers.  1 

• Establish  and  maintain  a 
guaranty  fund  requirement  to 
protect  physicians  if  the  plan 
becomes  insolvent. 

• Establish  and  maintain  a 
grievance  mechanism  for  phy- 
sicians employed  by  staff 
model  HMOs. 

• Discuss  with  organized  medi- 
cal associations  issues  involving 
physician  retraining  in  primary 
care. 

• Afford  physicians  a reasonable 
opportunity  to  register,  without 
penalty,  the  physician’s  opinion 
on  the  medical  necessity  of  a 
particular  course  of  treatment 
that  was  disapproved  through 
the  HMO’s  UR  process.  ■ 


Dr.  Palace  of  Morris  County  is  presi- 
dent, MSNJ.  Dr.  Keeler  of  Camden 
County  is  president-elect,  MSNJ.  Dr. 
Klein  of  Bergen  County  represents 
MSNJ  along  with  Dr.  Palace  on  the 
HMO  Advisory  Committee  of  the  New 
Jersey  State  Department  of  Health.  Mr. 
Weisfeld  is  director  of  education,  re- 
search & regulatory  affairs,  MSNJ.  Ad- 
dress reprint  requests  or  requests  for 
a copy  of  the  complete  MSNJ  position 
statement  on  regulation  of  HMOs  to 
Neil  Weisfeld,  MSNJ,  Two  Princess 
Road,  Lawrenceville,  NJ  08648. 
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Personalized  Legal  Services  for  Physicians: 


► Corporate  and  Commercial  Matters 

► Employment  Issues 

► Fraud  & Abuse  Audits  and  Defense 

► Managed  Care  Initiatives 

► Medical  Board  Proceedings 

► Reimbursement  Disputes 

Our  team  of  attorneys  is  prepared  to  represent  your 
interests  through  negotiation  or  litigation. 
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We’re  Putting  America’s 
Doctors  In  Their  Place 

(Their  Own  Place,  That  Is) 


1 he  Money  Store  has 
helped  hundreds  of 
medical  professionals 
like  yourself  maximize 
their  business  potential. 

By  owning  your  own 
building  you  can  build 
equity  with  every  rent 
payment,  take  advantage 
of  long-term  apprecia- 
tion, and  may  qualify  for 
significant  tax  savings. 
Your  own  building  can 
be  working  for  you  year 
after  year. 

Loans  are  also  avail- 
able for  start-ups  and 
purchase  of  existing 
practices.  Refinances  are 
also  available 


We  are  the  #1  SBA  Lender  in  New  Jersey  and  The  Nation! 

* Up  to  100%  financing  for  qualified  borrowers 

• Owner/User  only 

• Up  to  25  years,  fully  amortized 

• No  balloon  payments,  ever 

* No  prepayment  penalties 

• Competitive  rates 

• Quick  turnaround 

• Personalized  service 

• No  application  fee 


For  prompt  & professional  service  please  contact: 


Southern  NJ  Central  NJ 

Don  Dietz  or  Ed  Narozny  Judy  Wilinsky 

(609)  597-7987  or  (908)  233-4177 

(609)  875-1395 


Northern  NJ 
Patrick  Toriello 
(201)  579-5322 


The  Mowr  Store 

INVESTMENT  CORPORATION 
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The  Nation's  #1  SBA  Lender  for  the  12th  Consecutive  Year 


154 


NEW  JERSEY  MEDICINE 


Nutritional  implications 

bf  significant 

small  bowel  resection 

Elaine  Gagliardi,  MA,  RD 
Collin  E.M.  Brath waite,  MD 


Nutrition  support  of  the  patient  with  short  bowel  syndrome  is 
determined  by  the  extent  and  location  of  bowel  resection,  the 
functional  status  of  residual  bowel,  and  presence  or  absence 
of  the  ileocecal  valve.  The  authors  discuss  the  consequences 
and  treatments  for  bowel  resection. 


Diseased  bowel  often  re- 
quires surgical  resec- 
tion that  can  com- 
promise an  already 
precarious  nutritional  state.  Com- 
mon reasons  for  bowel  resection 
include  necrotizing  enterocolitis, 
mid-gut  volvulus,  Crohn’s  dis- 
ease, radiation  enteritis,  mesen- 
teric infarction,  and  abdominal 
trauma.  The  extent  of  resection, 
location  of  remaining  bowel, 
prevalence  of  active  disease  in  the 
residual  bowel  as  well  as  reten- 
tion of  the  ileocecal  valve  are 
crucial  in  determining  morbidity 
and  survival.12  Fifty  percent  of 
the  small  intestine  can  be  sur- 
gically removed  without  perma- 
nent, deleterious  effects.34  How- 
ever, resections  of  70  to  80  per- 
cent (only  70  to  100  cm  remain- 
ing) are  associated  with  severe 
clinical  and  metabolic  sequelae 
(known  as  the  short  bowel  syn- 
drome) requiring  aggressive  nu- 
tritional therapy.5 

The  remaining  intestinal 
mucosa  has  an  adaptive  ability 
that  compensates  for  the  loss  of 
resected  tissue.  After  surgery,  the 
bowel  exhibits  a regenerative 
response  that  continues  to 
progress  over  time.3  This  adapta- 
tion can  take  from  months  to 
years,  depending  on  the  location 


and  amount  of  bowel  resected. 
This  paper  will  discuss  the  conse- 
quences and  treatments  for  each 
type  of  bowel  resection. 

JEJUNUM 

The  jejunum  is  approximately 
200  cm  in  length  and  is  the 
primary  site  of  absorption  for  cop- 
per, zinc,  and  folate.  Patients  ap- 
pear to  tolerate  jejunectomy  well 
if  the  remaining  small  bowel  is 
unharmed.6  Jejunectomy,  with  a 
preserved  ileum,  allows  for 
normal  absorption  of  protein, 
carbohydrate,  and  electrolytes, 
and  patients  often  can  begin  an 
oral  diet  immediately  after 
surgery  without  problem.7  This 
occurs  because  the  ileum,  twice 
the  length  of  jejunum,  slows 
motility  and  allows  for  increased 
absorptive  time.6  One  function  for 
which  the  ileum  is  unable  to  com- 
pensate is  the  secretion  of  entero- 
hormones,  e.g.  cholecystokinin 
and  secretin.  Reduced  pancreatic 
stimulation  may  require  enzyme 
replacement  therapy  for  normal 
digestion  and  absorption  after  a 
proximal  resection.  However, 
data  on  the  efficacy  of  pancreatic 
enzyme  therapy  are  limited. 

One  side  effect  of  proximal 
small  bowel  resection  is  gastric 
hypersecretion  due  to  loss  of  the 


inhibitory  hormones  such  as 
gastric  inhibitory  polypeptide  and 
vasoactive  intestinal  polypeptide. 
The  stomach,  thus,  produces  ex- 
cess acid,  stimulated  by  gastrin  in 
the  bloodstream.5  The  increased 
acid  load  may  injure  the  mucosa 
distal  to  the  stomach  causing  a 
sprue-like  malabsorption,  peptic 
ulceration  leading  to  inactiviation 
of  bile  salts,  diarrhea,  and  inhibi- 
tion of  the  function  of  pancreatic 
enzymes  inactivated  in  an  acid 
environment.8  This  also  may  pre- 
vent anastomotic  healing.  Fortu- 
nately, treatment  with  histamine 
antagonists  and/or  omeprazole 
has  been  shown  to  be  effective 
and  will  improve  nutrient  absorp- 
tion. 

Diarrhea  usually  is  not  a 
problem  after  jejunectomies  since 
the  ileum  and  colon  have  the 
ability  to  reabsorb  excess  fluid 
and  electrolytes. 

ILEUM 

The  ileum  is  approximately  400 
cm  and  is  the  primary  site  of 
absorption  of  vitamin  B12  and 
bile  salts.  Loss  of  the  ileum  is 
more  critical  than  the  jejunum 
since  absorptive  functions  cannot 
be  compensated  for  by  other  seg- 
ments of  the  small  intestine.  A 
minimum  of  100  cm  of  ileum  is 
needed  for  bile  salt  absorption.  In 
this  situation,  fat  absorption  may 
be  normal  and  requirements  for 
fat  soluble  vitamins  decreased.6 
Watery  choleretic  diarrhea  may 
occur  since  bile  salts  pass 
unabsorbed  into  the  colon  but 
there  usually  is  little  or  no 
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steatorrhea.  In  this  case, 
cholestyramine  may  be  beneficial 
to  bind  bile  acids  and  decrease 
diarrhea. 

If  less  than  100  cm  of  terminal 
ileum  remains,  there  is  in- 
complete absorption  of  bile  salts 
that  are  needed  for  fat  absorption. 
Malabsorption  of  bile  salts  leads 
to  steatorrhea  and  fat  malabsorp- 
tion, causing  deficiencies  of  fat 
soluble  vitamins.  A fat  restricted 
diet  may  be  necessary.  The  use  of 
cholestyramine  is  contraindicated 
in  this  situation  since  luminal  bile 
salts  already  are  low  and  to 
further  bind  bile  salts  will  ex- 
acerbate the  steatorrhea.4,8 

Another  complication  after 
massive  ileal  resection  is  the  oc- 
currence of  renal  calculi.  Normal- 
ly, oxalate  is  bound  to  luminal 
calcium  and  excreted.  However, 
after  resection  of  large  portions  of 
ileum,  the  calcium  is  preferential- 
ly bound  to  unabsorbed  free  fatty 
acids  and  the  oxalate  passes  into 
the  colon.  Here  it  is  absorbed  and 
excreted  via  the  kidney  where  it 
binds  to  urinary  calcium  and 
forms  stones.4  A low  oxalate  diet 
may  be  beneficial.  Loss  of  a large 
portion  of  ileum  also  may 
stimulate  hepatic  synthesis  of  bile 
salts;  however,  alteration  in  bile 
constituents  causes  precipitation 
of  gallstones  and  may  necessitate 
cholecystectomy. 

ILEOCECAL  VALVE 

The  ileocecal  valve  prevents 
reflux  of  colonic  material  into  the 
small  bowel,  regulates  flow  of 
chyme  into  the  colon,  and  slows 
transit  time.  Slower  transit  time 
allows  for  prolonged  contact  of 
nutrients  with  the  mucosa  of  the 
ileum  increasing  nutrient  absorp- 
tion. An  intact  ileocecal  valve  is 
a positive  factor  in  clinical  out- 
come as  the  loss  of  this  muscle 
can  cause  many  difficulties  with 
enteral  feedings. 

When  the  ileocecal  valve  is 
absent,  reflux  of  colonic  contents 
can  cause  bacterial  overgrowth  in 
the  small  intestine.  This  leads  to 
changes  in  chyme,  mucosal  in- 
jury, and  malabsorption  of  nutri- 


ents, especially  vitamin  B12.4  Im- 
paired absorption  of  the  B12  in- 
trinsic factor  complex  will  lead  to 
megaloblastic  anemia.  This  is  re- 
medied with  monthly  injections 
of  the  vitamin. 

NUTRITIONAL  THERAPY 

In  determining  nutritional 
treatment  for  massive  small  bowel 
resection,  it  is  imperative  to  know 
the  amount  of  remaining  bowel. 
Different  degrees  of  malnutrition 
may  exist,  and,  since  many  pa- 
tients are  malnourished  prior  to 
surgery,  it  is  critical  to  begin 
nutrition  support  immediately 
after  surgery. 

In  cases  of  jejunectomy,  an  oral 
diet  may  be  started  after  surgery 
with  minimal  sequelae,  especially 
if  the  residual  bowel  is  intact. 
After  extensive  small  bowel  resec- 
tion, however,  a period  of 
parenteral  nutrition  will  be  re- 
quired. Resections  compromise 
absorption  and  time  is  required 
before  the  remaining  bowel  can 
adapt  to  increase  its  functional 
absorptive  capability.7 

Initially,  hydration  and  elec- 
trolyte balance  must  be  achieved 
via  total  parenteral  nutrition 
(TPN).  Vitamins  in  TPN  are  three 
to  five  times  the  recommended 
daily  allowance  and  should  be  ad- 
ministered daily.9  In  determining 
energy  needs,  it  is  suggested  that 
35  to  40  calories  per  kilogram 
ideal  body  weight  will  help  pre- 
vent loss  of  lean  body  mass.3  It 
is  important  to  avoid  under- 
feeding and  further  clinical  de- 
terioration. However,  overfeeding 
and  its  attendant  consequences  of 
hepatic  dysfunction  also  should 
be  prevented.  It  is  recommended 
that  the  carbohydrate  load  should 
not  exceed  7 mg  per  kilogram  of 
body  weight  per  minute,  with  the 
total  carbohydrate  source  of  fuel 
at  60  percent  of  total  calories,  fat 
at  20  percent,  and  protein  at  20 
percent  of  total  calories.4 

Protein  requirements  have 
been  estimated  at  1.4  to  1.6  grams 
of  protein  per  kilogram  of  body 
weight  daily.  Ideally,  the  patient 
should  be  in  positive  nitrogen  bal- 


ance (4  to  6 gm)  to  promote  sol 
anabolism.3  j|  ho 

Enteral  feedings  can  begin  j Af 
gradually  within  days  of  surgery.  | la( 
In  some  instances,  it  may  take  isl 
years  before  one  can  be  totally  ne 
weaned  off  parenteral  nutrition.8  jj  pi 
Stimulating  the  lumen  can  result  af 
in  hyperplasia,  increased  villous  co 
height,  promotion  of  mucosal  fi( 
adaptation,  and  prevention  of  ti( 
bowel  atrophy.48  Enteral  feedings 
have  been  shown  to  improve  ly 
weight  gain,  albumin,  and  fluid  tii 
and  electrolyte  balance.6  ni 

Historically,  it  has  been  recom-  s( 
mended  to  begin  feeding  the  gut  b 
with  an  elemental  diet.  But,  it  L 
appears  that  elemental  formulas  n 
may  be  less  capable  of  stimulating  (\ 
mucosa  hyperplasia  and  may  not  j 
be  better  absorbed  than  a n 
polymeric  diet.8  Also,  elemental  p 
feedings  are  much  more  costly  r 
than  polymeric  feedings.  Mcln-  ti 
tyre  showed  no  difference  in 
caloric  absorption,  stomal  output,  ’ 
and  electrolyte  losses  between  r 
elemental  and  polymeric  diets  in 
patients  with  short  bowel.10  Other 
studies  also  have  found  polymeric 
diets  did  not  increase  fecal  vol- 
ume and  patients  were  able  to  be 
weaned  from  TPN  at  an  average 
of  36  days.11  When  administering 
tube  feedings,  a continuous  in- 
fusion seems  to  enhance  absorp- 
tion and  minimize  fluid  loss.8 
Diarrhea,  though  a common  prob- 
lem, appears  to  resolve  after  a 
period  of  adaptation  to  enteral 
feeds.  Antimotility  agents,  such  as 
loperamide  HCL,  can  be  suc- 
cessfully administered.3 

The  transition  to  an  oral  diet 
should  be  individualized  and  cer- 
tain dietary  modifications/restric- 
tions may  be  beneficial.  Concen- 
trated sugars,  fats,  caffeine,  and 
alcohol  are  not  well  tolerated  and 
can  increase  diarrhea.  Protein  and 
complex  carbohydrates  appear  to 
be  better  tolerated.4  The  ability  to 
handle  dietary  fat  improves  with 
time.  Medium-chain  triglycerides 
can  be  used  as  a supplement  or 
cooking  ingredient  if  steatorrhea 
is  present. 

Small,  frequent  meals  with  dry 
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solid  food  followed  by  liquids  an 
hour  later  are  recommended.4 
After  a proximal  bowel  resection, 
lactase  levels  may  be  so  dimin- 
ished that  lactose  restriction  is 
needed.  Vitamin  and  mineral  sup- 
plementation should  continue 
after  parenteral  nutrition  is  dis- 
continued to  prevent  nutrient  de- 
ficiencies. Dietary  oxalate  restric- 
tion also  may  be  warranted. 

The  adaptation  period  to  a sole- 
ly oral  diet  may  take  years.  Pa- 
tients must  be  monitored  for 
nutrient  deficiencies  such  as  zinc, 
selenium,  and  B12  that  may  not 
be  included  in  the  TPN  regimen. 
Long-term  nutritional  manage- 
ment also  involves  nocturnal  TPN 
(while  the  oral  diet  is  advanced), 
diet  education,  and  weight 
maintenance.  The  goal  is  to 
provide  all  nutrients  via  the  oral 
route  while  preventing  malnutri- 
tion. H 

The  authors  are  affiliated  with  Cooper 
Hospital/University  Medical  Center. 


The  paper  was  submitted  in  June  1994 
and  accepted  in  August  1994.  Address 
reprint  requests  to  Dr.  Brathwaite,  3 
Cooper  Plaza,  Suite  411,  Camden,  NJ 
08103. 
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Managing  the  triage  of  GI 
hemorrhage  as  a function  of 
stability 

Martin  L.  Evers,  MD 
Doris  A.  Nelson,  MD 


The  authors  present  a refined  triage  tool  to  assist  in  the 
identification  of  patients  with  GI  hemorrhage.  Criteria  include 
orthostasis;  current,  active  GI  hemorrhage;  hemoglobin  under 
10  g/dl  or  a 3 g/dl  drop  from  a known  baseline;  and  history 
of  underlying  organ  system  dysfunction. 


G 


astrointestinal  (GI) 
hemorrhage  accounts 
For  250,000  hospital  ad- 
missions each  year; 


tnbuted  to  upper  GI  (UGI) 
hemorrhage.1  The  mortality  rates 
in  most  large  series  for  UGI 
hemorrhage  have  remained  con- 
stant at  8 to  10  percent  over  the 
last  three  decades  despite  techno- 
logical advances.2  Presentations 
most  frequently  associated  with 
acute  massive  UGI  bleeding  are 
hematemesis  and  melena,3'5  and 
this  predicts  massive  bleeding 
with  the  urgent  need  for  Surgery 
5 to  10  percent  of  the  time.4  Ex- 
perimentally, instilling  50  to  100 
ml  of  blood  into  the  UGI  tract 
resulted  in  melena67  and 
hematochezia  was  produced  after 
instilling  1,000  ml  of  blood.7  Pa- 
tients presenting  with  melena  and 
a clear  nasogastric  aspirate  have 
a 5 percent  mortality  rate,5  pa- 
tients with  melena  and  coffee- 
ground  aspirate  have  an  8 percent 
mortality  rate,5  and  patients  with 
melena  and  a nasogastric  aspira- 


tion of  fresh  blood  have  a 12  per- 
cent mortality  rate.5  Lower  GI 
sources  of  bleeding,  with  episodes 
of  either  major  or  minor  bleeding, 
are  manifestations  of  hemato- 


chezia.3 A more  massive  bleed  is 
predicted  if  hematochezia  is  from 
a UGI  source,3  with  an  overall 
mortality  of  18  to  29  percent.5 

A patient’s  entire  presentation 
must  be  evaluated  before  a con- 
clusion as  to  severity  can  be 
made.  A more  refined  initial 
triage  system  to  assist  physicians 
to  identify  and  divert  high  severi- 
ty patients  and  low  severity  pa- 
tients to  the  appropriate  hospital 
bed  based  on  their  severity  was 
evaluated.  Any  triage  system 
alone  would  not  attempt  to  be  all 
inclusive  in  its  method,  but  could 
assist  as  another  tool  in  the  ov- 
erall evaluation  of  such  patients. 
Fluid  resuscitation  remains  vital 
to  initial  care  as  does  appropriate 
medical  and  surgical  manage- 
ment. This  article  deals  only  with 
the  triage  of  patients  with  GI 
hemorrhage  after  the  need  for 
hospital  admission  has  been 
established.8 

This  study  was  undertaken  at 
St.  Francis  Medical  Center  to  de- 
velop a more  refined  entry  cri- 
teria for  critical  care  admission,  in 
response  to  a request  by  the  in- 
tensive care  unit  committee  re- 
garding its  pre-existent  entry 
criteria.  It  has  been  established 
that  a substantial  portion  of  pa- 
tients with  GI  hemorrhage  can  be 


safely  and  effectively  managed  on 
the  floor,  since  70  percent  of  pa- 
tients will  cease  bleeding  spon- 
taneously.1 Proper  initial  triage  of 
these  patients  leaves  critical  care 
resources  more  available  for  high 
severity  patients.  Defining  patient 
characteristics  of  the  high  and  low 
severity  patient,  and  a method  for 
initial  triage  has  not  been  well 
described  nor  been  agreed  upon 
in  the  literature  based  on  clinical 
trials.  This  article  will  attempt  to 
present  a reasonable  approach  to 
this  topic  of  critical  care  versus 
floor  admission,  outlining  a 
systematic  approach  to  the  patient 
presenting  with  GI  bleeding. 

PATIENTS  AND  METHODS 

A two-phase  study  of  patients 
with  GI  hemorrhages  was  under- 
taken at  St.  Francis  Medical 
Centei , a 443-bed  community 
teaching  hospital  supporting 
residencies  in  internal  medicine 
and  surgery.  In  phase  one,  all 
documented  cases  of  patients  ad- 
mitted to  this  institution  for  GI 
bleeding  between  October  1989, 
and  March  1991,  were  reviewed 
retrospectively.  Phase  two  was  a 
prospective  chart  review  looking 
at  admission  characteristics  used 
for  patient  triage  to  either  a criti- 
cal care  area  or  to  the  floor  and 
was  completed  over  the  next  six 
months.  The  data  of  both  phases 
were  combined  for  a com- 
prehensive study  over  a 24-month 
period,  from  October  1989, 
through  October  1991.  Selection 
criteria  included  all  admissions  to 
this  institution  with  the  docu- 
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Table  1.  Parameters  of  history  and  bleeding,  with 
percent  to  critical  care. 

Historical 

Parameter 

Number  of 
Patients 

Percent 

Critical 

Care 

P 

Cardiac 

82 

35.4 

NS 

Pulmonary 

27 

33.3 

NS 

Hepatic 

23 

52.2 

0.034 

Renal 

11 

54.5 

NS 

Old  GI  bleed 

82 

36.6 

NS 

Bleeding 

Parameter 

Number  of 
Patients 

Percent 

Critical 

Care 

P 

Hematochezia 

55 

25.5 

NS 

Hematemesis 

34 

61.8 

<0.001 

Melena 

87 

37.9 

NS 

Coffee  grounds 

29 

55.2 

0.011 

P values  as  compared  to  floor  admissions. 

manifestations^  a 


mented  diagnosis  of  GI  hemor- 
rhage. No  data  were  collected  on 
patients  seen  in  the  emergency 
department  who  were  released 
without  being  admitted.  Our  in- 
stitutional research  review  board 
deemed  it  unnecessary  to  obtain 
informed  consent  from  patients. 

Data  collected  on  all  patients 
included  admission  albumin, 


present;  these  included  any  his- 
tory of  organ  system  dysfunction 
of:  cardiovascular,  pulmonary, 

hepatic,  renal,  and/or  previous  GI 
bleed.  GI  manifestations  also 
were  evaluated,  and  defined  as 
the  presence  of:  hematnchezia. 
melena,  coffee-ground  emesis, 
and/or  hematemesis.  In  this 


orthostatic  measurements,  and 
hemoglobin/hematoerit.  A hemo- 
globin  of  less  than  10  g/dl  was 
classified  as  low.8  Each  patient 
also  was  assessed  according  to  the 
number  of  historical  parameters 


study,  evidence  of  current  active 
bleeding  included  only  the 
presence  of  hematochezia  and 
hematemesis.  Orthostasis  was  de- 
fined as  a change  in  position  from 
supine  to  erect,  causing  at  least 
of  the  following  three 


at  least  20  bpm,9  a systolic  blood 
pressure  drop  of  at  least  20  mm 
Hg,  and  a diastoliclffood  pressure 
drop  of  10  mm  Hg  or  more.8 

Statistical  analysis  was  done 
with  WinStat  2.0  (Kalmia  Corp., 
Cambridge,  MA)  and  chi  squares 
were  performed  for  comparisons 
between  measures. 


two 


RESULTS 

There  were  100  men  (61.0  per- 
cent) and  64  women  (39.0  per- 
cent) admitted  with  a mean  age 
of  63.3  years  (range  20  to  96 
years).  Of  these  patients,  54  pa- 
tients (33.0  percent)  were  ad- 
mitted to  a critical  care  bed  and 
110  patients  (67.0  percent)  were 
admitted  to  the  floor.  The  age, 
gender  distribution,  mean 
hospital  stay  (7.4  days),  and  mean 
albumin  level  (3.6  g/dl)  of  the 
groups  admitted  to  critical  care 
and  the  floors  were  similar.  Phase 
one  included  77  patients,  with  30 
patients  admitted  to  critical  care. 
Phase  two  included  87  patients, 
with  24  patients  admitted  to  criti- 
cal care.  Both  phases  were  similar 
in  gender,  albumin,  and  age  dis- 
tribution, and  are  combined  for 
analysis. 

Table  1 reviews  historical  and 
GI  bleed  manifestation  data.  Thir- 
ty-one patients  had  no  historical 
parameter,  57  patients  had  one 
historical  parameter,  56  patients 
had  two  historical  parameters,  17 
patients  had  three  historical 
parameters,  2 patients  had  four 
historical  parameters,  and  1 pa- 


pc<Ov- 

Table  2.  Parameters 

of  severity  analysis. 

Parameter 

Number  of  Patients 

Percent 
Critical  Care 

of  Severity 

Present 

Absent 

Present 

Absent 

P 

Orthostasis 

27 

137* 

66.7 

26.3 

<0.001 

Active  bleeding 

84 

80 

35.7 

30.0 

NS 

Hematemesis  only 

34 

130 

61.8 

25.4 

<0.001 

Low  hemoglobin 

63 

101 

31.7 

33.7 

NS 

History 

133 

31 

30.8 

41.9 

0.002 

includes  104  patients 

in  whom  this  parameter  was  not  assessed. 
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Table  3.  Admission  guidelines  for  the  triage  of  GI  hemorrhage. 

For  critical  care  admission,  the  patient  must  meet  at  least  two  of  the 
following  criteria: 

1.  Orthostasis.  A change  in  position  from  supine  to  erect  position 
causing  at  least  two  of  the  three  listed  manifestations:  pulse  increase 
of  at  least  20  beats  per  minute;  systolic  blood  pressure  drop  of  at  least 
20  mm  Hg;  and/or  diastolic  blood  pressure  drop  of  at  least  10  mm  Hg. 

2.  Evidence  of  current,  active  GI  hemorrhage.  Hematochezia  or 
hematemesis. 

3.  Hemoglobin.  Under  10  g/dl  or  a 3 g/dl  drop  from  a previously  known 
baseline,  whichever  gives  the  lower  level. 

4.  Organ  system  dysfunctions.  One  or  more  of  the  following:  cardiac; 
pulmonary;  hepatic;  renal;  and/or  history  of  previous  GI  bleed. 


tient  had  all  five  historical 
parameters.  Patients  were  more 
likely  to  need  a critical  care  bed 
with  an  increasing  number  of  his- 
torical parameters  (P  = 0.002). 
Nineteen  patients  had  no  evi- 
dence of  GI  bleeding,  96  patients 
had  one  manifestation,  39  patients 
had  two  manifestations,  10  pa- 
tients had  three  manifestations, 
and  no  patients  had  all  four 
manifestations.  Patients  were 
more  likely  to  need  a critical 
care  bed  with  an  increasing  num- 
ber of  bleeding  manifestations 
(P  = 0.002). 

Table  2 reviews  the  distribu- 
tion of  severity  criteria  used,  as 
per  the  methods  section.  Three 
patients  had  no  severity  param- 
eter, 50  patients  had  one  severity 
parameter,  81  patients  had  two 
severity  parameters,  29  patients 
had  three  parameters,  and  1 pa- 


tient had  all  four  parameters.  The 
distribution  of  these  patients 
showed  that  with  an  increasing 
number  of  parameters,  the  patient 
was  more  likely  to  need  a critical 
care  bed,  but  P proved  to  be 
nonsignificant.  Of  the  111  pa- 


tients who  met  the  proposed 
criteria  for  admission  to  critical 
care,  38  patients  (34.2  percent) 
were  admitted  into  the  critical 
care  area. 

There  were  four  deaths  in  the 
study  group  and  all  patients  were 


Figure.  Protocol  for  assessment  of  patients  with  GI  bleeding  at  admission,  to  determine  appropriate  admission  location 
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female.  All  four  of  these  patients 
met  the  proposed  criteria  for  criti- 
cal care  admission,  but  only  one 
patient  was  admitted.  It  also  is 
important  to  note  that  none  of  the 
four  patients  were  assessed  for  or- 
thostasis. 

DISCUSSION 

The  two  findings  most  com- 
monly associated^  with  critical 
care  admission  in  this  study  were 
the  presence  of  orthostasis  and 
hematemesis.  Measurement  of 
hemodynamic  stability  via  or- 
thostatic evaluation  was  found  to 
be  the  greatest  single  indicator  of 
a high  severity  patient.  All  four 
mortalities  occurred  in  the  group 
where  there  were  no  chart 
documentations  of  orthostatic 
evaluation.  This  raises  the  ques- 
tion as  to  whether  the  admission 
location  of  these  patients  may 
have  been  different  if  this  in- 
formation had  been  considered 
in  initial  evaluations.  Active 
hematemesis  leads  to  the  de- 
velopment of  orthostasis  and  re- 
sults in  these  two  findings  often 
occurring  together.  A low 
hemoglobin/hematoCrit  by  itself, 
in  the  absence  of  the  other  three 
criteria,  did  not  predict  the  need 
for  critical  care  submission, 
neither  did  any  one  of  the  other 
three  criteria  alone.  In  this  study, 
the  most  common  organ  system 
dysfunctions  were  cardiovascular 
and  a history  of  previous  GI 
hemorrhage.  Likewise,  melena 
and  hematochezia  were  the  most 
frequent  GI  manifestations.  Low 
severity  patients  in  this  study  had 
zero,  or  one  of  the  proposed  four 
criteria,  whereas  high  severity  pa- 
tients met  two  to  four.  The 
criteria  are  outlined  in  Table  3 
and  the  Figure  shows  a protocol 
for  assessment. 

Wrenn  and  Thompson  de- 
veloped a table  of  prognostic  fac- 
tors for  UGI  bleeding  by  identify- 
ing risk  factors  associated  with  in- 
creased morbidity  and  mortality, 
as  well  as  factors  predicting  a 
good  outcome.8  One  group  of  in- 
vestigators prospectively  evalu- 
ated their  prognostic  criteria:  age 


greater  than  60  years;  history  of 
cardiac,  respiratory,  hepatic,  or 
renal  disease;  no  history  of  al- 
cohol use;  endoscopic  diagnosis  of 
cancer  or  ulcer;  no  history  of 
drug  use;  and  congestive  heart 
failure  on  admission.10  Jones  re- 
ported no  mortality,  if  two  or 
fewer  of  these  factors  were 
present,  and  a 3 percent  risk  of 
further  bleeding,10  whereas  the 
presence  of  three  or  more  criteria 
carried  a 21  percent  mortality  and 
a 52  percent  risk  of  further 
hemorrhage.10  The  most  frequent- 
ly cited  causes  of  mortality  are  the 
presence  of  underlying  disease, 
followed  by  bleeding  and  surgical 
complications.  1 

The  rapid  identification  of 
these  patients  facilitates  their  ap- 
propriate triage  to  the  most  ap- 
propriate care  level,  based  on  an- 
ticipated needs.  This  helps  to  re- 
duce the  waste  of  valuable  critical 
care  resources,  as  well  as  increase 
their  effective  utilization.  The 
presence  of  orthostasis  was  shown 
to  be  the  single  most  important 
indicator  of  a patient’s  volume 
status  and  the  high  severity  pa- 
tient in  this  study,  verifying 
similar  conclusions  by  other  in- 
vestigators.1 Orthostasis  suggests 
blood  loss  exceeding  one  liter.1 
Absence  of  this  finding,  without 
two  other  positive  criteria,  in- 
dicates a patient  with  a low  level 
of  severity  who  could  be  managed 
on  the  floor.  Failure  to  test  for 
this  single  finding  can  lead  to 
missing  a patient  with  a severe  GI 
hemorrhage  and  volume  deple- 
tion, increasing  the  mortality  risk. 
All  four  mortalities  in  this  present 
study  were  in  patients  where  or- 
thostasis was  not  assessed. 

In  view  of  this  study,  it  now  is 
standard  protocol  at  St.  Francis 
Medical  Center  to  use  the 
protocol  described  in  the  Figure 
and  Table  3 for  the  triage  of  pa- 
tients with  GI  hemorrhage.  Based 
on  the  results  of  this  study, 
further  prospective  investigation 
using  these  admission  criteria  for 
actual  patient  triage  is  needed  by 
other  institutions.  Further  study 
could  lead  to  elimination  of  two 


of  the  acknowledged  weaknesses 
in  this  study — the  small  number 
of  patients  and  the  lack  of 
assessment  for  orthostasis  in 
every  patient.  Other  investigators 
should  further  assess  this 
proposed  triage  tool’s  accuracy  in 
predicting  those  patients  who  will 
require  critical  care  admission  for 
GI  hemorrhage.  H 

The  authors  are  affiliated  with  the  De- 
partment of  Medicine,  St.  Francis 
Medical  Center,  Trenton.  The  paper 
was  submitted  in  May  1994  and  ac-  | 
cepted  in  September  1994.  Address  111 
reprint  requests  to  Dr.  Evers,  St.  Fran- 
cis Medical  Center,  601  Hamilton  Av-  |J[ 
enue,  Trenton,  NJ  08629-1986. 
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Case  report: 

Fatal  Pseudomonas  aeruginosa 
pneumonia  and  sepsis 

Parimal  Parikh,  \1D 
Beth  Nalitt,  MD 
Edward  S.  Eisenberg,  \1D 


The  authors  report  a case  of  overwhelming  Pseudomonas 
pneumonia  with  sepsis  and  death  in  a 54-year-old  male;  death 
resulted  from  jacuzzi  exposure  in  an  immunocompetent  host. 
The  patient  died  24  hours  after  hospital  admission  from  gram 
negative  sepsis  shock. 


Folliculitis  due  to  Pseudo- 
monas aeruginosa  result- 
ing from  hot  tub  or 
whirlpool  exposure  has 
been  reported  in  the  literature. 

The  authors  report  a case  of 
overwhelming  Pseudomonas  pneu- 
monia with  sepsis  and  death  in  a 
54-year-old  patient  resulting  from 
jacuzzi  exposure  in  an  im- 
munocompetent host. 

CASE  REPORT 

A 54-year-old,  white  male  with 
a smoking  history  of  one  pack  of 
cigarettes  per  day  for  years, 
presented  to  the  emergency  room 
with  a three-day  history  of  fever 
of  103°F,  cough  with  hemoptysis, 
shaking  chills,  and  pleuritic  chest 
pain.  One  day  prior  to  admission, 
the  patient  had  returned  from  va- 
cationing in  Grenada.  His  hotel 
room  had  a private  jacuzzi  that  he 
used  on  a daily  basis  during  his 
stay.  His  wife  noted  a dirty  film 
on  the  water  in  the  jacuzzi.  The 
patient  and  his  family  denied  any 
significant,  abnormal  past  medical 
history,  drug  use,  heavy  alcohol 
use,  or  risk  factor  for  human  im- 
munodeficiency viral  infection. 
The  patient  was  on  no  medica- 
tions and  had  not  required  hos- 
pitalization previously  for  medical 
illness. 


Examination  revealed  an  acute- 
ly ill,  middle-aged  male  in  ob- 
vious respiratory  distress.  Vital 
signs  included  a respiratory  rate 
of  32/min,  a supine  blood  pres- 
sure of  90/60  mm/Hg,  and  a heart 
rate  of  114/min.  The  skin  had  no 
rash  or  other  lesions.  The  right 
lung  had  diffuse  rales  and  rhonci. 
Chest  radiograph  showed  exten- 
sive right  upper  and  lower  lobe 
infiltration.  Heart  size  was 
normal.  There  were  9,000  leuko- 
cytes/cmm  with  28%  band  forms. 
Blood  gases  showed  an  arterial 
pH  of  7.39  with  a pCo2  of  35  mm 
Hg  and  a p02  of  61  mm  Hg  on 
room  air.  Sputum  gram  stain  re- 
vealed numerous  polymorphonu- 
clear cells  with  gram  positive 
cocci,  gram  positive  rods,  and 
gram  negative  rods.  Sputum  and 
blood  cultures  obtained  on  ad- 
mission grew  Pseudomonas  aeru- 
ginosa. The  patient's  respiratory 
status  deteriorated  rapidly  and, 
despite  broad  spectrum  anti- 
biotics including  ceftazidime, 
gentamicin,  bactrim,  erythromy- 
cin, and  piperacillin  at  various 
stages  of  treatment  and  mechani- 
cal ventilation  and  vasopressor 
support  with  dopamine  drip,  he 
succumbed  within  24  hours  fol- 
lowing admission  from  gram 
negative  septic  shock. 


DISCUSSION 

P.  aeruginosa  is  a gram  negative 
aerobic  bacillus  belonging  to  the 
family  Pseudomonadaceae.  It  is 
isolated  from  soil,  water,  plants, 
and  animals,  including  man.  It 
has  the  ability  to  grow  in  distilled 
water  and  it  is  tolerant  of  a 
wide  variety  of  physical  con- 
ditions, including  extremes  of 
temperature.  The  epidemiology  of 
P.  aeruginosa  reflects  its  predilec- 
tion for  a moist  environment. 

Disease  in  humans  is  associated 
with  reservoirs  of  water,  includ- 
ing swimming  pools,  whirlpools, 
hot  tubs,  and  contact  lens  solu- 
tions. In  most  cases,  the  disease 
process  begins  with  some  alter- 
ation or  circumvention  of  normal 
host  defenses.  In  other  instances, 
there  is  underlying  dysfunction  of 
specific  immune  mechanisms 
such  as  neutropenia,  hypogam- 
maglobulinemia, complement  de- 
ficiency, or  iatrogenic  immuno- 
suppressive states.8 

Salmen  et  al.  reported  three 
cases  of  urinary  tract  infection 
due  to  whirlpool-associated  F. 
aeruginosa. 1 Fowler  and  Stege  re- 
ported three  cases  of  hot  tub 
folliculitis  due  to  P.  aeruginosa r 
Huminer  and  associates  re- 
ported a case  of  home  shower- 
bath  folliculitis  due  to  Pseudo- 
monas.3 Price  and  Ahearn  grew 
Pseudomonas  from  seven  com- 
mercial whirlpools  and  two 
residential  whirlpools.4  Hopkins 
and  associates  reported  a group  of 
16  snowmobile  enthusiasts  who 
used  a motel  pool  and  sauna  and 
developed  follicular  dermatitis 
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caused  by  P.  aeruginosa.5  Breiten- 
bach  reported  a case  of  a 42-year- 
old  healthy  woman  who  de- 
veloped Pseudomonas  folliculitis 
after  using  a health  club  whirl- 
pool.6 As  Pseudomonas  is  resis- 
tant to  routine  disinfectant  and 
tolerates  extreme  temperatures,  a 
jacuzzi  provides  an  excellent 
place  for  growth  unless  cleaned 
meticulously.  Summers  and 
Sharp  confirm  this  hypothesis.7 

In  our  patient,  pneumonia  and 
sepsis  occurred  in  the  absence  of 
folliculitis.  There  appears  to  be  a 
clear  relationship  between 
Pseudomonas  colonization  of  the 
respiratory  tract  and  bacterial 
adherence  to  epithelial  cells. 
Cellular  injury  also  may  play  a 
role  in  the  initial  attachment  of 
Pseudomonas  to  epithelial  cells. 
Epithelial  injury  from  endo- 
tracheal intubation  can  produce 
similar  results. 

Most  clinical  P.  aeruginosa 
isolates  produce  several  extra- 
cellular proteases.  Two  of  the  best 
characterized,  elastase  and  alka- 
line protease,  most  clearly  are  as- 
sociated with  virulence.  Both  are 
necrotizing  in  the  skin,  lung,  and 
cornea.  The  rapidity  and  degree 
to  which  Pseudomonas  protease 
cause  local  tissue  necrosis  and 
disruption  of  blood  vessels  under- 
scores their  invasive  role.8 

It  is  not  entirely  clear  how  P. 
aeruginosa  produces  systemic  ill- 
ness or,  in  some  cases,  fatal  infec- 
tion. Clinically,  the  latter  is 
characterized  by  chills,  fever, 
severe  dyspnea,  cough  productive 
of  copious  purulent  sputum, 
cyanosis,  apprehension,  mental 
confusion,  and  severe  systemic 
toxicity.  Chest  roentgenograms 
reveal  a diffuse  bronchopneu- 
monia, typically  bilateral,  with 
distinctive  nodular  infiltrate, 
often  with  small  areas  of  radiolu- 
cency.  Bacteremic  Pseudomonas 
pneumonia  can  be  a fulminant 
disease  with  death  typically  oc- 
curring three  to  four  days  after 
the  first  pulmonary  sign  or 
symptoms.  Pathologically,  the  dif- 
fuse bronchopneumonia  is 
marked  by  microabscess  forma- 


tion, necrosis  of  alveolar  septae, 
and  focal  hemorrhages. 

CONCLUSION 

Our  patient  had  no  history  of 
any  previous  hospitalization,  no 
significant  past  medical  history, 
and  no  history  of  illegal  drug  use. 
He  represents  an  unusual  case  of 
Pseudomonas  pneumonitis  with- 
out apparent  risk  factor.  Though 
usually  Pseudomonas  folliculitis  is 
first  to  occur,  bacteremic  pneu- 
monia may  occur  primarily.9  We 
suggest  that  the  risk  factor  for 
bacteremic  Pseudomonas  pneu- 
monitis in  our  patient  was  the 
jacuzzi  exposure  during  his  vaca- 
tion. We  believe  our  patient 
colonized  his  upper  respiratory 
tract  with  Pseudomonas  while  ex- 
posing himself  daily  in  jacuzzi 
water  up  to  the  neck  while  on 
vacation. 

We  were  unable  to  identify  any 
underlying  disease  or  defect  in 
our  patient  from  available  history 
and  laboratory  data.  Due  to  the 
patient  s very  rapid  death,  we 
were  unable  to  perform  any 
specialized  tests.  ■ 
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Case  report: 
Intraspinal  synovial 
containing  gas 


Michael  L.  Steinberg,  MD 
Walter  S.  Rose,  MD 
Richard  B.  Ruchman,  MD 


With  MRI,  an  intraspinal  synovial  cyst  appears  as  a hypointense, 
rounded,  intraspinal  lesion  bearing  similar  signal  characteristics 
to  cerebrospinal  fluid  containing  a signal  void  within  it;  this  can 
be  confused  with  calcium  or  hemosiderin  within  the  cyst.  In 
such  cases,  CT  imaging  can  lead  to  a diagnosis. 


Figure  1.  T1  weighted  MRI  (TR  600, 
TE  1 1)  demonstrating  a rounded,  hy- 
pointense cyst  at  the  L4-L5  level 
causing  posterior  compression  upon 
the  thecal  sac.  A signal  void  is 
present  in  the  ventral  aspect  of  the 
cyst  representing  gas. 


Intraspinal  synovial  cysts  are 
relatively  rare  lesions  that 
can  arise  adjacent  to  facet 
joints  particularly  in  the 
lower  lumbar  spine.  It  is  even  less 
common  to  contain  gas  within 
these  cysts.  This  is  a case  report 
of  an  intraspinal  synovial  cyst  con- 
taining gas  in  the  cyst  and  adja- 
cent facet  joint  space  that  was 
demonstrated  on  computed  to- 
mography (CT)  and  magnetic  re- 
sonance imaging  (MRI). 

CASE  REPORT 

A 29-year-old  female  was  hos- 
pitalized for  increasingly  severe 
low  back  pain  and  difficulty  am- 
bulating. She  had  a history  of 
prior  surgical  rod  placement  in 
her  spine  for  scoliosis  at  12  years 
of  age.  The  rod  was  removed  a 
year  later  after  it  had  fractured; 
the  patient  has  had  intermittent 
low  back  pain  since  that  time. 
Physical  examination  did  not  re- 
veal any  focal  neurologic  deficit. 

MRI  of  the  lumbar  spine  was 
initially  performed  on  a 1.5T  unit. 
On  T1  weighted  images  (TR  600, 
TE  11),  a hypointense,  rounded, 
intraspinal  lesion  was  demon- 
strated posterior  to  the  L4-L5  in- 
tervertebral disc  space  (Figure  1). 
The  lesion  was  cystic  in  nature 
bearing  similar  signal  charae- 
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Figure  2.  Proton  density  (left)  and  T2  weighted  (right)  MR  images  demonstrate 
a change  in  the  signal  intensity  of  the  cyst  similar  to  that  of  water  or  CSF. 
The  signal  void  in  the  ventral  aspects  of  the  cyst  is  more  prominent  on  these 
sequences. 


Figure  3.  CT  image  at  the  L4-L5  level  demonstrates  a very  low  attenuation 
gas  collection  (arrow)  in  the  midline  within  the  cyst. 


teristics  to  that  of  cerebrospinal 
fluid  (CSF).  Within  the  lesion,  a 
ventral  signal  void  was  present. 
On  T2  weighted  images  (TR  3000, 
TE  102),  the  cystic  lesion  again 
was  similar  to  CSF,  but  the  area 
of  signal  void  was  unchanged 
(Figure  2).  Rim  enhancement  of 
the  cyst  was  observed  after  ad- 
ministration of  contrast  material 
(gadopentetate  dimeglumine). 

Subsequent  CT  imaging  of  the 
lumbar  spine  revealed  de- 
generative changes  at  the  facet 
joints.  At  the  L4-L5  intervertebral 
level,  a round  lesion  was  present 
in  the  midline  with  an  attenuation 
value  similar  to  that  of  CSF. 
Within  this  lesion  was  a collection 
of  gas  in  a ventral  position  (Figure 
3).  It  was  evident  that  the  signal 
void  on  MRI  actually  was  this  gas 
collection.  Another  gas  collection 
also  was  present  within  the  adja- 
cent facet  joint  space  (Figure  4). 
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DISCUSSION 


Intraspinal  synovial  cysts  are 
thought  to  derive  from  de- 
generative changes  at  facet  joints. 
Involvement  of  the  L4-L5  in- 
tervertebral level  is  most  com- 
mon, although  involvement  of  the 
cervical,  thoracic,  and  other  lum- 
bar vertebral  levels  has  been  re- 
ported.1 Although  synovial  cysts 
usually  are  described  in  os- 
teoarthritis, they  may  occur  in  pa- 
tients with  post-traumatic  in- 
stability and  rheumatoid  arthri- 


tis.12 Several  etiologies  for  cyst 


formation  have  been  proposed. 
The  most  likely  etiology  is  excess 
stress  or  arthritic  changes  causing 
herniation  of  synovial  tissue  from 
the  articular  space.3 

In  a review  of  54  reported 
cases  of  intraspinal  synovial  cysts, 
Liu  found  a female  predominance 
with  an  age  range  from  33  years 
to  76  years  and  a mean  age  of  58 
years.  Sixty-one  percent  of  those 
cases  were  located  at  the  L4-L5 
intervertebral  space.  Bilateral 
synovial  cysts  have  been  re- 
ported.4 Though  these  lesions  are 
thought  to  be  relatively  rare, 
Hemminghytt  encountered  4 
cases  in  less  than  500  CT  ex- 
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Figure  4.  Gas  is  noted  within  the  adjacent  facet  joint  (arrow). 


iminations  during  the  course  of  1 
/ear.  Hemminghytt  suggested 
hat  synovial  cysts  are  not  rare  but 
nay  be  difficult  to  recognize  on 
itandard  examinations.5  Most  pa- 
rents are  symptomatic  at  the  time 
)f  diagnosis  with  either  radicular 
oain  or  neurologic  deficits.  A cer- 
:ain  percentage  of  patients  are 
isymptomatic.4 

The  CT  findings  of  a synovial 
Dyst  typically  are  that  of  a cystic 
structure  adjacent  to  a de- 
generated facet  joint  with  an  at- 
tenuation value  similar  to  that  of 
CSF.  The  wall  of  the  cyst  may 
contain  calcification.5  This  ap- 
pearance may  be  confused  with 
an  arachnoid  cyst,  herniated 
nucleus  pulposis,  neurofibroma, 
or  metastatic  disease,  especially  in 
the  presence  of  hemorrhage  or 
infection.’6  Percutaneous  opacifi- 
cation of  the  cyst  with  contrast 
material  under  CT  guidance  may 
be  useful  in  diagnostically  chal- 
lenging cases.2 

With  MRI,  synovial  cysts  are 
well-circumscribed  structures  ad- 
jacent to  degenerated  facet  joints. 
The  signal  intensity  of  the  cysts 
usually  is  equal  to  or  slightly 
greater  than  that  of  CSF.  In  cases 
where  subacute  blood  is  present 
within  the  cysts,  the  signal  in- 
tensity is  higher  than  that  of  CSF 
on  all  sequences  due  to  the  para- 
magnetic effects  of  methemo- 
globin.  The  slight  hvperintensity 
of  nonhemorrhagie  cysts  may  be 
due  to  either  a high  protein  con- 
tent or  a relative  lack  of  motion 
within  the  cysts  as  compared  with 
moving  CSF.'  The  wall  of  the  cyst 
may  have  a hypointense  signal 
due  to  hemosiderin,  calcification, 
or  fibrous  tissue.  Following  ad- 
ministration of  contrast  material, 
uniform  rim  enhancement  of  the 
cyst  has  been  described,  which 
may  be  due  to  a chronic  inflam- 
matory reaction.69 

In  our  patient,  gas  was  present 
in  the  synovial  cyst  and  adjacent 
facet  joint.  Schulz  claimed  that  a 
gas-containing  intraspinal  mass 
with  gas  in  an  adjacent  apophy- 
seal joint  is  virtually  pathogno- 
monic of  a synovial  cyst.  The  rea- 


son for  this  is  that  the  differential 
diagnostic  possibilities,  which  in- 
clude infection,  lumbar  puncture, 
and  herniated  disc  with  vacuum 
phenomenon,  are  unlikely  to  be 
contained  in  a spherical  cystic 
structure.  The  gas  collection  in  a 
synovial  cyst  is  attributed  to 
production  of  negative  pressure 
in  the  joint  that  causes  dissolved 
nitrogen  in  tissues  to  sublimate 
and  occupy  the  space  between 
separated  cartilage  surfaces.10 

With  both  CT  and  MRI,  the 
diagnosis  of  a gas-containing, 
synovial  cyst  is  fairly  straight- 
forward. MRI  alone  may  have 
posed  a potential  problem.  Gas 
within  the  cyst  is  imaged  as  a 
signal  void  that  can  be  confused 
for  an  osteophyte,  calcium,  or 
hemosiderin.  H 

The  authors  are  affiliated  with  the  De- 
partment of  Radiology,  Monmouth 
Medical  Center,  Long  Branch.  The 
paper  was  submitted  in  June  1994  and 
accepted  in  August  1994.  Address 
reprint  requests  to  Dr.  Rose,  Mon- 
mouth Medical  Center,  300  Second 
Avenue,  Long  Branch,  NJ  07740. 
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Stanton  H.  Sykes,  MD 


Part  4: 

Memoirs  and  musings 
of  a medic 


In  previous  issues,  a New  Jersey  physician  described,  in  rhyme,  his  military  experience  and 
how  it  led  him  to  a medical  career.  In  this  installment,  he  finds  himself  back  in  the  service, 
as  a result  of  the  Korean  conflict.  Now  a medical  officer,  he  winds  up  in  Europe. 


We  got  aboard  the  good  ship  Callan, 
Displacement  about  one  thousand  gallon. 
At  sea  the  vessel  rolled  and  creaked — 

I had  a feeling  that  it  leaked  — 

But  it  got  us  cross  the  pond. 

None  of  us  were  very  fond 
Of  the  dock-side  band  s loud  greeting 
At  Bremerhaven— kept  repeating 
“I  Wonder  Who’s  Kissing  Her  Now.’’ 

A joke?  More  like  a jab — ker-POW! 

As  we  earlier  had  learned, 

Our  “hospital”  had  been  Kasem 
Which  formerly  housed  German  troop  — 
Four  gray  buildings  in  a group 
Around  an  austere  open  space; 

The  adjacent  town  a place 
Of  farmers,  tradesmen,  simple  folk. 

The  farmers  would  employ  a yoke 
Of  horses  to  propel  a wagon  — 

Guess  you’d  say  the  rig  they’re  draggin 
Is  better  called  a mobile  tank— 

At  any  rate,  it  sure  was  rank. 

Stuck  behind  one,  traffic  slowed, 

On  a narrow  country  road, 

All  inhaling  fumes  from  load 
Of  a warm  and  steaming  brew, 

Which  turned  to  spray  when  breezes  blew, 
Or  dribbled  out  and  really  stank. 

(In  case  your  interest  grows  duller, 

I opted  for  some  local  color — 

Local  odor’s  more  precise. 

But  it  doesn  t sound  as  nice.) 

To  qualify  for  married  quarters 
You  had  to  follow  rules  and  orders. 

For  such  billets  you  could  trade 


Extra  service  months;  some  made 
This  bargain,  but  I wasn’t  willing. 

I found  the  prospect  dismal,  chilling. 

Of  giving  Uncle  Sam  still  more, 

So  I decided  to  explore 
Benting  from  a German  source. 

With  some  aid,  and  in  due  course, 

I dealt  with  a local  Frau 
Who  was  a lonely  widow  now. 

By  Allied  bombs  she  d been  deprived 
Of  family  members;  she  survived 
And  occupied  a modest  flat. 

To  afford  it,  she  thought  that 
She’d  sublet  one  room  to  me, 

The  bathroom  to  be  shared  by  three 
(Or  maybe  even  up  to  six — 

Through  the  months  there  was  a mix 
Of  tenants;  some  folks  came,  some  went; 
The  crowded  Frau  took  in  the  rent). 

The  room  was  furnished,  clean  and  neat. 
But  what  it  lacked  was  central  heat. 

At  least  I had  a place  to  bring 
Beth,  perhaps  in  early  spring. 

Our  load  of  work  was  light,  at  first. 
Idleness  can  be  a curse — 

Gives  GIs  too  much  time  to  think. 
Days  to  waste,  nights  to  drink. 

When  those  they  love  are  far  away 
They  may  seek  comfort,  go  astray. 

The  Christmas  season,  I suppose, 

Was  especially  apt  to  pose 
A problem  for  some  lonely  guys. 

Four  of  us  docs  thought  we  d be  wise 
To  band  together  for  a trip 
To  Berehtesgaden — thought  we’d  nip 
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The  Christmas  blues  before  they  bloomed. 
Down  the  autobahn  we  zoomed. 

Soon,  before  us,  mountains  loomed. 

A ski  chalet  called  Wunderbrand 
Was  the  destination  planned. 

I fear  we  didn’t  understand 
It  was  an  isolated  venue, 

With  very  little  on  the  menu 

Save  lots  of  beer,  bratwurst,  and  brot. 

The  proprietor  a red-faced  old  goat. 

His  wife  had  goiter  on  her  throat, 

And  when  she  yodeled,  note  by  note, 

Up  and  down  it  bobbed  and  wobbled, 

The  same  as  when  a turkey  gobbled. 

After  we  enjoyed  a meal 

And  yodeling,  a glockenspiel 

Was  dusted  off  and  struck  with  gusto. 

At  that,  we  felt  we  simply  must  go 
Down  to  town,  to  have  some  fun. 

Skimaster,  Rudi,  said  the  run 
Down  the  mountain,  on  a sled, 

Would  take  us,  “nur  zehn  minuten  ; 

If  we  took  the  jeep,  instead, 

We’d  be  an  hour;  soon  we  re  shootin’ 

Down  an  Alp  at  breakneck  speed. 

From  just  below  a jagged  summit 
We  four,  on  sleds,  began  to  plummet. 

What  we  hadn  t stopped  to  heed 
Were  Rudi’s  last  words,  murmured  low, 

As  if  he  wished  we  didn’t  know: 

“Eine  Fahrt  verucht — vorsicht! 

Amerikaner  in  das  ditch!” 

In  the  mile  that  steep  trail  covers 
I burned  out  a pair  of  rubbers, 

Trying  hard  to  brake  the  ride. 

I very  nearly  did  collide 
With  a joyous  German  throng 
On  a Christmas  spatziergang. 

We  made  it  down,  but  swore  our  duty 
Would  be  to  someday  throttle  Rudi. 

The  closing  hours  of  our  leave 
We  crossed  the  border;  New  Year’s  Eve 
In  Saltzburg  might  be  festive  time. 

We  found  a night  spot,  half  past  nine. 

For  some,  occasion  to  carouse. 

To  sip  champagne  and  dance  till  dawn. 

We  watched  young  couples  waltz  to  Strauss, 
While  we  sipped  beer  and  stifled  yawn. 

Four  foreign  observers  of  the  whirl 
Of  happy  couples,  dancing  by. 

Each  man  had  his  special  girl 
Except  the  four  of  us;  we’d  try 
To  crack  a joke  and  have  some  fun, 

But  as  the  next  two  hours  went  by 
We  fell  silent,  one  by  one, 

Each  musing  as  to  whom  he  missed; 

My  musing  went  somewhat  like  this: 


“Next  New  Year’s  Eve  I know  I’ll  be 
By  my  (black  and  white)  TV, 

In  my  house,  in  my  hometown. 

Watching  as  the  ball  comes  down. 

Listening  to  Lombardo’s  band. 

Such  an  evening  may  sound  bland, 

But,  sitting  in  that  foreign  land, 

The  image  struck  me  as  quite  grand. 
Especially  since  I also  planned. 

At  one  moment  past  midnight, 

To  kiss  my  Beth  and  hold  her  tight. 

Thus  started  1952; 

Our  Bavarian  leave  was  through. 

We  were  in  no  special  hurry 
To  face  the  Rhinepfalz  January. 

The  nights  were  long,  the  streets  were  dark; 
Debris  where  bombs  had  left  their  mark. 
The  German  peoples’  lot  was  stark. 

They  dealt  with  us  because  they  had  to, 

Not  that  they  were  really  glad  to. 

We  tried  their  restaurants,  cafes. 

You  got  good  bargains  in  those  days  — 

Their  tortes,  their  beer,  and  Mosel  wine; 
Live  string  music  while  you  dine. 

Yet,  always  sullen  undercurrent; 

You  knew  full  well  that  if  it  weren’t 
For  the  Marks  we  had  to  spend 
Their  smiles  and  dankes  soon  would  end. 

February— Beth  wrote — she 
Had  booked  her  passage;  o’er  the  sea 
In  tourist  class  she  sailed,  to  Bremen  — 
Bremerhaven,  more  precisely. 

I was  there  when  she  came  in. 

In  haste  to  meet,  we  managed,  nicely, 

To  get  confused,  make  gaffes  galore; 

First  she  was  top — side,  I below, 

Then  I on  board  and  she  on  shore; 

Then  she’d  return  and  I would  go. 

Our  frantic  footsteps  finally  merged; 

On  the  gangplank  we  converged. 

It  felt  so  good  to  hold  her  tight! 

Suddenly  the  world  seemed  right! 

After  our  reunion  hassle 

We  drove  off  down  the  road  to  Kassel. 

The  cities  showed  the  devastation 
That  bombing  had  wreaked  on  the  nation, 
For  World  War  II  was  not  long  past. 
Though  they  were  rebuilding  fast, 

There  were  many  ruins,  shells 
Of  buildings,  burned  out  cells, 

Piles  of  bricks  and  stones  near  craters. 

Some  cities  losses  seemed  much  greater 
Than  others;  reaching  Heidelberg 
There  was  no  damage  to  observe. 

The  powers  that  be  had  thought  to  spare 
The  Nekarstrand,  had  taken  care 
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That  this  ancient  student  lair, 

Where  young  prince  met  maiden  fair, 
Should  not  experience  scar  and  loss. 

On  the  hill  still  stood  the  Schloss, 

Worse  from  age,  but  not  from  bomb. 

One  could  almost  picture,  still, 

The  Student  Prince,  with  verve,  aplomb, 
Arising  at  the  inn,  to  trill 
A Romberg  tune— a chance  to  bond 
With  his  buddies;  they  were  fond 
Of  beer  and  rousing  college  song; 

But  then  a maiden  came  along 

And  brought  his  highness  low  quite  soon, 
Causing  him  to  change  his  tune; 

“Ich  liebe  dich,  my  madchen  kleine, 

But  you  broke  up  that  gang  of  meine — 

No  more  beer  and  no  more  wine, 

No  more  chug-a-lug  from  stein. 

My  madchen’s  fine,  but  my  Verein 
Is  definitely  in  decline! 

From  Heidelberg  it  wasn  t far 
To  Kaiserslautern;  our  old  car 
Delivered  us  to  the  front  door 
Of  our  new  home;  a few  steps  more 
And  we  were  greeted  by  the  Frau. 

The  Frau  was  no  sophisticate; 

I could  see  her  eyes  grow  great 
When  I explained  to  her  just  how 
Beth  had  arrived,  where  she  was  from. 

The  Frau  was  nearly  overcome 
When  I said,  “She’s  from  the  West,’’ 

And  pointing  finger,  all  in  jest. 

Uttered,  “Bang,  bang,  frontier  girl!’ 

This  seemed  to  make  the  Frau’s  toes  curl. 
We  later  found  she  had  a box 
Of  books,  in  German,  on  Tim  Prox, 

A Deutchland  version  of  Tom  Mix. 

Tim’s  exploits  included  tricks 
Swinging  lassos,  twirling  guns, 

Shootouts  in  Rot  Hund  saloon. 
Confrontations  at  Hoch  noon. 

Frightening  even  to  the  Huns. 

Sensing  fear,  I tried  my  best 

To  soothe— “She’s  not  from  that  far  west— 

She  comes  from  just  outside  Chicago. 

This  really  set  the  Frau  agog — “Oh, 

Mein  Gott,  mit  gangsters  bleiben! 

I hadn’t  meant  to  so  enliven 
The  conversation,  or  to  scare. 

For  weeks  the  poor  Frau  didn’t  dare 
To  come  too  close  to  Beth  and  me — 

The  frightened  Frau’s  rogue’s  gallery. 

Our  medical  facility 
Gradually  got  to  be 
A place  for  many  troops  to  come 
From  varied  outposts;  there  were  some 
From  France,  as  well  as  Germany. 


The  U.S.  occupation  force 

In  Europe  was  large  back  then,  of  course. 

And  included  troops  in  France. 

It  seemed,  though,  if  they  had  the  chance, 
The  guys  preferred  a German  tour; 
Apparently  French  posts  were  poor, 

With  many  hardships  to  endure. 
Frequently,  our  N.P.  ward 
Got  guys  from  there  who  were  plain  bored. 
Or  feeling  panic  or  depression. 

They  were  allowed  to  give  expression 
To  their  thoughts  and  gripes  and  frights; 
That,  together  with  some  nights 
In  clean  warm  beds,  with  ample  food. 

Did  some  of  them  a world  of  good. 

But  others  were  “inadequate,’’ 

Were  “boarded  out’  on  “Section  Eight. 

I got  to  know  such  terms  quite  well. 
Working  in  N.P.  a spell. 

I d started  out  as  internist, 

But,  asked  if  I had  interest 
In  working  in  psychiatry. 

The  idea  appealed  to  me. 

We  were  under  Captain  Merton, 

Follower  of  Freud,  for  certain. 

He  explained  dreams  with  surety 

And  boasted  a maturity 

When  it  came  to  love  and  marriage. 

He  seemed  to  downgrade  and  disparage 
The  sanctity  of  marriage  vows. 

He  claimed  he  and  his  wife  espoused 
Freedom  in  relationship. 

Weekends  he  would  often  slip 
Off  to  Frankfurt  to  spend  time 
With  a youthful  willing  Fraulein. 

His  wife,  he  said  was  not  demanding 
Monogamy;  their  understanding 
Was  that  each  could  come  and  go. 

Be  that  as  it  may,  I know 
He  abruptly  gave  up  Frankfurt 
When  Mrs.  Merton’s  ship  hit  port. 

From  then  on  the  rein  was  tight 
And  he  was  homebound  every  night. 

Open  marriage  didn  t work 
When  Mrs.  Merton  brought  her  cork. 

A member  of  our  psych  staff,  Roy, 

Provided  us  with  cheer  and  joy. 

When  time  hung  heavy  on  our  hands 
He  would  quick  come  up  with  plans 
For  a party;  he’d  employ 

Any  reason  or  occasion, 

And  gentle  prodding  or  persuasion 
To  pop  a cork  and  have  some  fun. 

With  stories,  songs,  he  was  the  one 
Who  could  get  us  in  the  spirit. 

No  booze  to  drink?  Well,  never  fear  it— 

He  always  had  some  cheap  champagne. 
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We’d  sip,  then  start  some  old  refrain; 

With  Roy  seated  at  the  keyboard 

You  wouldn’t  languish,  sigh,  or  be  bored. 

We  knew  he  had  a girl,  stateside, 

And  that  he  couldn’t  quite  decide 
If  he  should  wear  the  marriage  noose, 

Or  stay  a bachelor,  on  the  loose. 

He  still  seemed  a college  kid 
In  what  he  sang  and  said  and  did. 

French  Canadian  by  birth, 

Dark  of  hair  and  slight  in  girth. 

His  eyes  shined  with  a slight  sly  twinkle; 

His  chin  displayed  a slight  wry  crinkle, 
Bespeaking  underlying  mirth. 

French  troops  were  billeted  nearby. 

Roy  got  to  know  them;  by  and  by 
He  got  invited  out  to  dine 
With  the  French  CO;  some  wine 
And  soon  the  two  were  bosom  buddies. 

The  Frenchman’s  daughter,  in  her  studies. 

Needed  aid  with  English  lit. 

Roy  offered  to  help  out  a bit. 

This  daughter,  incidentally, 

Both  physically  and  mentally, 

Was  well-endowed  and  aged  eighteen 
When  tutor  Roy  came  on  the  scene. 

Roy  was  soon  accepted  in  — 

Less  like  kith  and  more  like  kin. 

They  invited  him  to  France, 

To  meet  some  cousins,  uncles,  aunts. 

He  later  told  me  how  it  went. 

In  the  evening  he  was  sent 
To  a bedroom  in  the  attic— 

“A  big  mistake!”— he  was  emphatic. 

The  house  was  next  to  church  bell-tower. 

He  fell  asleep,  then,  on  the  hour. 

The  bell  tolled,  right  beside  his  bed. 

Alarmed,  he  sprang  up,  hit  his  head 
On  the  sloping  attic  ceiling. 

All  night  long  that  bell  kept  pealing. 

He  rose  again,  and,  sleepy,  reeling, 

Thought  he’d  sneak  down  for  libation, 

To  steel  his  nerves  against  vibration. 

A flower  stand  was  in  his  way; 

He  stumbled,  straddled  a bidet. 

His  host  came  running — “Qu-est-ce  que  e’est?” 
And  this  was  all  Roy  thought  to  say: 

“I  bathe  my  privates,  every  day! 

One  day,  back  in  Germany, 

Roy  burst  in  with  urgent  plea: 

“Hey,  guys,  tell  me  what  to  do  — 

Then,  after  a deep  breath  or  two — 

“A  letter  from  my  fiancee 
Just  arrived;  she’s  on  her  way 

To  Europe — feels  we  shoidd  advance 
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Our  wedding  date — says  she  won’t  chance 
Having  me  spend  months  alone!” 

There  was  anguish  in  his  tone; 

Clearly  he  was  under  stress; 

“She  even  has  her  wedding  dress!” 

A psych  opinion  Roy  first  sought. 

From  Freudian  fanatic,  Merton; 

He  felt  Roy  worried  over  naught. 

And  declared  that  he  was  certain, 

Based  on  dreams  that  Roy  related. 

The  girlfriend’s  folks  would  intercede 
And  have  the  marriage  plans  negated. 

Should  this  forecast  be  one  he’d  heed? 

Roy  sought  two  experts,  at  least, 

And  next  turned  to  the  Catholic  priest, 

Captain  Clarey;  his  approach 
Was  immediately  to  coach 
Roy  regarding  marriage  vows 
And  to  heartily  espouse 
A union  at  an  early  date. 

Roy  then  accepted  it  as  fate 
That  his  single  days  were  through. 

Within  a week  in  Suzy  flew. 

The  date  was  set.  Just  hours  before 
The  ceremony,  to  our  door 
Came  Roy,  seeking  our  advice  and  aid 
As  to  what  efforts  should  be  made 
To  welcome  guests — could  we  assist? 

“I  have  provisions’  — on  the  list 
Of  supplies  he  had  in  store 
For  the  event:  perhaps  a score 
Of  paper  napkins,  from  the  mess; 

Ritz  crackers;  cheese  spread; — did  we  guess 
This  would  serve  as  wedding  feast? 

Beth  was  chagrined,  to  say  the  least. 

She  sought  out  other  Army  wives, 

Rounded  up  spoons,  forks,  and  knives. 

Soft  drinks,  fixings  for  hors  d’oeuvres, 

Cake  and  all  the  things  one  serves. 

Lieutenant  Mason,  dietitian. 

Also  aided  in  the  mission. 

The  women  got  this  problem  solved — 

Then,  to  the  chapel — all  dissolved 
In  tears — not  those  of  joy  or  grief. 

That  go  with  weddings — just  relief. 

Reception — then  we  sent  them  off 
In  Roy’s  old  Ford — heard  motor  cough 
And  sputter  as  they  started  out. 

His  car’s  vintage  was  about 

Thirty-six — the  lights  were  dim,  horn  was  out,  and 
the  chrome  trim 

Was  secured  with  Scotch-brand  tape; 

The  two  rear  doors  were  out  of  shape. 

The  “good  luck  on  your  honeymoon! 

We  shouted  out,  that  afternoon. 

Wasn’t  just  an  idle  saying — 
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It  was  more  a form  of  praying. 

In  three  or  four  days,  from  Lutzern, 

A telegram,  in  which  we  d learn 
They  were  out  of  dollars,  francs. 

“Please  send  some  money — Geez,  guys,  thanks! 

Beth  and  I decided  we 
Should  tour  a bit,  see  Germany 
And  the  countries  that  it  bordered. 

Travel  could  be  well -afforded 
In  those  days;  one  of  the  perks 
Was  that  a couple  weeks  of  work 
Would  allow  a three-day  pass; 

Add  a weekend,  you’d  amass 
Days  enough  to  get  around. 

One  of  the  bargains  that  we  found 
Was  an  Italian  trip,  by  train. 

Which  enabled  us  to  gain 
A glimpse  of  many  sights  and  treasures 
Which  have  given  the  whole  world  pleasure: 
Works  of  Michelangelo, 

Raphael,  Titian,  Giotto; 

Domes,  basilicas,  and  squares; 

The  Ponte  Vecehio,  with  its  wares; 

Rome,  with  its  amazing  mix 
Of  ancient  structures  set  betwixt 
Edifices  newly  built. 

We  viewed  the  muddy  Arnos  silt 
From  a square  above  the  town, 

Firenze’s  splendor  spread  around. 

We  were  happy  to  survive 
A bus  trip  down  Amalfi  Drive  — 

A spine-tingling  memento 
Of  our  journey  to  Sorrento. 

A Neopolitan  June  night, 

With  stars  and  music— a delight. 

We  decided  on  Pompeii 
Instead  of  boat  trip  cross  the  bay 
To  see  Capri,  that  “tourist  trap,’ 

Pompeii’s  wondrous  fate  more  apt 
To  give  us  an  appreciation 
Of  a culture’s  rise,  cessation. 

Under  molten  lava  flow. 

But  we  found  you  couldn  t go 
To  that  site  either,  minus  slick 
Sales  pitch  for  trinket,  or  some  trick 
Employed  to  gain  some  extra  lire; 

Grease  a palm  and  get  to  peer 

Upon  some  old  erotic  forms  — 

I guess  they’re  yearly  seen  by  swarms 
Of  tourists,  come  from  all  directions  — 

A group  of  skillfully  wrought  erections  — 

Proud  perpetual  priapism 
Preserved  for’er  by  cataclysm. 


Such  objects,  back  then,  titillated 
But  nineties  appetites  aren  t sated 
By  furtive  glimpses  of  stone  penis, 

Or  nude  rendering  of  Venus, 

With  ample  bosom  chiseled  out. 

Such  stimulation  fizzled  out 
Long  ago;  now  picture  shows 
Feature  couples  without  clothes. 

Captured  in  coitus  pose — 

And  not  in  still  life,  goodness  knows! 
Nearly  every  flick  abounds 
With  orgiastic  sights  and  sounds; 

What’s  lacking  is  male  frontal  nudes. 

And  this  is  only  ’cause  the  dudes 
Hate  to  show  pathetic  lack. 

And  therefore  always  turn  their  backs. 

Twice  we  got  to  gay  Paris; 

It  was  beautiful  to  see 
The  city  in  the  early  spring — 

Trees  in  leaf  and  birds  on  wing 
Along  the  Champs  and  in  the  parks  — 
Luxembourg  and  Tuilleries  — 

New  green  growth  like  filigree. 

Artists  made  their  daubs  and  marks 
On  canvas,  hard  by  Sacre  Coeur. 

Our  modest  lodgings  didn’t  deter 
Us  from  feeling  specially  blessed. 

From  cheap  hotel  near  Gare  de  l ouest 
We  sallied  forth  to  Latin  Quarter; 

At  sidewalk  table  we  would  order 
Orange  drink;  we  sipped  and  honed 
Our  halting  French,  while  toute  le  monde 
Paraded  by;  then  Eiffel  Tower, 

From  which  we  scanned  Paris  an  hour. 
Before  our  next  divertissement 
In  a new  arrondisement. 

Then  back  to  Paris  in  September— 

Had  a night  there  I’ll  remember. 

It  was  our  anniversary. 

And  though  we’d  given  cursory 
Thought  to  any  celebration, 

The  locale  made  a gtand  occasion 
Out  of  simple  moonlit  stroll 
To  Montmartre;  there  a roll. 

Omelet,  wine,  and  evening  air 
Gave  us  a night  beyond  compare. 

The  one-armed  cafe  owner  played 
Accordion;  such  serenade 
By  one  with  such  a dire  affliction 
Almost  seems  a contradiction  — 

All  I can  say,  he  made  night  full 
With  tunes  romantic  and  delightful. 


Part  5 (of  10)  will  follow  in  an  upcoming  issue.  Dr.  Sykes  is  affiliated  with  Warren  Hospital,  Phillipsburg.  Address  reprint 
requests  to  Dr.  Sykes,  428  Third  Street,  Belvidere,  NJ  07823. 
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Memo 


KSSbSi  oftbe  House  and  Senate 

The  300,000  member  physicians  of  the 
American  Medical  Association 

Getting  the  job  done  on  health  care 


To: 

From: 

Re: 

we  believe  there  are  seven. "X"" 

achieve  our  ultimate  goal  - making  qu 

Americans. 

to  toprove 

health  C3ie  “ Pa““  _ce  refonns  that  ^ mata5  sure  Americans  will  not 
““overage  if  they  change  jobs  or  get  sick. 

generation  of  elderly  and  disabled. 

as=ss=sr-“-- 7„ 

to  defensive  medicme. 

. „d  Research  - Protect  medical  education  and  research  so  that 

“fr^r^eAXDSandcancen 

P jjiic  Health  Problems  - Fight  social  problems  Hire  violence  and  smoking 
of  dollars  and  millions  of  lives. 

H=sp||i=isi^ 

help  make  these  things  happen.  It  om 
that  every  American  will  pm  us. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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HOUSING  APPLICATION 

229th  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  29-MAY  3,  1995 


TRUMF-  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT:  1-800/825-8786 

(Please  Print) 

Name 


Address 
City 


State 


Zip 


Home  Phone 


Business  Phone 


Sharing  with 


Date  of  Arrival 


Time 


_ Time 


Date  of  Departure  

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check  or  money 
order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 


Card  # 


Type 


Exp.  Date 


SCHEDULE  OF  RATES  SUBJECT  TO  12  PERCENT  TAX 

□ SINGLE  $105  □ DOUBLE  $105 

Extra  Person  $25  (Reservations  must  be  received  prior  to  April  2,  1995.) 

□ One  Bedroom  Suite  $275  per  day 

□ One  Bedroom  Hospitality  Suite  $300  per  day 

Check-out  time  is  12  noon.  Rooms  may  not  be  available  for  check-in  until  after  4 p.m  Check-in  time  on  Sunday  is 
6 p m FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund.  PARKING:  There  is  a state- 
imposed  $2  minimum  charge  per  24-hour  period  for  each  motor  vehicle  parking  on  the  premises. 


□ Check  if  Official  Delegate 


County 


PLEASE  NOTE:  Current  state  sales  tax  is  3 percent  and  occupancy  tax  is  9 percent,  and  room  usage  fee  is  $2 
per  room,  per  night.  These  taxes  are  subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and  held  by  the 
Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention  Center 
Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ 

MAIL  THIS  APPLICATION  TO: 

Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  NJ  08401 
Telephone:  1-800/825-8786 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ ^ 
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1995  MSNJ  ANNUAL  MEETING 

April  29-May  3,  1995 

Trump  Taj  Mahal  Casino/Resort 

Atlantic  City,  NJ 

DAILY  SCHEDULE 

Saturday,  April  29,  1995 

3:30  p.m. 

Board  of  Trustees  Meeting 

Sunday,  April  30, 1995 

8:00  a.m. 

Registration  Opens 

8:30  a.m. 

Message  Center  Opens 

8:30  a.m. 

Meeting—  AMA  Delegation 

10:00  a.m. 

Educational  Program  on  Medical  Ethics 

1 1 :30  a.m. 

The  Academy  of  Medicine  of  New  Jersey  Lecture 

11:30  a.m. 

New  Jersey  Society  of  Internal  Medicine  Annual  Meeting/Luncheon 

12:30  P.M. 

Exhibits  and  AMA-ERF  Boutique  Open 

1:30  pm. 

House  of  Delegates 

3:00  P.M. 

Reference  Committees 

Monday, 

May  1,1995 

7:30  A.M. 

Breakfast  Meeting— The  Society  for  the  Assistance  of 

New  Jersey  Physicians  and  Their  Families 

8:00  A.M. 

Registration  Opens 

8:00  A.M. 

Message  Center  Opens 

8:00  A.M. 

Reference  Committees 

9:30  a.m. 

Exhibits  Open 

1 2 NOON 

Golden  Merit  Award  Ceremony/Reception 

1 2 NOON 

Luncheon/Meeting:  Women  in  Medicine 

1 :30  P.M. 

House  of  Delegates  (election) 

5:00  P.M. 

JEMPAC  Political  Forum 

6:00  P.M. 

JEMPAC  Wine  and  Cheese  Reception 

7:00  P.M. 

Morris  County  Medical  Society  Reception  Honoring  President  and  Mrs.  Fred  M.  Palace 

Tuesday,  May  2, 1995 

8:00  A.M. 

Registration  Opens 

8:00  A.M. 

Message  Center  Opens 

8:30  A.M. 

House  of  Delegates 

9:00  a.m. 

Exhibits  Open 

12:30  p.m. 

Luncheon  Meeting— members  of  the  Hospital  Medical  Staff  Section 

1 :00  P.M. 

Exhibits  Close 

6:30  P.M. 

Inaugural  Reception 

7:30  p m 

Inaugural  Dinner  Honoring  Louis  L.  Keeler,  MD 

Wednesday,  May  3, 1995 

8:00  A.M. 

Registration  Opens 

8:00  A.M. 

Message  Center  Opens 

8:30  a.m. 

Educational  Program:  “HIV  Management  Strategies:  Approaches  to  HIV  and  Characteristics 

of  Long-Term  Survival”  (The  Academy  of  Medicine  of  New  Jersey) 

12:30  P.M. 

Board  of  Trustees  Meeting 
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DOCTORS’  NOTEBOOK 


HEALTHCARE  INFORMATION  NETWORKS  & TECHNOLOGIES 


The  Healthcare  Information 
Networks  and  Technologies 
(HINT)  Advisory  Council  an- 
nounced its  findings  and  recom- 
mendations in  a published  report. 
Mark  T.  Olesnicky,  MD,  a 
member  of  the  Medical  Society  of 
New  Jersey  (MSNJ)  Board  of 
Trustees,  and  MSNJ  staff  member 
Paul  D.  Weber  were  members  of 
the  Council.  The  following  report 
was  prepared  by  Thomas  Edison 
State  College  for  informational 
purposes: 

HINT  Overview 

• A major  study  on  reducing 
the  administrative  costs  of  health 
care  commissioned  by  the  New 
Jersey  Legislature  was  conducted 
by  the  New  Jersey  Institute  of 
Technology  (NJIT)  and  Thomas 
Edison  State  College. 

• The  health  care  automation 
study  was  undertaken  to  identify 
ways  that  New  Jersey  s $30  billion 
in  health  care  expenditures  can 
reduce  the  administrative  costs  of 
processing  claims  through  usage 
of  automated  systems  and  elec- 
tronic data  interchange  (EDI) 
technology. 

• EDI  is  the  application-to-ap- 
plication  electronic  transmission 
of  a business  document  in  a stan- 
dard format. 

• Health  care  costs  nationally 
are  skyrocketing.  Since  1973,  the 
cost  of  health  care  has  been 
double  the  U.S.  inflation  rate, 
growing  an  average  10  percent 
yearly.  The  U.S.  spends  $1  trillion 
for  health  care. 

• Health  care  costs  are  as  large 
as  the  whole  federal  budget  and 
represent  14  percent  of  the  gross 
national  product  (GNP).  The  rest 
of  the  world  spends  far  less:  Japan 
and  Germany  spend  8 percent  of 
their  GNP  on  health  care.  Canada 
spends  over  9 percent.  Reducing 
costs  to  rates  comparable  to  the 
rest  of  the  world  can  free  one- 


quarter  of  a trillion  dollars  to 
spend  elsewhere. 

• Health  care  in  New  Jersey  is 
big  business.  Its  cost  is  almost 
twice  the  size  of  the  state’s 
budget.  It  is  the  largest  of  the 
state’s  industries  and  the  largest 
work  employment  field  with  over 
350,000  employees. 

• New  Jersey  has  120  hospitals 
with  37,000  beds,  200  medical 
laboratories,  1,500  pharmacies,  45 
HMOs,  600  insurance  companies, 
and  19,000  physicians.  With  3.1 
percent  of  the  nation’s  population. 
New  Jersey  has  3.6  percent  of  the 
nation’s  one-half  million  physi- 
cians. New  Jersey  spends  $30 
billion  on  health  care.  These 
numbers  do  not  include  the  major 
medical  centers  of  New  York  and 
Philadelphia. 

• Using  current  technologies 
such  as  faxes,  smart  cards,  bio- 
metrics imaging,  and  EDI  in  the 
storage,  retrieval,  and  trans- 
mission of  health  care  information 
can  reduce  costs. 

• Thomas  Edison  and  NJIT 
conducted  the  first  statewide 
survey  on  automation  and  costs  in 
the  health  industry  in  the  nation. 
It  found  that  only  15  percent  of 
medical  claims  processed  are 
automated. 

HINT  Findings 

The  focus  of  the  recent  HINT 
study  is  how  technology  can  re- 


duce administrative  costs  of 
health  care. 

• HINT  estimates  150  million 
medical  claims  are  processed  in 
New  Jersey  each  year;  4.6  billion 
claims  are  processed  nationally. 
Eighty-five  percent  of  the  claims 
are  processed  on  paper.  New 
Jersey  administrative  costs  for 
health  care  total  17.1  percent  or 
$5  billion  in  1994.  New  Jersey 
spends  over  $3,800  per  citizen  on 
health  care. 

• Thomas  Edison  and  NJIT 
conducted  the  first  statewide 
study  to  assess  the  level  of  tech- 
nology usage  to  process  health 
care  claims/medical  information 
and  to  compare  costs  of  paper 
versus  electronic  administrative 
procedures. 

• Based  on  a statewide  survey, 
all  health  care  entities — payers, 
physicians,  pharmacies,  and  hos- 
pitals— save  money  by:  process- 
ing claims  electronically  versus 
paper  claims  ($3.42  versus  $5.40 
per  claim);  a rejection  rate  for 
claims  31  percent  lower  using 
electronic  claims  versus  paper;  a 
rejection  rate  for  followup  claims 
44  percent  lower  using  electronic 
claims  versus  paper;  and  accounts 
receivable  reduced  with  payment 
received  almost  30  days  sooner 
for  electronic  claims. 

• Only  a small  percentage  of 
health  care  organizations  use 


ARE  YOU  MOVING? 
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computers  for  claims  processing 
and  storage  of  medical  informa- 
tion. Pharmacists  are  the  most 
computerized  specialty  with  89 
percent  of  pharmacists  using 
computers.  A minority  of  physi- 
cians (38  percent)  and  payers  (37 
percent)  use  computers  to  process 
claims. 

• Lack  of  computer  standards 
and  a myriad  of  various  forms  in- 
hibit the  rapid  migration  from 
manual  paper-based  systems  to 
electronic  payments.  Technology 
exists  to  automate  administrative 
processes  and  medical  informa- 
tion, but  technology  is  not  widely 
used.  Application  software  avail- 
able in  the  health  industry  is 
largely  proprietary  and  new,  and 
has  few  choices. 

• Confidentiality  laws  and  reg- 
ulations are  facility  based;  civil 
and  criminal  penalties  are  lacking 
for  misuse  of  individual,  iden- 
tifiable medical  information.  No 
statewide  oversight  exists  for  in- 
suring confidentiality  of  medical 
information. 

HINT  Recommendations 

• Establish  statewide  elec- 
tronic protocol  standards.  Man- 
date the  usage  of  ANSI  ASC  X12 
standards  for  enrollment,  eligibili- 
ty, claims  submission,  and  claim 
payment/advice.  Eliminate  over 
400  proprietary  data  transmission 
formats  and  move  to  an  open 
system  of  standardized  protocols. 
Provide  for  a level  playing  field 
and  order  to  the  chaos  that  exists. 

• Eliminate  the  current  430 
claim  forms.  Create  a stan- 
dardized claim  form  by  1996. 
With  over  1,500  insurers  national- 
ly, 600  in  New  Jersey,  using  over 


430  claim  forms,  staff  time  and 
costs  are  higher  than  necessary. 
The  Legislature  should  require 
the  creation  of  a standardized 
claim  form  by  1996. 

• Enact  a prompt  payment 
law.  Medical  bills  should  be  paid 
within  30  days.  Legislation 
should  be  enacted  requiring  the 
prompt  payment  of  medical 
claims.  A late  fee  and/or  a per- 
centage assessment  should  be 
established.  Dedicate  funds  for 
training  of  tomorrow’s  medical 
professionals. 

• Provide  incentives  for  rapid 
implementation  of  EDI.  A 

processing  surcharge  of  ten  cents 
for  paper-based  payments  and 
five  cents  for  automated  pay- 
ments. Funds  would  be  used  to 
issue  bonds  and  provide  low- 
interest  loans  for  acquisition  of 
technology.  Generate  $13.9  mil- 
lion annually. 

• Require  EDI  acceptance  of 
claims  by  all  state  licensed 
health  care  insurance  com- 
panies. 

• Remove  patient  from  being 
liable  for  billing  problems. 

Legislation  should  be  enacted  so 
that  no  senior  citizen,  family,  or 
individual  who  is  a member  of  a 
health  plan  should  go  through 
endless  requests  for  payments 
due  to  misfiling  or  errors  in 
medical  claims.  Liability  and 
responsibility  for  filing  claims 
should  rest  with  provider  and 
payer.  Payer  should  seek  ad- 
ditional claim  information  from 
the  provider  not  the  individual 
patient. 

• Create  the  New  Jersey 
“smart  card”  for  access  to  state 


programs.  Legislation  to  develop 
a smart  card  that  would  allow  re- 
sidents to  have  access  to  state 
programs  including  medical,  edu- 
cation, unemployment,  drivers 
license,  welfare,  and  prescription 
drugs.  The  smart  card  would  as- 
sist in  rapid  identification  eligi- 
bility of  an  individual  and  reduce 
fraud. 

• Collect  accurate  and  re- 
liable cost  data  on  health  care  in 
New  Jersey.  To  control  health 
care  costs,  the  physician  needs  to 
know  what  are  the  costs. 
Statewide  independent  surveys 
such  as  the  one  conducted  by 
Thomas  Edison  State  College  and 
NJIT  should  be  undertaken  reg- 
ularly to  assess  efforts  to  automate 
and  to  identify  savings  oppor- 
tunities. The  New  Jersey  State 
Department  of  Health  should  be 
charged  with  collecting  and 
publishing  annual  data  on  health 
care  expenditures  in  New  Jersey. 

• Consolidate  and  strengthen 
New  Jersey’s  laws  on  confiden- 
tiality of  medical  records.  The 
laws  surrounding  privacy,  con- 
fidentiality, and  security  of 
medical  records  need  to  be  con- 
solidated and  updated.  Civil  and 
criminal  penalties  need  to  be 
provided.  Security  provisions  for 
assigning,  authorizing,  and  limit- 
ing level  of  access  by  user  to  com- 
puterized health  information  need 
to  be  enacted.  Provisions  and 
protections  for  handling  health 
care  information  should  not 
change  because  the  patient  is 
treated  by  a surgeon  instead  of  a 
therapist  or  at  a hospital  instead 
of  at  a clinic.  □ 


If 

jo 


MSNJ  AUXILIARY 


Domestic  violence.  At  its  meet- 
ing on  January  9,  1995,  the  Ex- 
ecutive Board  of  the  Medical 
Society  of  New  Jersey  Auxiliary 
(MSNJA)  discussed  plans  for 
educational  projects  to  be  im- 
plemented during  Medical  Al- 
liance Month  in  March.  The 
Board  viewed  a film  addressed  to 
physicians  from  Wyeth-Ayerst  on 
domestic  violence  entitled,  “The 


Sarah  Buehl  Story.”  Sarah  Buehl, 
an  attorney  and  Harvard  Law 
School  scholarship  recipient,  is  a 
former  battered  woman.  In  the 
film,  she  reveals  how  domestic  vi- 
olence is  the  number  one  cause 
of  injury  to  women  in  this  coun- 
try, the  reasons  why  women  stay 
in  abusive  relationships,  and  the 
reality  of  financial  concerns.  In 
the  film,  individuals  are  shown 


how  they  can  help  victims  over- 
come their  fear  and  improve  their 
self-esteem;  important  sugges- 
tions are  made  on  ways  to  refer 
patients  for  counseling  and  sup- 
port. 

Day  at  the  Legislature.  The 

Legislative  Committee  organized 
a trip  to  visit  our  state  legislators 
in  Trenton  on  February  6,  1995. 
Members  toured  the  renovated 
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Capitol  building  and  met  with 
state  representatives. 

Washington,  DC,  legislative 
trip.  The  Washington,  DC, 
legislative  trip,  to  visit  with  U.S. 
legislators,  will  take  place  on 
March  22  to  23,  1995.  Overnight 
accommodations  are  at  the 
Georgetown  Conference  Center. 
This  is  an  opportunity  for  all 
members  and  spouses  to  let  their 
voices  be  heard,  and  to  inform  the 
legislators  of  their  urgent  con- 
cerns. The  cost  of  $150  includes 
transportation,  meals,  and  accom- 


modations. Reservations  should 
be  sent  to  Valerie  Claps  at 
MSNJA  headquarters. 

Membership  recruitment. 
There  are  more  than  9,000  physi- 
cian members  of  MSNJ,  while 
MSNJA  membership  totals  only 
1,200  members.  MSNJA  is  com- 
prised of  physician  spouses  dedi- 
cated to  the  health  of  people  of 
New  Jersey.  With  the  urgent 
need  for  tort  reform  to  ease  the 
burden  of  malpractice  suits, 
health  system  reform  to  protect 
the  freedom  of  patient  choice  to 


choose  one’s  own  physician,  the 
freedom  for  physicians  to  con- 
tinue to  provide  quality  of  care 
without  the  increasing  interfer- 
ence of  insurance  company  and 
HMO  dictates,  and  affordable 
coverage  that  extends  to  pre-exist- 
ing conditions,  it  is  imperative 
that  we  be  unified  in  one  voice 
and  strong  in  numbers.  Member- 
ship recruitment  letters  are  being 
sent  to  MSNJ  members  inviting 
spouses  to  join.  Please  assist  us  in 
this  effort.  □ Dorothy  Espinola, 
president 


UMDNJ  REPORT 


University  Day  kicks  off  25th 
anniversary.  Refocusing  UMDNJ 
to  meet  the  challenges  of  a rapid- 
ly changing  health  care  environ- 
ment was  the  topic  of  my  remarks 
at  UMDNJ’s  annual  University 
Day  program.  The  event,  held  at 
the  Piscataway  campus,  served  as 
the  official  start  of  UMDNJ’s  25th 
anniversary.  This  milestone  ar- 
rives at  a time  of  remarkable 
change  for  medicine,  health  care 
delivery,  and  health  sciences 
education. 

To  survive  in  a climate  increas- 
ingly dictated  by  economics, 
academic  health  centers — medi- 
cal universities  and  their  teaching 
hospitals — are  very  vulnerable, 
and  must  reinvent  themselves  to 
remain  financially  viable  and  ac- 
complish their  mission. 

UMDNJ  leaders  have  recog- 
nized the  need  to  change  since 
1993,  when  the  UMDNJ  Board  of 
Trustees  approved  the  formation 
of  University  Healthcare  Corp. 
The  corporation  is  creating  a 
statewide  managed  care  network 
to  deliver  comprehensive  care,  in- 
cluding behavioral  health  and 
dental  services. 

The  development  of  managed 
care,  with  its  emphasis  on  con- 
trolling health  care  costs,  is  hav- 
ing a profound  effect  upon  health 
care  delivery  and  UMDNJ’s  ef- 
forts to  educate  the  next  genera- 
tion of  health  care  professionals. 

UMDNJ  must  be  able  to  react 
to  change  with  speed  and  flex- 


ibility in  coming  years.  The  Uni- 
versity-wide changes  being  con- 
templated could  lead  to  a reduc- 
tion in  the  number  of  students 
admited  or  a re-examination  of 
departmental  structures. 

My  address  also  touched  on  the 
University’s  lifelong  commitment 
to  community  service.  UMDNJ 
provides  a full  range  of  health 
care  programs  to  underserved  and 
underinsured  citizens  throughout 
the  state. 

These  programs  provide  op- 
portunities for  inner-city  teen- 
agers to  expand  their  knowledge 
of  the  health  sciences  and  to 
pursue  careers  in  medicine,  den- 
tistry, nursing,  and  health-related 
professions;  and  they  provide  a 
safety  net  of  social  and  health 
services  for  children,  elders,  and 
for  those  with  AIDS  and  other 
debilitating  illnesses. 

In  addition  to  the  University 
Day  address,  UMDNJ  honored 
the  late  U.S.  Representative  Dean 
Gallo  for  his  distinguished  con- 
gressional career  and  his  leader- 
ship on  behalf  of  UMDNJ  s pro- 
grams in  biomedical  research, 
health  professions  education, 
health  care  delivery,  and  com- 
munity service.  Betty  Gallo  ac- 
cepted the  University  Medal  for 
Distinguished  Leadership  on 
behalf  of  her  late  husband,  who 
died  in  November  1994. 

Drug  treatment  alleviates  pain 
in  sickle  cell  patients.  The  first 
drug  treatment  to  greatly  reduce 


the  painful  episodes  associated 
with  sickle  cell  anemia  was  an- 
nounced January  30,  1995,  by  the 
National  Heart,  Lung  and  Blood 
Institute  and  UMDNJ-New 
Jersey  Medical  School.  The 
medical  school  was  1 of  22  na- 
tionwide research  sites  in  a re- 
cently concluded  three-year  study 
of  the  drug  treatment.  The  drug, 
hydroxyurea,  proved  so  effective 
in  reducing  the  painful  crises  in 
adult  patients  with  sickle  cell  dis- 
ease that  the  study  was  stopped 
four  months  ahead  of  schedule. 

In  the  study,  daily  doses  of 
hydroxyurea  reduced  the  fre- 
quency of  disabling  episodes  and 
hospital  admissions  by  about  50 
percent.  The  therapy  also  re- 
duced the  frequency  of  acute 
chest  syndrome,  a life-threatening 
complication  characterized  by 
chest  pain  and  fever. 

Dr.  Pedro  Gascon,  director  of 
the  Division  of  Hematology  at 
New  Jersey  Medical  School,  was 
the  site  director  for  the  study  at 
the  medical  school  s Sickle  Cell 
Center. 

Chandler  Health  Center  facili- 
ty. UMDNJ-Robert  Wood  John- 
son Medical  School  opened  a 
larger,  more  modern  quarters  for 
the  Eric  B.  Chandler  Health 
Center  in  New  Brunswick.  The 
new  facility  is  three  times  larger 
than  Chandler’s  former  quarters 
and  the  expanded  space  will 
double  patient  visits  to  40,000  a 
year.  Also,  services  will  expand  in 


s 
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family  practice,  internal  medicine, 
pediatrics,  dermatology,  obstet- 
rics and  gynecology,  neurology, 
podiatry,  pulmonary  medicine, 
and  dentistry. 


The  $4  million  project,  which 
was  begun  in  October  1993  with 
a $3  million  grant  from  The 
Robert  Wood  Johnson  Founda- 
tion, has  involved  the  renovation 


of  a 13,000  square  foot  office 
building  and  a 5,000  square  foot 
addition.  □ Stanley  S.  Bergen,  Jr, 
MD,  president 


NEW  MEMBERS 


The  Medical  Society  of  New 
Jersey  would  like  to  welcome  the 
following  new  members: 

Atlantic  County 
Albert  J.  Belli,  DO 
Julianne  W.  Childs,  DO 
Kevin  P.  Gilmour,  DO 
Jack  M.  Kanoff,  DO 
Daniel  M.  Kwa,  MD 
Edward  L.  Middleman,  MD 
Lyla  E.  Perez,  MD 
Louis  A.  Wesley,  MD 

Bergen  County 

Joseph  A.  Balzano,  MD 
Rafael  F.  Capella,  MD 
Abe  Elson,  MD 
Paul  D.  Fragner,  MD 
Richard  F.  Iannacone,  DO 
Stacy  L.  Kirsehner-Levy,  MD 
Joseph  T.  Pedersen,  MD 
Patrick  A.  Roth,  MD 
Preston  Zucker,  MD 

Camden  County 

Gustavo  E.  De  La  Luz,  MD 
Charles  K.  Field,  MD 
Harry  D.  Grossman,  MD 
Dennis  Leone,  MD 
Morris  Peterzell,  DO 
Adam  Saekstein,  MD 
Dhiren  K.  Shah,  MD 
Jan  R.  Weber,  MD 
Faramarz  C.  Zarghami,  MD 

Cumberland  County 

Paul  J.  Chase,  DO 

Essex  County 

James  V.  Agresti,  DO 

Vincent  J.  Barba,  MD 

Edda  M.  Benedek,  MD 

Dianne  W.  Beresford,  MD 

William  J.  Carracino,  Jr,  MD 

John  M.  Ciceone,  MD 

Louis  J.  Citarelli,  MD 

Annette  O.  Cozzarelli-Franklin,  MD 

Edwin  A.  Deitch,  MD 

Corinne  K.  Devereux,  MD 


Joel  D.  Eichler,  MD 
James  D.  Franklin,  MD 
Joan  E.  Jaszczult,  DO 
Lorraine  Maita,  MD 
Bennett  C.  Rothenberg,  MD 
Mehul  N.  Shah,  MD 

Gloucester  County 
Matthew  J.  Finnegan,  MD 

Hudson  County 

George  S.  Doss,  MD 
Katija  Hasan,  MD 
Sri  Kantha,  MD 
Tadeusz  J.  Majchrzak,  MD 
Jeffrey  M.  Raskin,  MD 
Gara  M.  Sommers,  MD 

Mercer  County 

Janet  F.  Bancroft,  DO 
Jeffrey  L.  Chait,  MD 
Cynthia  N.  Dunham,  MD 
Edward  B.  Laub,  MD 

Middlesex  County 
Sambra  H.  Bernstein,  MD 
William  Y.  Chen,  MD 
Grace  C.  Cho,  MD 
Ermes  Cogliani,  MD 
Phillip  Goldfedder,  MD 
Revilla  Ilagan-Zapanta,  MD 
Richard  E.  Ioffreda,  MD 
Tammy  B.  Makowsky,  MD 
David  B.  Messinger,  MD 
Anthony  M.  Vintzileos,  MD 
Scott  Yager,  MD 
Vincente  T.  Zapanta,  MD 

Monmouth  County 
William  D.  Adams,  MD 
Andrew  M.  Citron,  MD 
Joseph  Clemente,  MD 
Maria  F,  Clemente,  MD 
Eric  Daiter,  MD 
Michael  L.  Dimino,  MD 
Daran  W.  Haber,  MD 
Peter  Y.  Ho,  MD 
Gabriel  P.  Jasper,  MD 
Lance  A.  Markbreiter,  MD 


Evelyn  Minaya,  MD 
Allen  R.  Ongsiako,  DO 
Alexander  M.  Pendino,  DO 
Christine  E.  Skerbetz,  MD 

Morris  County 

Eric  S.  Applebaum,  MD 
Jeffrey  H.  Aroesty,  MD 
Anthony  S.  de  Padova,  MD 
Bryan  W.  Fennelly,  MD 
Daniel  P.  Ferrante,  DO 
David  A.  Garfinkel,  MD 
Jacqueline  Junco,  MD 
Andrea  C.  Kay,  MD 
Christoph  Poh'l,  MD 
Robert  S.  Skerker,  MD 
Jane  B.  Sofair,  MD 

Ocean  County 
Diane  Connors,  MD 
Ira  L.  Haimowitz,  DO 
Thomas  A.  Kedersha,  MD 
Nikunj  P.  Mehta,  MD 
Carolina  U.  Remorca,  MD 

Passaic  County 
Harry  T.  Haramis,  MD 
Theodore  C.  Haramis,  MD 
Jeffry  O.  Lindenbaum,  MD 
Jerrold  P.  Schwartz,  MD 
Scott  W.  Silodor,  MD 

Somerset  County 
Chikezie  J.  Aguh,  MD 
Michael  I.  Plotnick,  MD 
Daniel  L.  Sadler,  MD 
Militza  E.  Suarez,  MD 
Timothy  P.  Sullivan,  MD 

Union  County 

Joseph  A.  Barresi,  MD 
Scott  N.  Braunstein,  MD 
Eileen  L.  Cemese  Klein,  MD 
Albert  C.  Chan,  MD 
Peter  F.  De  Luca,  MD 
Michele  T.  Gilsenan,  DO 
Inkyu  Loh,  MD 
Michael  Tyshkov,  MD 
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Report  of  the 
Nominating  Committee 

OFFICES  TO  BE  FILLED  BY  ELECTION  AT  THE  1995  ANNUAL  MEETING 

William  E.  Ryan,  MD,  Chair 


Office 

Term 

Nominee  and  county 

President-elect 

1 year 

Anthony  P.  Caggiano,  Jr,  MD, 
Essex 

1st  Vice-President 

1 year 

Carl  Restivo,  Jr,  MD, 
Hudson 

2nd  Vice-President  1 year 

R.  Gregory  Sachs,  MD, 
Union 

Secretary 

3 years 

George  J.  Hill,  MD, 

Essex 

Treasurer 

3 years 

Eileen  M.  Moynihan,  MD, 
Camden 

Trustees 

1st  District 

3 years 

Mark  T.  Olesnieky,  MD, 

Essex 

2nd  District 

3 years 

Robert  S.  Rigolosi,  MD, 
Rergen 

5th  District 

3 years 

Churchill  L.  Blakey,  MD, 
Gloucester 

Judicial  Councilors 

2nd  District 

3 years 

Michael  H.  Remstein,  MD, 
Passaic 

5th  District 

3 years 

Gastone  A.  Milano,  MD, 
Atlantic 

AMA  Delegates 

2 years 

Joseph  N.  Micale,  MD, 
Hudson 

2 years 

Joseph  A.  Riggs,  MD, 
Camden 

2 years 

A.  Ralph  Kristeller,  MD, 
Union 

AMA  Alternate  Delegates 

2 years 

George  T.  Hare,  MD, 
Camden 

2 years 

Patricia  G.  Klein,  MD, 
Bergen 

2 years 

Mark  T.  Olesnieky,  MD, 
Essex 

2 years 

Fred  M.  Palace,  MD, 

Morris 


Office  Term  Nominee  and  county 


Administrative  Councils 
Legislation 


5th  District 

2 years 

Narasimhaloo  Venugopal,  MD, 
Cumberland 

6th  Member 

2 years 

Frank  Sparandero,  MD, 
Somerset 

Medical  Services 

5th  District 

2 years 

Gerald  S.  Packman,  MD, 
Cumberland 

6th  Member 

2 years 

Carol  Shaw  Hamilton,  MD, 
Hudson 

Mental  Health 

3rd  District 

2 years 

Joseph  G.  Vitolo,  MD, 
Middlesex 

6th  Member 

2 years 

Albert  M.  Bromberg,  MD, 
Union 

Public  Health 

1st  District 

1 year 

No  candidate 

5th  District 

2 years 

Satish  P.  Shah,  MD, 
Cumberland 

6th  Member 

2 years 

Lorraine  A.  Sims,  MD, 
Morris 

Public  Relations 

2nd  District 

2 years 

Joseph  R.  Friedlander,  MD, 
Bergen 

5th  District  2 years 

Standing  Committees 

No  candidate 

Annual  Meeting 

1 year 

2 years 

No  candidate 
Russ  C.  Camangian,  MD, 
Hudson 

Finance  and 

Budget 

2 years 

Vito  M.  Gulli,  MD, 
Monmouth 

Medical 

Education 

2 years 

Frederic  F.  Primich,  MD, 
Middlesex 

Membership 

Services 

2 years 

Gilbert  R.  Sugarman,  MD, 
Essex 

Publication 

2 years 

David  J.  Sharon,  MD, 
Monmouth 
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CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

March 

15  Dermatological  Conference 

HIP/Rutgers  Health  Plan,  U.S.  1, 
New  Brunswick  (UMDNJ- 
Robert  Wood  Johnson  Medical 
School) 

15  Radiation  Oncology  Section 

The  Manor,  West  Orange 
(AMNJ) 

15  Making  Decisions  in 
Transfusion  Medicine 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

15  Lyme  Disease 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

15  Blood  Glucose  Control  and 
Diabetes 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

15  Integrating  TB  Management 
into  Care  of  the  HIV-Infeeted 
Patient 

Barnert  Hospital,  Paterson 
(AMNJ) 

15  Tuberculosis  Control 

VA  Medical  Center,  Lyons 
(AMNJ) 

15  Medical  Problems  in  the 
Elderly 

Ancora  Psychiatric  Hospital, 
Ancora  (AMNJ) 

16  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

St.  Mary  Hospital,  Hoboken 
(AMNJ) 

16  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

16  Scientific  Meeting 

Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  of  NJ  and  AMNJ) 

16  Infection  Control  in  the  HIV 
Era 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ  and  DOH) 


16  Juvenile  Onset  Diabetes 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

19  How  To  Help  Your  Patients 
Stop  Smoking 
Mercer  County  Medical 
Society,  Trenton  (AMNJ) 

22  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ) 

22  Annual  Symposium  of  Facial 
Plastic  Surgery 
Garden  State  Arts  Center, 
Holmdel  (NJ  Academy  of 
Otolaryngology/Head  and  Neck 
Surgery  and  AMNJ ) 

22  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

22  Diabetes-Related 

Cardiovascular  Disease 
Elizabeth  General  Medical 
Center,  Elizabeth  (AMNJ) 

22  Sleep  Apnea 

Trenton  Psychiatric  Hospital, 
Trenton  (AMNJ) 

23  Gynecologic  Endocrinology 
Centrastate  Medical  Center, 
Freehold  (AMNJ) 

29  Identification  and 

Management  of  Perinatal  HIV 
Infection 

Elizabeth  General  Medical 
Center,  Elizabeth  (AMNJ  and 
DOH) 

29  Vascular  Society  Annual 
Meeting 

Hackensack  Medical  Center, 
Hackensack  (Eastern  Vascular 
Society  and  AMNJ) 

29  Mammography  Screening 
Hunterdon  Developmental 
Center,  Flemington  (AMNJ) 

30  Substance  Abuse  in  the 
Workplace 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

April 

3 Central  Nervous  System 
Disorders  and  Brain 
Dysfunction 


New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

3 Gynecological  Care  for 
Women  with  Physical  and 
Cognitive  Disabilities 
New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

4-  Spring  Meeting  of  the  NJ 

9 Orthopaedic  Society 

Hyatt  Regency,  Aruba  Resort 
and  Casino  (NJ  Orthopaedic 
Society  and  AMNJ) 

5 Pathogenesis,  Diagnosis,  and 

Management  of  Headaches 
Rahway  Hospital,  Rahway 
(AMNJ) 

5 Polymyalgia  Rheumatica 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

5 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

5 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport 
(AMNJ) 

5 Molecular  Biology  of  Cancer 

Gene  Therapy 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

5 Vaccination  and 

Immunization  Issues  for 
Health  Care 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

5 Medical  Grand  Rounds 

12  VA  Medical  Center, 

19  East  Orange  (AMNJ) 

26 

5 Interhospital  Endocrine 

12  Rounds 

19  University  Hospital,  Newark 

26  (AMNJ) 

6 Infection  Control  in  the  HIV 
Era 

Greystone  Park  Psychiatric 
Hospital,  Greystone  Park 
(AMNJ  and  DOH) 

7 Alzheimer’s  Disease 
Centrastate  Medical  Center, 
Freehold  (AMNJ) 

10  Blood  Glucose  Control  and 
Diabetes 
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The  Third  Annual 
Leonard  N.  Horowitz,  M.D. 
Memorial  Lecture 


Primary  Prevention  of 
Sudden  Cardiac  Death 

Guest  Lecturer 

J.  Thomas  Bigger ; M.D. 

Professor  of  Medicine  and  Pharmacy 
College  of  Physicians  and  Surgeons 
of  Columbia  University 

April  3,  1995 

Philadelphia  Heart  Institute 
Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

5:30  p.m.  Reception  / 7 p.m.  Lecture 


Co-sponsored  by 

& 

American  Heart  Association 

and 

nr?  Philadelphia  Heart  Institute 


For  Information  and  Reservation  call  (610)  940-9648 
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Columbus  Hospital,  Newark 
(AMNJ) 

18 

Surgical  Procedures  for 
Chronic  Pancreatitis 

11 

Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 

Barnert  Hospital,  Paterson 
(AMNJ) 

St.  Mary  Hospital,  Hoboken 
(AMNJ) 

19 

Emerging  Infections 

The  General  Hospital  Center  at 

11 

Computers  in  Dermatology 

Passaic,  Passaic  (AMNJ) 

Sehering  Corporation, 
Kenilworth  (Dermatological 
Society  ofNJ) 

19 

Tuberculosis  Control 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

12 

Blood  Glucose  Control  and 
Diabetes 

Columbus  Hospital,  Newark 
(AMNJ) 

19 

Dermatological  Conference 
HIP/Rutgers  Health  Plan,  U.S.  1, 
New  Brunswick  (UMDNJ- 
Robert  Wood  Johnson  Medical 

12 

Nephrotoxicity  of  Common 

School) 

Drugs 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

19 

Management  of  Peptic  Ulcer 
Disease 

Ancora  Psychiatric  Hospital, 

12 

New  Developments  in  ER 

Ancora  (AMNJ) 

Care  of  Heart  Attacks 

VA  Medical  Center,  Lyons 
(AMNJ) 

19 

Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 

West  Jersey  Health  System, 

12 

Identification  and 

Voorhees  (AMNJ) 

Management  of  Perinatal  HIV 
Infection 

Kimball  Medical  Center, 
Lakewood  (AMNJ  and  DOH) 

19 

Making  Decisions  in 
Transfusion  Medicine 

St.  Elizabeth  Hospital, 
Elizabeth  (AMNJ) 

12 

Blood  Glucose  Control  and 
Diabetes 

Saint  James  Hospital,  Newark 

20 

Growth  Hormone  Therapy 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

(AMNJ) 

20 

Meeting  of  the  NJ  Institute  of 

13 

Polypharmacy/ 

Psychopharmacology 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

Ultrasound  in  Medicine  and 
the  Radiological  Society  of 
New  Jersey 

Saint  Barnabas  Medical  Center, 

13 

Head  and  Neck  Oncology 
Meeting 

Livingston  (Diagnostic 
Radiology  Section,  AMNJ) 

The  Manor,  West  Orange 
(AMNJ) 

25 

Gynecological  Postpartum 
Depression 

17 

Nephrotoxicity  of  Common 
Drugs 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

26 

22nd  Annual  NJ  Pacemaker 
Meeting 

18 

Acute  Renal  Failure 

Overlook  Hospital,  Summit 
(AMNJ) 

Sheraton  at  Woodbridge  Place, 
Iselin  (Newark  Beth  Israel 
Medical  Center) 

ARE  YOU  MOVING? 


Name 

Old  Address 

City State Zip 

New  Address 

City State Zip 


26  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

Robert  Wood  Johnson  Hospital 
at  Hamilton  Hospital,  Hamilton 
(AMNJ  and  DOH) 

26  Diagnosis  and  Management  of 
Hepatitis 

Trenton  Psychiatric  Hospital, 
Trenton  (AMNJ) 

27  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

29-  MSNJ  Annual  Meeting 
May  Trump  Taj  Mahal  Casino/ 

3 Resort,  Atlantic  City  (MSNJ) 

May 

1-  MSNJ  Annual  Meeting 

3 Trump  Taj  Mahal  Casino/ 

Resort,  Atlantic  City  (MSNJ) 

1 Diabetes-Related 

Cardiovascular  Disease 
New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

3 Vaccination  and 

Immunization  Issues  for 
Health  Care  Practitioners 
Rahway  Hospital,  Rahwav 
(AMNJ) 

3 Blood  Safety  Implications 

Saint  James  Hospital,  Newark 

(AMNJ) 

3 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

3 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

3 Multiple  Myeloma 

St.  Marv’s  Hospital,  Passaic 

(AMNJ) 

3 Chronic  Fatigue  Syndrome 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

3 Blood  Safety  Act  Implications 

St.  fames  Hospital,  Newark 

(AMNJ) 

3 Chronic  Fatigue  Syndrome 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

3 Arthritis 

VA  Medical  Center,  Lyons 

(AMNJ) 

3 Medical  Grand  Rounds 

10  VA  Medical  Center, 

17  East  Orange  (AMNJ) 

24 

31 

3 Interhospital  Endocrine 
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NEW  JERSEY  MEDICINE 


PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


Cardiology 
Update  n? 

designed  for  the  physician,  providing  an  intensive  survey  of  the  current 
status  of  clinical  cardiology,  alloiving  application  of  this  new  knowledge 
and  technology  to  the  diagnosis  and  treatment  of  patients. 

Wednesday,  April  5,  1995 

Heart  Failure: 

Diagnosis  and  Management  in  1995 

Moderator:  Marieil  Jessup,  M.D. 


Wednesday,  May  3,  1995 

The  Cardiac  Patient  Scheduled 
for  Noncardiac  Surgery 

Moderator:  Norman  Feinsmith,  M.D. 


■ CME  Credits*  ■ Call  for  Free  Registration  215-662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets,  Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  m Category  I of  the  Physicians' 
Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership  requirement.  Nine  sessions, 

18  credits. 

The  Presbyterian  Medical  Center  of  Philadelphia  is  accredited  by  the  Pennsylvania  Medical  Society  to  sponsor  continuing 
medical  education  for  physicians. 

All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Presbyterian  Medical  Center  of 
Philadelphia  are  expected  to  disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content 
of  their  presentahon(s). 
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10  Rounds 

17  University  Hospital,  Newark 
24  (AMNJ) 

31 

5-  Ninth  Annual  Scientific 

7 Meeting  of  the  Eastern 

Vascular  Society 
Hyatt  Regency,  Buffalo,  NY 
(Eastern  Vascular  Society  and 
AMNJ) 

5 Management  of  Abdominal 

Emergencies 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

5 Polymyalgia  Rheumatica 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

9 Dermatology  Meeting 
Schering  Corporation, 
Kenilworth  (Dermatological 
Society  ofNJ) 

10  Management  Strategies  of 
HIV  Infection,  Characteristics 
of  Long-Term  Survivors 

Landmark  Inn,  Maple  Shade 

(AMNJ) 

10  Collagen  Disease  Update 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

10  How  To  Help  Your  Patients 

Stop  Smoking 

Union  Hospital,  Union  (AMNJ) 

10  Essex  and  Union  Assist 
Coalition 

Union  Hospital,  Union  (AMNJ) 

11  Chronic  Fatigue  Syndrome 
Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

11  Scientific  Meeting 

Saint  Barnabas  Medical  Center, 


Livingston  (Radiological 
Society  ofNJ  and  AMNJ) 

16  The  Prescription  of  Peritoneal 
Dialysis 

Overlook  Hospital,  Summit 

(AMNJ) 

17  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

17  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
Barnert  Hospital,  Paterson 
(AMNJ) 

17-  Annual  Meeting,  American 
19  College  of  Emergency 
Physicians 

Trump  Plaza  Hotel  and  Casino, 
Atlantic  City  (American  College 
of  Emergency  Physicians) 

17  Lyme  Disease 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

17  Dermatological  Conference 

HIP/Rutgers  Health  Plan,  U.S.  1, 
New  Brunswick  (UMDNJ- 
Robert  Wood  Johnson  Medical 
School) 

17  Chronic  Renal  Failure 

Ancora  Psychiatric  Hospital, 
Ancora  (AMNJ) 

18  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

21  Neuropsychiatric  and 
Psychosocial  Aspects  of 

HIV/AIDS 


22 


24 

24 


24 


24 


24- 

27 


25 


25 

31 
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St.  Marv’s  Hospital,  Passaic 

(AMNJ) 

Occupational  Asthma  in 
New  Jersey 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 
Medical  History  Society  of 
New  Jersey  Meeting 
Nassau  Club,  Princeton  (AMNJ) 
Integrating  TB  Management 
in  Care  of  the  HIV-Infected 
Patient 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ 
and  DOH) 

Head  and  Neck  Oncology 
Meeting 

The  Manor,  West  Orange 

(AMNJ) 

Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

Hunterdon  Developmental 
Center,  Clinton  (AMNJ) 

Annual  Meeting:  NJ  Academy 
of  Family  Physicians 
Bally’s  Park  Place  Casino 
Hotel,  Atlantic  City  (NJ 
Academy  of  Family  Physicians) 
Visiting  Professor  Lecture 
Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

Neurosurgical  Emergencies 
Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

High  Risk  and  Critical  Care 
Surgery 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 


NEW  JERSEY  MEDICINE 


Hahnemann 

. 

University 

' ; ’ 
f; 

Hospital 

• • ' ■ *:‘.t ' i;  ,y.  •>',  .• 

. ' , ' • 

Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University.  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


MARCH  1995 

MARCH  8th 

Office  Management  of  Heart  Disease  for  the 
Generalist 

George  A.  Beller,  M.D.,  Professor  of  Medicine 
Cardiovascular  Division,  University  of 
Virginia  School  of  Medicine, 

Charlottesville,  VA 

Leonard  S.  Dreifas,  M.D. , Professor  of  Medicine 
Division  of  Cardiovascular  Diseases, 
Hahnemann  University 

Richard  Gorlin,  M.D.,  Professor  of  Medicine 
Division  of  Cardiology,  Mount  Sinai  School 
of  Medicine,  New  York,  NY 

MARCH  15th 
Cutaneous  Vasculitis 

Richard  L.  Spielvogel,  M.D. 

Professor  of  Medicine  and  Dermatology 
Chair  of  Dermatology,  Hahnemann 
University  and  Medical  College  Hospitals 

MARCH  22nd 

Humoral  Immunodeficiency  for  the  Internist 

Jonathan  Jaffe,  M.D. 

Assistant  Professor  of  Medicine 
Co-Director,  Allergy  Center,  Division  of 
Allergy  and  Immunology, 

Hahnemann  University 

MARCH  29th 
Risk  Management 

Anita  Miceh 

Director  of  Risk  Management, 

Hahnemann  University  Hospital 

Medical  Liability 

Stephen  A.  Ryan,  Esq. 

Attorney-at-Law.  Philadelphia,  PA 


APRIL  1995 

APRIL  5th 

New  Directions  in  Antiretroviral  Therapy 

Paul  A.  Volberding,  M.D. 

Professor  of  Medicine 

University  of  California/San  Francisco, 

School  of  Medicine,  Director,  AIDS 
Program,  San  Francisco  General  Hospital, 
San  Francisco,  CA 

HIV-Associated  Opportunistic  Infections: 

An  Overview 

Henry  Masur,  M.D. 

Clinical  Professor  of  Medicine 
George  Washington  University  School  of 
Medicine,  Chief,  Department  of  Critical 
Care  Medicine,  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  MD 

APRIL  12th 

Pathogenesis  and  Treatment  of  Acromegaly 

Shlomo  Melmed,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Endocrinology  and 
Metabolism,  Cedars-Sinai  Medical  Center, 
Los  Angeles,  CA 

APRIL  19th 

Atrial  Arrhythmias:  Newer  Understanding  of 
Atrial  Fibrillation 

Albert  L.  Waldo,  M.D. 

The  Walter  H.  Pritchard  Professor  of 
Cardiology  and  Professor  of  Medicine,  Case 
Western  Reserve  School  of  Medicine, 
Director,  Cardiac  Arrhythmia  Service, 
University  Hospital  of  Cleveland,  OH 

APRIL  26th 

Endoscopic  Diagnosis  of  Gastrointestinal 
Disorders 

J.  Thomas  Danzi,  M.D. 

Professor  of  Clinical  Medicine 

Senior  Associate  Dean  for  Clinical  Affairs, 

Medical  Director, 

Hahnemann  University  Hospital 


MAY  1995 

MAY  3rd 

Acute  Pancreatitis  and  Its  Complications 

Jamie  Barkin,  M.D. 

Professor  of  Medicine 
University  of  Miami,  School  of  Medicine, 
Director,  Division  of  Gastroenterology, 
Mount  Sinai  Medical  Center, 

Miami  Beach,  FL 
MAY  10th 

Treatment  of  Hyperlipidemia;  Primary  and 
Secondary  Prevention 

David  Capuzzi,  M.D.,  Ph.D. 

Associate  Professor  of  Medicine 
Director,  Lipid  Center,  Medical  College  of 
Pennsylvania,  Philadelphia,  PA 
MAY  17th 

Advances  in  the  Treatment  of  Type  II 
Diabetes  Mellitus 

Donald  C.  Simonson,  M.D. 

Associate  Professor  of  Medicine 
Harvard  Medical  School,  Chief,  Section  of 
Diabetes  and  Metabolism,  Brigham  and 
Women’s  Hospital,  Head,  Section  of  Clinical 
Physiology,  Joslin  Diabetes  Center, 

Boston,  MA 
MAY  24th 

Syndromes  Confused  with  Vasculitis 

Jeffrey  llan,  D.O. 

Head,  Atherosclerosis  and  Lipids  Section, 
Vascular  Medicine  Department,  The 
Cleveland  Clinic,  Cleveland,  OH 


UPCOMING  CME  EVENT! 

3rd  Annual 

Cardiovascular  Disease  Update 
An  Interactive 
Case  Management  Program 
Sunday  Morning,  April  23,  1995 
Adam’s  Mark  Hotel 
City  Avenue  & Monument  Road 
Philadelphia,  PA 

Office  Management  of 
Heart  Disease 

Friday  and  Saturday 
June  9 and  10,  1995 

The  Marriott’s  Seaview  Hotel  & Resort 
Absecon,  New  Jersey 
Call  215-762-8263  for  information 


Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p.m. 


MARCH  8, 1995 

Office  Management  of  Heart  Disease  for  the  Generalist 

Guest  Lecturers:  George  A.  Beller,  M.D. 
and  Richard  Gorlin,  M.D. 


APRIL  5,  1995 

HIV  and  HIV-Related  Opportunistic  Infections 

Guest  Lecturers:  Paul  A.  Volberding,  M.D. 
and  Henry  Masur,  M.D. 


MAY  3, 1995 

Gastrointestinal  Acid-Peptic  Disorders 

Guest  Lecturers:  Jamie  Barkin,  M.D. 
and  Walter  Rubin,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D  , Professor  and  Vice  Chair.  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 

or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 
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June  12-1 6th,  1995 

Update  Your  Medicine  twenty-first  annual 
practical  CME  Course  with  lectures,  workshops, 
and  Meet-the-Professor  luncheons.  Sponsored  by 
Cornell  University  Medical  College  in  New  York 
City  and  the  Association  of  Practicing  Physicians 
of  The  New  York  Hospital.  33V2  Category  I AMA- 
PRA  credit.  Additional  5Vfe  credits  available  for 
Hands-on  Workshops. 

Information:  Lila  A.  Wallis,  MD,  Director  and 
Debora  A.  Laan,  Coordinator/445  East  69th  Street, 
Olin-Room  328,  New  York,  NY  10021.  Telephone: 
212-746-4752. 


June  17, 


1 5»h  ANNUAL 

Advances  in 
Gastroenterology 

Bally’s  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Sponsored  by  the 
Presbyterian/Medical  Center 
Gastrointestinal  Section 

Accreditation 

Presbyterian  Medical  Center  of  Philadelphia  designates 
this  continuing  medical  education  activity  for  5.5  credit 
hours  in  Category  1 of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association  and  the 
Pennsylvania  Medical  Society  membership  requirement. 

The  Presbyterian  Medical  Center  of  Philadelphia  is 
accredited  by  the  Pennsylvania  Medical  Society  to  spon- 
sor continuing  medical  education  for  physicians. 

For  registration  information: 

Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-9447 
(609)  848-1000,  ext.  208 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  also  eligible  for  AMA 
CME  credit  hours,  will  be  given  periodically  for  licensed 
clinicians  (with  or  without  prior  training)  on  3-day  weekends 
(Fri-Sun)  of  Apr.  21-23,  May  19-21,  June  23-25,  Sept. 
15-17,  Nov.  17-19,  and  Dec.  15-17,  1995,  at  Milford  Plaza 
Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  11th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N.Y.  City,  during  October  19-22,  1995. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Cogizant 
Communications  Corp.  & indexed  in  15  major  indexing 
periodicals,  including  Index  Medicus),  Heart  Disease  Research 
Foundation;  NY  Pain  Center;  Electrical  Engineering  Dept., 
Manhattan  College;  Nordic  Medical  Acupuncture  Society 
(Scandinavia);  Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof.  Nordstrom  of 
Stockholm. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1),  New  York, 
NY  10032  Tel;  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Dr.  Richard  Simon,  Ph  D.,  (212)  662-7022 
or  Ms.  Sandra  Beckman,  M.A.,  (212)  679-8986. 
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MSNJ  NEWSLETTER 


MEDICAID  MANAGED  CARE 


FRAUD  ALERTS 


New  regulations  to  bring  about 
Medicaid’s  transition  to  managed 
care  for  most  Medicaid  recipients 
are  being  proposed  by  the  New 
Jersey  State  Department  of 
Human  Services.  The  Medical 


The  Office  of  the  Inspector 
General  (OIG)  of  the  U.S.  De- 
partment of  Health  and  Human 
Services  is  on  the  lookout  for  that 
heinous  offense:  routine  waivers 
by  physicians  of  Medicare  deduc- 
tibles and  copayments.  According 
to  the  federal  watchdogs,  such 
waivers  increase  the  likelihood  of 


HOSPITAL  WORK  FORCE  STUDY 


In  a hospital  work  force  study 
in  which  41  hospitals  responded, 
the  New  Jersey  Hospital  Associa- 
tion found  that  1 in  2 hospitals 
was  closing  a patient  care  unit, 
and  that  almost  one-fourth  of  the 
responding  hospitals  were  reduc- 
ing inpatient  nursing  services. 


LEARNING  ABOUT  MEDICINE  FIRSTHAND 


MSNJ  held  its  first  mini-in- 
ternship program  on  January  24, 
1995,  at  Mercer  Medical  Center, 
Trenton.  The  one-day  program, 
which  will  be  conducted  through- 
out the  state,  offered  physicians  a 
rare  and  valuable  opportunity  to 
interact  with  influential  decision 
makers  in  the  state  who  are  not 
physicians.  The  internship  ex- 
panded the  participants  perspec- 
tives on  health  care  issues. 

Each  intern  was  assigned  to 
two  physicians,  spending  one-half 
day  with  each  doctor.  The  in- 
terns accompanied  the  physician 
through  daily  rounds  and  office 
visits,  attending  surgical  proce- 
dures and  observing  emergency 
care.  The  interns  were  en- 
couraged to  ask  questions  and  dis- 


Soeiety  of  New  Jersey  (MSNJ)  has 
been  monitoring  the  transition 
through  the  MSNJ  Committee  on 
Medicaid  and  a Medicaid  man- 
aged care  task  force. 


false  claims  and  increase  Medi- 
care utilization. 

Physicians  will  want  to  avoid 
patterns  of  waivers  to  prevent  in- 
vestigations and  possible  penal- 
ties. Information  about  this  and 
other  OIG  fraud  alerts  was 
provided  by  the  law  firm  of  Brach 
Eichler. 


The  hospitals  reported  im- 
plementing mandatory  reductions 
of  hours  for  468  positions 
statewide  and  layoffs  of  70 
employees.  The  study  reflects 
conditions  in  September  and  Oc- 
tober 1994. 


Figure  1.  Beverly  Lynch,  MSNJ  lob- 
byist and  internship  coordinator, 
opens  the  morning  session  of  the 
mini-internship  program. 
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Figure  2.  Dr.  Lance  Wilson  and  intern  Dawn  Perrotta,  New  Jersey  Business 
& Industry  Association  lobbyist,  review  hospital  records. 


Figure  3.  Intern  Len  Fishman,  state 
commissioner  of  health,  watches 
emergency  department  operations. 


cuss  their  concerns  about  the 
practice  of  medical  care  through- 
out the  day.  Following  the  con- 
clusion of  the  workday,  which 
began  early  in  the  morning,  in- 
terns and  physicians  met  to  re- 
view the  lessons  of  the  day. 


The  program  exposed  the 
personal  aspect  of  medicine  to 
people  who  affect,  carry  out,  and 
report  on  health  care  policy.  It 
provided  laypeople  with  the  first- 
hand experience  of  the  practice  of 
medicine. 


Figure  4.  Preparing  for  the  workday,  interns  Rick  Lloyd  (left),  Johnson  & 
Johnson,  and  Frank  Eliott  (right),  chairman  of  the  Board  of  Directors  of  Mercer 
Medical  Center,  discuss  the  morning  schedule  with  Dr.  Sara  Prineas. 


Figure  5.  Intern  Mary  Helen  Wiley 
(left),  a member  of  the  Board  of 
Directors  of  Mercer  Medical  Center, 
watches  an  anesthesiologist  prepare 
for  her  workday. 


COST  CUTS  AND  CONGRESSIONAL  PLANS 


Northeast-based  employers  of 
more  than  500  workers  enjoyed 
an  averge  9.7  percent  decline  in 
health  benefit  costs  in  1994,  ac- 
cording to  Foster  Higgins  ben- 


efits consulting  firm.  In  reporting 
on  the  study,  which  also  showed 
a 1.9  percent  nationwide  decline 
in  costs  of  large  employers, 
Medicine  l?  Health  noted  that 
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Health  noted  that  small  em- 
ployers did  not  join  in  the  cost 
reduction.  Insurance  reforms, 
such  as  New  Jersey  s move  to- 
ward standardized  plans  for  small 
employers,  are  intended  to  help 
smaller  firms  attain  market 
leverage. 

Medicine  6-  Health  also  re- 
ported that  the  House  Ways  and 
Means  Committee,  chaired  by 
Representative  Bill  Archer  of 
Texas,  probably  will  propose 
legislation  to  exempt  physician- 
owned  clinical  laboratories  from 
the  stringent  regulatory  require- 
ments of  the  Clinical  Laboratory 
Improvement  Act  (CLIA)  of  1988. 
Physicians  have  been  seeking  re- 


lief from  CLIA.  The  newsletter 
further  reported  that  two  fresh- 
man congressmen  who  are  physi- 
cians are  in  the  forefront  of  efforts 
to  slow  Medicare’s  movement  to- 
ward managed  care.  Represen- 
tative Tom  Coburn,  Republican 
from  Oklahoma  and  a family 
physician,  opposes  expansion  of 
Medicare  managed  care  until  ov- 
erall savings  are  demonstrated. 
And,  Representative  Greg 
Ganske,  Republican  from  Penn- 
sylvania and  a plastic  surgeon,  ex- 
pressed concerns  that  Medicare 
payment  reductions  would  shift 
costs  to  private  payers  and  con- 
sumers. 


A medical  ethics  educational 
program  entitled,  “Medical  Futili- 
ty: Toward  a Professional  and 
Public  Policy,’  will  be  presented 
on  Sunday,  April  30,  1995,  at 
10:00  A.M.  at  MSNJ’s  1995  Annual 
Meeting.  The  program  is  spon- 
sored by  The  Academy  of 
Medicine  of  New  Jersey. 

Medical  futility  has  captured 
the  imagination  of  physicians.  It 
becomes  quickly  evident  that  the 
futility  concept  affects  other 
areas,  including  patient  rights, 
physicians’  rights  and  duties,  im- 
plications for  third-party  payers, 
and  the  capacity  for  society  to 
confront  and  uncover  the  painful 
issue  of  limiting  health  care. 
Despite  the  evolving  understand- 
ing of  medical  futility,  there  is  no 
definition  upon  which  there  is 
practical  or  universal  agreement. 

As  the  Committee  on  Bio- 
medical Ethics  approaches  com- 
plex and  ambiguous  issues,  it  has 
borrowed  a set  of  “ethical  values’ 
for  purposes  of  better  serving  its 


mission,  including  mutual  re- 
spect and  dignity;  caring  in  thera- 
peutic relationships;  protection  of 
the  least  well  off;  service  to  the 
common  good;  containment  of 
health  care  costs;  and  simplicity 
in  the  delivery  of  health  care. 

There  is  little  reason  why  such 
standards  cannot  be  the  frame- 
work for  a broader  inquiry  into 
the  subject  of  medical  futility. 

To  that  end,  the  MSNJ  Com- 
mittee on  Biomedical  Ethics  is 
convening  a group  of  laypersons 
and  professional  experts  to  dis- 
cuss the  issues.  Panel  members 
include  Len  Fishman,  commis- 
sioner of  health;  Paul  W.  Arm- 
strong, Esq,  LLM;  Joseph  F.  Fen- 
nelly,  MD;  Jeffrey  H.  Dobken, 
MD;  Michael  A.  Nevins,  MD; 
Mary  Sue  Infante,  EdD,  RN;  and 
John  J.  Mitchell,  Jr,  PhD. 

The  participation  of  all  conven- 
tion guests  as  well  as  the  general 
public  will  lead  to  a more  com- 
prehensive understanding  of 
medical  futility. 


PRIMARY  CARE  PHYSICIAN  LOAN  REDEMPTION 


In  its  second  annual  report. 
New  Jersey’s  Primary  Care  Physi- 
cian and  Dentist  Loan  Redemp- 
tion Program  reported  that  it  has 
made  loans  to  28  students  who 
have  agreed  to  practice  in  under- 
served areas  after  graduation. 


The  program  is  funded  by  the 
state  and  federal  governments 
and  is  run  by  the  New  Jersey 
State  Department  of  Higher 
Education.  As  of  June  30,  1994, 
the  program  had  an  unexpended 
balance  of  $167,000. 
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ATTENDANCE  AT  MEETINGS  OF  THE  MSNJ  BOARD  OF  TRUSTEES 

July  1994-December  1994 


Bergen  County 

July  17  Edwin  M.  Trayner,  MD, 

president-elect 
Charles  M.  Moss,  MD 

September  18  Charles  M.  Moss,  MD 

Henry  D.  Rosin,  MD 

Joan  Basie,  CAE,  executive  director 

October  16  Edwin  M.  Trayner,  MD, 

president-elect 
Charles  M.  Moss,  MD 
Joan  Basic,  CAE,  executive  director 

November  20  Charles  M.  Moss,  MD 

Joan  Basic,  CAE,  executive  director 
December  18  Charles  M.  Moss,  MD 

Burlington  County 

| uly  17  Kennetli  C.  Peacock,  MD,  president 

September  18  Kenneth  C.  Peacock,  MD,  president 

October  16  Kenneth  C.  Peacock,  MD,  president 

Edwin  W.  Messey,  MD 

November  20  Edwin  W.  Messey,  MD 

December  18  James  G.  Nachbar,  MD, 

president-elect 
Edwin  W.  Messey,  MD 


Camden  County 
July  17  


September  18 


October  16 


November  20 


December  18 


Emmons  G.  Paine,  MD,  president 
Martin  Swiecicki,  MD, 
president-elect 

Emmons  G.  Paine,  MD,  president 
Martin  Swiecicki,  MD, 
president-elect 
Frederick  YV.  Durham,  MD 
Joseph  H.  Reiehman,  MD 
Joseph  W.  Sokolowski,  Jr,  MD 
Emmons  G.  Paine,  MD,  president 
Martin  Swiecicki,  MD, 
president-elect 

Emmons  G.  Paine,  MD,  president 
Martin  Swiecicki,  MD, 
president-elect 
Martin  Swiecicki,  MD, 
president-elect 


Essex  County 

July  17  Anita  Falla,  MD,  president 

September  18  Anita  Falla,  MD,  president 

October  16  Anita  Falla,  MD,  president 

George  J.  Hill,  MD,  president-elect 

November  20  Anita  Falla,  MD,  president 

December  18  Anita  Falla,  MD,  president 

Hudson  County 

July  17  Carol  S.  Hamilton,  MD,  president 

Charles  L.  Cunniff,  MD 

September  18  Carol  S.  Hamilton,  MD,  president 

Charles  L.  Cunniff,  MD 

Mary  Kay  Basic,  executive  director 

October  16  Carol  S.  Hamilton,  MD,  president 

Mary  Kay  Basic,  executive  director 

November  20  Mary  Kay  Basic,  executive  director 

December  18  Carol  S.  Hamilton,  MD,  president 


Mercer  County 

July  17  


September  18 


October  16 


November  20 


December  18 


Middlesex  County 

July  17  


September  18 


October  16 


November  20 


December  18 


Morris  County 

July  17  


September  18 


October  16 


Louis  G.  Fares,  II,  MD,  president 
Anthony  J.  Ricketti,  MD, 
president-elect 
Louis  G.  Fares,  MD 
Gabriel  F.  Sciallis,  MD 
Linda  L.  McGhee,  executive  director 
Louis  G.  Fares,  II.  MD,  president 
Anthony  J.  Ricketti,  MD, 
president-elect 
Louis  G.  Fares,  MD 
Linda  L.  McGhee,  executive  director 
Louis  G.  Fares,  II,  MD,  president 
Anthony  J.  Ricketti.  MD, 
president-elect 
George  H.  Hansen,  MD 
Linda  L.  McGhee,  executive  director 
Louis  G.  Fares,  II,  MD,  president 
Anthony  J.  Ricketti,  MD, 
president-elect 
Louis  G.  Fares,  MD 
Gabriel  F.  Sciallis,  MD 
Linda  L.  McGhee,  executive  director 
Louis  G.  Fares,  II,  MD,  president 
Ismail  Kazem,  MD,  past-president 
Louis  G.  Fares,  MD 
Gabriel  F.  Sciallis,  MD 
Blair  R.  Behringer,  MD 
Linda  L.  McGhee,  executive  director 

Palma  E.  Formica,  MD 

Lawrence  D.  Frenkel,  MD 

Bernard  A.  Rineberg,  MD 

Howard  D,  Slobodien,  MD 

David  E.  Swee,  MD 

William  H.  Ainslie,  Jr,  MD,  president 

Edward  S.  Magaziner,  MD 

Teresa  M.  Sehaer,  MD 

Howard  D.  Slobodien,  MD 

William  H.  Ainslie,  Jr,  MD,  president 

Palma  E.  Formica,  MD 

Bernard  A.  Rineberg,  MD 

Howard  D.  Slobodien,  MD 

William  H.  Ainslie,  Jr,  MD.  president 

Victor  S.  Sloan,  MD 

Howard  D.  Slobodien,  MD 

David  E.  Swee,  MD 

William  H.  Ainslie,  Jr,  MD,  president 

Palma  E.  Formica,  MD 

Howard  D.  Slobodien,  MD 

Leigh  E.  Ende,  MD 
Rudolf  E.  Sehwaeble,  MD 
Richard  J.  Claps,  MD 
Leigh  E.  Ende,  MD 
Joseph  F.  Fennelly,  MD 
Rudolf  E.  Sehwaeble,  MD 
Andrea  Donelan,  executive  director 
Leigh  E.  Ende,  MD 


210 


NEW  JERSEY  MEDICINE 


November  20 
December  18 

Ocean  County 

December  18 

Passaic  County 
July  18  

September  18 

October  16  .. 
November  20 


December  18 


Salem  County 

September  18 
November  20 
December  18 

Somerset  County 

July  17  

September  18 
October  16  ... 
November  20 
December  18 

Sussex  County 
September  18 

Union  County 

July  17  


September  18 


October  16 


November  20 


December  18 


Warren  County 

July  17  

September  18 


Rudolf  E.  Schwaeble,  MD 
Andrea  Donelan,  executive  director 
Rudolf  E.  Schwaeble,  MD 
David  L.  Taylor,  MD 
Arganey  L.  Lucas,  Jr,  MD 
Rudolf  E.  Schwaeble,  MD 

Lorraine  M.  Holzsager, 
executive  director 


Ramesh  C.  Tandon,  MD, 
vice-president 
Michael  H.  Bernstein,  MD 
Ramesh  C.  Tandon,  MD, 
vice-president 
Michael  H.  Bernstein,  MD 
Ramesh  C.  Tandon,  MD, 
vice-president 
Ramesh  C.  Tandon,  MD, 
vice-president 

Frederic  E.  Wien,  MD,  secretary 
Michael  H.  Bernstein,  MD 
Frederic  E.  Wien,  MD,  secretary 
Michael  H.  Bernstein,  MD 
Vincent  K.  Mclnerney,  MD 

John  S.  Madara,  MD 
John  S.  Madara,  MD 
John  S.  Madara,  MD 


Paul  J.  Hirsch,  MD 
Paul  J.  Hirsch,  MD 
Paul  J.  Hirsch,  MD 
Paul  J.  Hirsch,  MD 
Paul  J.  Hirsch,  MD 


Bartholomew  R.  D Ascoli,  MD 


Henry  J.  Mineur,  MD 

Bessie  M.  Sullivan,  MD 

Irene  Rosenthal,  executive  director 

Franklin  A.  Morrow,  MD 

Henry  J.  Mineur,  MD 

Bessie  M.  Sullivan,  MD 

Irene  Rosenthal,  executive  director 

Franklin  A.  Morrow,  MD 

Henry  J.  Mineur,  MD 

Richard  H.  Sharrett,  MD 

Bessie  M.  Sullivan,  MD 

Irene  Rosenthal,  executive  director 

Errol  Warner,  MD,  president-elect 

Henry  J.  Mineur,  MD 

Bessie  M.  Sullivan,  MD 

Irene  Rosenthal,  executive  director 

Errol  Warner,  MD,  president-elect 

Franklin  A.  Morrow,  MD 

Bessie  M.  Sullivan,  MD 

Irene  Rosenthal,  executive  director 

Robert  C.  Emery,  MD,  president 
James  H.  Spillane,  MD 


October  16  Robert  C.  Emery,  MD,  president 

November  20  Robert  C.  Emery,  MD,  president 

December  18  Robert  C.  Emery,  MD,  president 

Inez  Bulatao,  executive  director 

Dermatological  Society  of  New  Jersey 

September  18  Anna  V.  Kopec,  MD 

October  16  Henriette  E.  Abel,  MD 

November  20  Henriette  E.  Abel,  MD 

December  18  Henriette  E.  Abel,  MD 


Eleetrodiagnostie  Medicine  Association  of  New  Jersey 

November  20  Kutumba  S.  Pitta,  MD 

December  18  Melvin  J.  Goldberg,  MD 

Kutumba  S.  Pitta,  MD 
New  Jersey  Chapter,  American  College  of 
Emergency  Physicians 

July  17  Robert  H.  Potts,  Jr,  MD 

September  18  Robert  H.  Potts,  Jr,  MD 

October  16  Robert  H.  Potts,  Jr,  MD 

November  20  Robert  H.  Potts,  Jr,  MD 

December  18  Robert  H.  Potts,  Jr,  MD 


New  Jersey  Society  of  Physical  Medicine  and  Rehabilitation 


December  18  Melvin  J.  Goldberg,  MD 

New  Jersey  Psychiatric  Association 

July  17  Linda  G.  Gochfeld,  MD 

September  18  Bertram  Warren,  MD 

October  16  Linda  G.  Gochfeld,  MD 

Daniel  Green wald,  MD 

November  20  Linda  G.  Gochfeld,  MD 

Daniel  Greenwald,  MD 

December  18  Linda  G.  Gochfeld,  MD 

Daniel  Greenwald,  MD 
New  Jersey  Psychoanalytic  Society 

September  18  Kenneth  S.  Gould,  MD 

Radiological  Society  of  New  Jersey 

July  17  Julie  Kelter  Timins,  MD 

September  18  A.  Frank  Weitzman,  MD 

November  20  Julie  Kelter  Timins,  MD 

December  18  Julie  Kelter  Timins,  MD 

The  Academy  of  Medicine  of  New  Jersey 

July  17  Charles  J.  Heitzmann, 

executive  director 

October  16  Charles  J.  Heitzmann, 

executive  director 

November  20  Charles  J.  Heitzmann, 

executive  director 

December  18  Charles  J.  Heitzmann, 

executive  director 
Sherman  Garrison,  MD 


Medical  Society  of  New  Jersey  Auxiliary 


July  17  Dorothy  Espinola,  president 

Christine  Kline,  president-elect 

September  18  Dorothy  Espinola,  president 

Christine  Kline,  president-elect 


Jane  Lorber,  fellowette 
Valerie  Claps 

October  16  Dorothy  Espinola,  president 

Christine  Kline,  president-elect 
Jane  Lorber,  fellowette 
Anna  Miranda 

November  20  Dorothy  Espinola,  president 
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Christine  Kline,  president-elect 

William  E.  Ryan,  MD 

December  18  ... 

...  Dorothy  Espinola,  president 

Edward  A.  Schauer,  MD 

Jane  Lorber,  fellowette 

Robert  H.  Staekpole,  MD 

Robert  I.  Weierman.  MD 

AMA  Delegation 

AMA  Alternate  Delegates 

AMA  Delegates 

July  17  

...  Joel  S.  Cherashore,  MD 

July  17  

Harry  M.  Carnes,  MD 

Douglas  M.  Costabile,  MD 

Donald  J.  Holtzman,  MD 

Leticia  V.  DeCastro,  MD 

Joseph  N.  Micale,  MD 

George  T.  Hare,  MD 

William  E.  Ryan,  MD 

Walter  J.  Kahn,  MD 

Robert  H.  Staekpole,  MD 

A.  Ralph  Kristeller,  MD 

Robert  J.  Weierman,  MD 

Mark  T.  Olesnicky,  MD 

September  18  .. 

Harry  M.  Carnes,  MD 

Carl  Restivo,  Jr,  MD 

Ralph  J.  Fioretti,  MD 

September  18  .. 

..  Angelo  S.  Agro,  MD 

Donald  J.  Holtzman,  MD 

Joel  S.  Cherashore,  MD 

Joseph  N.  Micale,  MD 

Douglas  M.  Costabile,  MD 

Irving  P.  Ratner,  MD 

Leticia  V.  DeCastro,  MD 

William  E.  Ryan,  MD 

Walter  J.  Kahn,  MD 

Edward  A.  Schauer,  MD 

Patricia  G.  Klein,  MD 

Robert  H.  Staekpole,  MD 

Mark  T.  Olesnicky,  MD 

October  16  

..  Harry  M.  Carnes,  MD 

Carl  Restivo,  Jr,  MD 

Ralph  J.  Fioretti,  MD 

October  16  

...  Angelo  S.  Agro,  MD 

Donald  J.  Holtzman,  MD 

Douglas  M.  Costabile,  MD 

Joseph  A.  Riggs,  MD 

Leticia  V.  DeCastro,  MD 

William  E.  Ryan,  MD 

George  T.  Hare,  MD 

Edward  A.  Schauer,  MD 

Walter  J.  Kahn,  MD 

Robert  H.  Staekpole,  MD 

Mark  T.  Olesnicky,  MD 

Robert  J.  Weierman,  MD 

Carl  Restivo,  Jr,  MD 

November  20  ... 

..  Harry  M.  Carnes,  MD 

November  20  ... 

...  Angelo  S.  Agro,  MD 

Ralph  J.  Fioretti,  MD 

Joel  S.  Cherashore,  MD 

Donald  J.  Holtzman,  MD 

Douglas  M.  Costabile,  MD 

Joseph  N.  Micale,  MD 

Leticia  V.  DeCastro,  MD 

Irving  P.  Ratner,  MD 

George  T.  Hare,  MD 

Joseph  A.  Riggs,  MD 

Walter  J.  Kahn,  MD 

William  E.  Ryan,  MD 

Patricia  G.  Klein,  MD 

Edward  A.  Schauer,  MD 

A.  Ralph  Kristeller,  MD 

Robert  H.  Staekpole,  MD 

Mark  T.  Olesnicky,  MD 

Robert  J.  Weierman,  MD 

December  18  ... 

..  Angelo  S.  Agro,  MD 

December  18  ... 

..  Harry  M.  Carnes,  MD 

Douglas  M.  Costabile,  MD 

Ralph  J.  Fioretti,  MD 

George  T.  Hare,  MD 

Donald  J.  Holtzman,  MD 

Walter  J.  Kahn,  MD 

Joseph  N.  Micale,  MD 

A.  Ralph  Kristeller,  MD 

Irving  P.  Ratner,  MD 

Mark  T.  Olesnicky,  MD 

Joseph  A.  Riggs,  MD 

Carl  Restivo,  Jr,  MD 

MISSING  PERSONS 


The  Federal  Bureau  of  In- 
vestigation and  the  Pennsylvania 
State  Police  request  the  assistance 
of  the  public  in  locating  Joann 
Katrinak,  a 26-year-old  female 
and  her  4-month-old  infant  son, 
Alex,  who  were  last  seen  on  De- 
cember 15,  1994,  in  Catasauqua, 
approximately  ten  miles  northeast 
of  Allentown,  Pennsylvania. 

Anyone  with  information  con- 
cerning Joann  or  Alex  Katrinak 
should  contact  the  Pennsylvania 
State  Police,  Bethlehem,  Pennsyl- 
vania Barracks  Tip  Line,  at  1/610/ 
974-9519  or  1/610/974-9546,  the 


FBI’s  Allentown  office,  at  1/610/ 
433-6488,  or  your  local  FBI 
office. 
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Right  foot,  plantar 
surface  of  a 45-year-old 
male  with  diabetes. 


1 


Week  one 


A complete 
treatment  program 


for  ohronic  wounds 

* -£2 'm  J 

' ~u.  ... , 


Only  the  Wound  Care  Center®  offers  a comprehen- 
sive outpatient  wound  management  program  pro- 
vided by  an  expert  team  of  physicians,  nurses,  and 
technicians.  Located  in  select  hospitals,  each  center 
provides  a treatment  program  that  includes: 

• wound  assessment  and  classification 

• vascular  studies 

• infection  control 

• aggressive  debridement 

• growth  factor  therapy 

• protective  devices 

• patient  education 

When  you  refer  your  patient  to  the  Wound  Care 
Center  you  will  remain  an  active  member  of  your 
patient's  health  management  team.  As  an  adjunc- 
tive therapeutic  service,  the  Wound  Care  Center 
assists  in  your  total  wound  management. 

To  refer  a patient  or  obtain  further  information, 
contact  the  Wound  Care  Center  nearest  you. 


To  refer  a patient  or  obtain  further  information, 
contact  the  Wound  Care  Center  nearest  you. 


For  your  patients  with  wounds  that  won’t  heal. 


Clara  Maass  Health  System  Inc. 

3 6 Newark  Avenue  • Belleville  • NJ  • 07109  • 201-450-0066 


Englewood  Hospital  and  Medical  Center 

350  Engle  Street  • Englewood  • NJ  • 07631  • 201-894-3361 


Mercer  Medical  Center 

446  Bellevue  Avenue  • Trenton  • NJ  • 08607  • 609-695-0022 


Morristown  Memorial  Hospital 

95  Mt.  Kemble  Avenue  • Morristown  • NJ  • 07962  • 201-971-4550 


William  B.  Kessler  Memorial  Hospital 

630  S.  White  Horse  Pike  • Hammonton  • NJ  . 08037  • 609-561-55' 


Wound  Care  Center*  is  a registered  trademark  of  Curative  Technologies,  Inc  , East  Sctaukrt,  NY 
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PROFESSIONAL  LIABILITY 


Failure  to  take  smoking  his- 
tory. A 46-year-old  automobile 
parts  store  worker  presented  with 
intermittent  and  growing  chest 
pain  to  his  general  practitioner, 
whom  the  patient  had  seen  about 
five  times  during  the  previous 
two  years. 

The  physician  knew  that  the 
patient  had  a history  of  alcoholism 
and  hypertension  and  was  at  least 
40  pounds  overweight.  Unknown 
to  the  physician,  however,  and 
not  elicited  during  the  office  en- 
counter was  the  patient’s  three- 
paek-a-day  cigarette  habit  and  a 
family  history  that  included  his 
father’s  death  from  a heart  attack 
at  age  42  and  two  heart  attacks 
suffered  to  date  by  his  mother. 

The  physician  performed  an 
EKG,  which  turned  out  negative. 
He  palpated  the  chest  area  and 
was  able  to  reproduce  the  pain. 
On  the  evening  of  the  following 
day,  the  patient  arrived  at  a 
hospital  emergency  department 
with  severe  and  crushing  sub- 
sternal  pain.  A myocardial  infarct 
was  diagnosed. 

After  the  patient  was  stabilized, 
angioplasty  was  attempted  but 
proved  unsuccessful.  Bypass 
surgery  was  performed,  followed 
eventually  by  angioplasty  on  ves- 
sels not  involved  in  the  previous 
procedures. 

The  patient  did  not  resume 
work  and  subsequently  suffered  a 
stroke  that  left  him  aphasie.  He 
brought  a malpractice  action  in 
New  Jersey  against  the  physician, 
alleging  that  the  physician  had 
failed  to  take  an  adequate  history 
and  consequently  failed  to 
hospitalize  him.  The  result  of 
these  failures,  contended  the 
plaintiff,  was  an  infarct  so  severe 
as  to  leave  him  disabled— and 
emotionally  upset  over  his  risk  of 
death  in  the  event  of  another  at- 
tack. 


An  expert  cardiologist  testified 
for  the  plaintiff  that  the  patient 
was  suffering  from  unstable 
angina  at  the  time  of  the  office 
visit.  Admission  to  a hospital,  said 
the  cardiologist,  would  have 
prevented  or  limited  the  infarct. 
The  patient  retains  precious  little 
cardiac  reserve  and  is  at  grave 
risk  should  another  infarct  occur, 
said  the  expert. 

Diverse  points  were  raised  by 
the  defense.  First,  an  expert 
cardiologist  testified  that  the 
negative  EKG  and  successful 
palpation  would  have  precluded 
hospitalization  even  if  the  pa- 
tient’s full  history  had  been 
known. 

Second,  the  defendant  con- 
ceded that  his  history-taking  had 
been  less  than  complete.  But, 
third,  the  defense  brought  out  ad- 
ditional elements  of  the  patient’s 
history:  a resumption  of  smoking 
and  drinking  following  the  infarct; 
a previous  discharge  against 
medical  advice  from  an  inpatient 
detoxification  facility;  and  an 
earlier  discharge  from  the  care  of 
a family  physician  who  had  noted 
in  the  medical  record  that  the 
patient  was  noncompliant  with 
medication  and  lifestyle  changes 
and  repeatedly  missed  appoint- 
ments. 

The  jury  was  charged  to  find 
whether  the  defendant  was 
negligent  in  treating  the  patient, 
whether  such  negligence  in- 
creased the  patient’s  risk  of  harm, 
and  whether  such  negligence  was 
a substantial  factor  in  the  harm 
suffered  by  the  patient.  The  jury 
also  was  charged  to  determine 
damages,  based  partly  on  the 
plaintiff’s  showing  of  $400,000  in 
future  lost  earnings. 

After  deliberating  for  one  and 
one-half  days,  the  jury  asked  the 
judge  if  it  could  substitute  the 
word  “contributing  for  “substan- 


tial in  determining  the  influence 
of  the  defendant’s  negligence  on 
the  patient’s  harm.  The  court 
responded  in  the  negative.  Within 
a few  moments  the  jury  returned 
with  a verdict  that,  although  the 
defendant  was  negligent  and 
although  the  defendant’s  negli- 
gence increased  the  plaintiff’s 
risk  of  harm,  the  negligence  was 
not  a substantial  factor.  A verdict 
was  entered  for  the  defense. 

Commentators  suggested  that 
the  defendant’s  honesty  in  testify- 
ing was  beneficial  to  his  case.  The 
commentators  noted  with  interest 
the  jury’s  determination:  the 

physician’s  alleged  negligence  in- 
creased the  risk  of  harm  but  did 
not  substantially  cause  the  harm. 

Dystocia.  During  a vaginal  de- 
livery an  obstetrician  and  ob- 
stetrics-gynecology resident  en- 
countered a shoulder  dystocia. 
The  baby  remained  in  the  birth 
canal  for  as  long  as  11  minutes, 
with  the  cord  wound  around  the 
baby’s  neck.  Profound  brain 
damage  occurred. 

In  a malpractice  action  brought 
in  New  Jersey  against  the  physi- 
cians, the  plaintiff  attributed  the 
brain  damage  to  the  physicians’ 
failure  to  perform  timely 
maneuvers  when  the  dystocia  was 
discovered.  The  defense  main- 
tained appropriate  measures  were 
taken — but  without  success.  The 
injury,  the  defense  insisted,  oc- 
curred in  the  absence  of 
negligence.  When  the  jury 
agreed,  the  plaintiff  announced  its 
intention  to  appeal. 

Long  delay  in  undertaking 
surgery.  At  age  38,  a machine 
operator  and  former  automobile 
body  shop  worker  presented  to  a 
neurologist  with  spastic  para- 
paresis. The  neurologist  was 
joined  in  treating  the  patient  by 
an  associate  who  only  recently 
had  completed  residency  training. 


214 


NEW  JERSEY  MEDICINE 


The  physicians  ordered  a spinal 
fluid  test  that  was  returned 
positive  for  multiple  sclerosis 
(MS).  They  also  performed  a 
myelogram,  which  did  not  dis- 
close a different  explanation  for 
the  paraparesis. 

Confident  of  the  results  of  the 
tests,  the  neurologists  embarked 
on  a conservative  and  lengthy 
course  of  treatment  for  MS.  With 
two  exceptions  during  the  next 
ten  years,  the  patient’s  visits  were 
with  the  associate. 

The  patient  moved  into  a resi- 
dence for  disabled  persons.  There 
he  worked  intermittently  as  a 
security  guard,  seated  at  the  front 
entrance. 

A decade  after  the  original 
diagnosis  was  made,  the  patient's 
condition  worsened  and  extended 
to  the  arms.  A neurosurgeon 
performed  a MRI.  Based  on  the 
results,  the  neurosurgeon  diag- 
nosed spinal  stenosis  and  cord 
compression  in  the  cervical  area. 
He  performed  surgery,  which 
partially  alleviated  the  condition 
in  the  upper  extremities  but  left 
the  patient  with  continued  dif- 
ficulty controlling  his  limbs  and 
with  the  continuing  need  to  use 
a cane. 

The  patient  sued  the  two 
neurologists  for  malpractice  in 
New  Jersey  in  failing  to  diagnose 
the  cord  compression  in  a timely 
manner,  resulting  in  permanent 
disability,  some  $350,000  in  lost 
earnings,  and  other  damages. 

The  federal  Food  and  Drug  Ad- 
ministration (FDA)  is  facing  its 
greatest  challenge  in  years,  ac- 
cording to  Medicine  <Lr  Health 
Perspectives.  Led  by  Speaker  of 
the  House  Newt  Gingrich,  the 
Republican-dominated  Congress 
is  seeking  ways  to  curtail  the  89- 
year-old  agency  headed  by  Com- 
missioner David  Kessler,  MD, 
JD.  The  Harvard-trained  pediatri- 
cian originally  was  named  com- 
missioner by  President  Bush.  But, 
when  Bill  Clinton  was  elected, 
Dr.  Kessler  eschewed  the  usual 
protocol  of  resigning.  He  began  to 


An  expert  neurologist  testified 
for  the  plaintiff  that  the  defen- 
dants should  have  taken  a com- 
plete myelogram  at  the  outset. 
Records  indicate  that  the  original 
myelogram  excluded  the  cervical 
area,  although  the  defendants 
maintained  that  the  myelogram 
had  been  complete. 

The  plaintiff’s  expert  further 
testified  that  a MRI  should  have 
been  taken  when  MRI  technology 
became  available,  which  was 
several  years  before  the  interven- 
tion by  the  subsequently  treating 
neurosurgeon. 

Indeed,  added  the  neurosur- 
geon, the  ten-year  delay  caused 
extensive  and  permanent  nerve 
damage.  The  patients  current 
condition,  said  the  neurosurgeon, 
is  far  worse  than  it  would  have 
been  had  the  surgery  been  con- 
ducted before  the  later  symptoms 
appeared.  But,  the  neurosurgeon 
stopped  short  of  accusing  the  de- 
fendants of  negligence  in  making 
the  original  MS  diagnosis. 

A fall  and  not  underlying  spinal 
stenosis  caused  the  cord  com- 
pression, countered  the  defense, 
noting  that  the  patient  reported 
following  a fall  several  months 
before  the  surgery  took  place. 
The  plaintiff  responded  by  ob- 
serving that  the  records  revealed 
the  fall  caused  only  back  pain, 
which  resolved  quickly. 

The  jury  found  the  associate 
negligent  and  responsible  for  80 
percent  of  the  harm  sustained  by 

surround  himself  with  aides  who 
offered  persuasive  liberal  creden- 
tials. And,  he  intensified  his  ef- 
forts to  rein  in  the  tobacco  in- 
dustry and  other  business  in- 
terests clearly  allied  with  con- 
servative politicians. 

Some  physicians  have  objected 
to  the  FDA’s  campaign  to  restrict 
drug  industry  education  and  pro- 
motion programs  for  medicine. 
The  agency  has  clamped  down  on 
industry-sponsored  continuing 
medical  education  and  dissemina- 
tion of  information  about  off-label 
uses  of  medications. 


the  patient,  and  the  senior 
neurologist  20  percent  liable. 
The  jury  awarded  $450,000  in 
damages.  The  parties  subsequent- 
ly settled  the  case  for  $500,000, 
including  prejudgment  interest. 

Anesthesiology.  Spinal  surgery 
was  performed  on  a 53-year-old 
man  who  sustained  disc  injuries 
in  an  automobile  accident.  When 
ulnar  neuropathy  resulted,  the  pa- 
tient brought  a malpractice  action 
against  the  anesthesiologist  who 
participated  in  the  surgery. 

By  failing  to  pad  the  pressure 
points  near  the  elbow,  alleged  the 
plaintiff  in  the  New  Jersey 
lawsuit,  the  defendant  caused  the 
neuropathy,  which  required  a 
nerve  transposition  procedure 
and  resulted  in  permanent  weak- 
ness and  a tingling  sensation  in 
the  right,  dominant  hand. 

But,  said  the  defendant,  the 
patient  did  not  complain  of 
symptoms  in  the  elbow  until  he 
was  discharged  from  the  hospital. 
The  defendant  asserted  that  he 
had  padded  the  pressure  points 
properly,  and  he  denied  that  the 
ulnar  neuropathy  resulted  from 
the  surgery. 

A more  likely  explanation,  sug- 
gested the  plaintiff,  was  that  the 
condition  was  caused  by  pre-exist- 
ing arthritis.  The  patient  subse- 
quently relocated  to  Florida, 
where  warmer  weather  can 
produce  a salutary  effect  on 
arthritis,  and  opened  a pub.  The 
jury  found  for  the  defendant. 

To  critics,  complicated  and 
evolving  FDA  guidelines  suggest 
that  physicians  are  easily  in- 
fluenced by  drug  manufacturers 
and  need  to  be  protected  by  the 
FDA  from  bad  science. 

Hearings  into  the  agency  s role 
are  planned  by  Representatives 
Joe  Barton  of  Texas,  chair  of  the 
House  Commerce  Oversight  and 
Investigations  Subcommittee,  and 
David  McIntosh  of  Indiana,  chair 
of  the  Government  Reform  and 
Oversight  Subcommittee.  Q 
James  E.  George,  MD,  JD,  and 
Neil  E.  Weisfeld,  JD,  MSHvg 
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BOOK  REVIEWS 


MAGNETIC  RESONANCE 


Frank  G.  Shelloch , PhD ; 
Emanuel  Kanal  MD.  New  York , 
NY,  Raven  Press,  1994.  While 
magnetic  resonance  imaging 
(MRI)  relies  on  nonionizing  radia- 
tion, certain  safety  issues  still 
arise  in  the  MRI  environment. 
This  book.  Magnetic  Resonance: 
Rioeffects,  Safety,  and  Patient 
Management,  is  authored  by  ex- 
perts in  the  field  and  analyzes  the 
potential  risks — from  the  bioef- 
fects of  magnetic  fields  to  the  side 
effects  of  contrast  agents — and  of- 
fers a practical  guide  for  the 
management  of  patients  and 
health  care  providers  in  the  MRI 
setting. 

Drs.  Shelloek  and  Kanal  review 
the  research  compiled  on  the 
possible  bioeffects  of  MRI.  A 
chapter  concerning  the  pregnant 
patient  considers  animal  research 
as  well  as  current  policy.  Other 
areas  addressed  include  the 
physiologic  monitoring  of  pa- 
tients, the  safety  of  contrast 
materials,  and  the  possible 
hazards  from  metallic  objects  in 
the  body. 


The  highlight  of  this  volume 
covers  the  safety  of  patients  with 
biomedically  implanted  devices. 
Dr.  Shelloek  has  an  international 
reputation  in  this  area.  All 
possible  sections  of  the  body  are 
considered,  from  otologic  stapes 
prosthesis  to  knee  screws.  In  ad- 
dition, an  appendix  with  an  ex- 
haustive list  of  devices  is 
presented  for  reference. 

Evaluation  of  the  claustro- 
phobic patient,  always  a difficult 
management  issue  in  MRI,  is  re- 
viewed. Finally,  the  potential  ef- 
fects of  cryogenic  materials  in- 
volved in  maintaining  the  super- 
conductive magnets  and  the  re- 
sulting quench  effect  of  the 
magnet  are  considered. 

This  text  is  concise,  well  writ- 
ten, and  highly  useful.  I look 
forward  to  reading  books  as  prac- 
tical as  this  one.  Its  superb  list  of 
MR-tested  implants  is  an  in- 
valuable help  to  MRI  practi- 
tioners. □ Neil  B.  Horner,  MD 


MOLECULAR  VIROLOGY 


David  Harper.  Oxford,  Eng- 
land, RIOS  Scientific  Publishers, 
1994.  Molecular  Virology  finally 
has  arrived  with  a schematic  ver- 
sion embedded  in  a green-cov- 
ered paperback.  Dr.  Harper  is  a 
noted  English  virologist  who  has 
produced  152  pages  of  ab- 
breviated, concise  material  for 
those  interested  in  this  rapidly 
growing  area.  Molecular  Virology 
provides  all  the  abbreviations,  ter- 
minology, and  virus  language  es- 
sential to  understanding  this  com- 
plicated field.  The  book  is  de- 
signed for  biology  students, 
medical  students,  and  workers  in 
the  field  of  virology.  There  is  an 
emphasis  on  relevant  data  for  cur- 
rent and  future  medical  appli- 


cations. There  are  many  topics 
covered,  including  basic  virology, 
anti-viral  drugs,  immunity,  vac- 
cines, gene  cloning,  and  diag- 
nostics. 

The  book  is  so  concise  that  it 
is  a bit  overwhelming.  I enjoyed 
the  simplified  tables.  For  the 
medical  student,  this  is  a fine  re- 
view book  for  the  examinations. 
For  the  teacher,  it  is  a good 
preparation  for  a lecture.  It  de- 
finitely belongs  on  the  library 
shelf  of  those  who  enjoy  virology. 
□ Leon  G.  Smith,  MD 
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EDITOR  S DESK 


KEEPING  CURRENT 


There  have  been  many  changes 
in  the  delivery  of  health  care  and 
the  practice  of  medicine  in  recent 
years,  in  an  ever-accelerating 
process  whose  end  is  nowhere  in 
sight. 

The  Medical  Society  of  New 
Jersey  (MSNJ)  also  has  kept  pace 
with  these  changes  in  its  commit- 
ment to  the  members  of  MSNJ, 
to  their  families,  and  to  the  pa- 
tients they  serve.  The  work  of  the 
various  councils  and  committees 
has  intensified,  and  the  Board  of 
Trustees  has  spent  increasing 
numbers  of  hours  in  reviewing 
their  activities. 

The  Board  of  Trustees  also  has 
approved  two  other  major  pro- 
jects, the  Policy  Compendium  that 
represents  MSNJ’s  official  posi- 
tion on  many  issues,  and  the  latest 
recommendations  of  the  Strategic 
Planning  Task  Force. 

The  1995  Policy  Compendium 
reflects  the  actions  of  the  House 
of  Delegates  and  of  the  Board  of 
Trustees,  either  independently  or 
in  response  to  actions  and  recom- 
mendations from  the  House  of 
Delegates.  The  Policy  Compen- 
dium includes  positions  taken 
from  May  1990  through  De- 
cember 1994,  as  well  as  earlier 
ones  that  have  been  maintained, 
and,  as  noted  in  the  foreword  by 
Fred  M.  Palace,  MD,  MSNJ 
president,  it  ‘reflects  the  tumult 
of  these  historic  years.  I shall 
comment  on  only  a few  of  the 
topics  from  the  table  of  contents: 

• Many  recommendations 
were  made  regarding  environ- 
mental health,  covering  a wide 
range  of  topics.  The  reader  is  re- 
ferred to  the  October  1994  special 
issue  of  New  Jersey  Medicine 
dealing  with  the  same  broad  sub- 
ject, although  the  focus  was  on 
somewhat  different  items. 

• A variety  of  positions  were 
taken  on  the  delivery  of  health 


Howard  D.  Slobodien,  MD 


care.  The  most  important  may 
have  been  the  support  of 
“freedom  of  patient  choice 
legislation  in  the  interest  of  both 
patient  and  physician,  as  re- 
quested by  the  House  of  De- 
legates in  1994.  This  represented 
a reaffirmation  of  the  MSNJ 
policy  of  1993,  which  supported 
a health  care  bill  of  rights,  as 
noted  in  the  section  on  health 
care/system  reform. 

• Of  the  various  stances  taken 
on  health  insurance,  three  should 
be  emphasized.  We  feel  that  in- 
surers should  take  full  responsi- 
bilities for  patient  injury  resulting 
from  their  failure  to  comply  with 
proper  recommendations  from 
treating  physicians.  We  refuse  to 
accept  sanctions  against  physi- 
cians or  hospitals  who  resist  in- 
surers’ mandates  on  care  con- 
sidered inferior.  We  oppose  the 
draconian  Milliman  and  Robert- 
son guidelines  on  hospital  stays. 
(Although  these  were  intended  to 
represent  potential  endpoints  in 
an  ideal  world,  some  insurers 
have  adopted  them  as  standards.) 


® Managed  care,  the  hot  topic 
of  the  day,  received  its  due.  You 
are  encouraged  to  review  and 
consider  the  articles  published  in 
this  periodical,  and,  once  again,  to 
submit  your  own  comments  to  us. 

• In  1994,  as  in  1993,  MSNJ 
believes  we  should  be  allowed  to 
negotiate  and  bargain  with  those 
who  would  enslave  us.  (The 
hyperbole  is  of  my  own  doing.) 

• Very  little  was  printed  re- 
garding the  use  of  tobacco,  and  no 
new  policy  was  established  in 
1994.  This  should  not  be  mis- 
interpreted— a smoke-free  society 
still  is  MSNJ’s  goal. 

The  final  eight  pages  of  the 
Policy  Compendium , on  MSNJ’s 
administration  and  organization, 
deserve  special  attention  and  re- 
view. It  represents  your  society  in 
action.  In  keeping  with  this  active 
posture,  the  Strategic  Planning 
Task  Force  developed  a "pro- 
posed strategic  plan  at  the  com- 
pletion of  its  retreat  on  January  13 
to  15,  1995.  It  was  approved  by 
the  Board  of  Trustees  on 
February  15,  1995.  Its  implemen- 
tation awaits  further  input. 

The  strategic  plan  continues 
the  work  of  the  Committee  on 
Long-Range  Planning  and  De- 
velopment, and  is  designed  to 
further  the  mission  of  MSNJ,  as 
defined  in  our  constitution.  Its 
goals  and  objectives  are  explained 
under  the  following  headings: 
membership  and  unity;  advocacy; 
quest  for  quality;  physician  re- 
source; organizational  structure 
and  governance;  public  education 
and  public  relations;  and  com- 
munications. 

In  the  item  under  communica- 
tions, it  is  stated,  “Advance  NEW 
Jersey  Medicine  as  the  major 
health  policy  publication  in  New 
Jersey  and  expand  its  readership 
beyond  the  membership  and 
physician  community.  This  con- 
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cept  was  presented  to  the  Com- 
mittee on  Publication  at  its  meet- 
ing on  January  18,  1995,  and  re- 
ceived broad  support.  It 
represented  the  most  recent  idea, 
of  many,  regarding  our  house 
organ.  You  may  recall  some  ol  the 
various  resolutions  presented  at 
the  House  of  Delegates,  asking 
for  emphasis  to  be  placed  on 
member  affairs  and  socioeco- 
nomic issues,  although  not  at  the 
expense  of  scientific  articles. 
Some  state  medical  societies,  in- 
cluding that  of  New  York,  have 
gone  to  a tabloid,  throwaway  type 
of  journal  devoid  of  scientific  con- 
tent. Others  have  tried  this  ap- 
proach, only  to  return  to  a more 
traditional  form.  (It  should  be 
noted  that  we  presently  are  re- 
viewing several  presentations 


solicited  from  interested  parties 
regarding  possible  compositional 
changes  in  NEW  JERSEY 

Medicine.) 

It  certainly  will  be  necessary 
for  us  to  heighten  our  imagina- 
tions if  we  are  to  expand  our 
readership  beyond  that  of  the 
present  physician  community. 
The  objectives  of  New  JERSEY 
MEDICINE  were  delineated  in  my 
editorial  in  the  September  1994 
issue,  commemorating  the  90th 
anniversary  of  its  birth.  They  will 
have  to  be  enhanced.  We  shall 
need  input  from  many  sources, 
from  those  who  have  been  steady 
contributors,  from  those  who  have 
favored  us  occasionally,  and  from 
many  who  have  not  heretofore 
been  on  our  wish  list. 

We  welcome  input  from  all 


those  who  have  concerns  about 
the  health  and  welfare  of  the  in- 
habitants of  New  Jersey,  whether  j 
part  of  the  so-called  health  care 
industry  or  not.  Our  goal  is  long- 
term and  needs  input  from  a large 
and  diverse  source.  All  sugges- 
tions will  receive  prompt  and 
thorough  consideration.  □ 
Howard  D.  Slobodien,  MD 

You  could  not  step  twice  into 
the  same  rivers;  for  other  wa- 
ters are  ever  flowing  on  to  you. 
Heraclitus,  c.535-c.475  BC. 

Wisdom  lies  neither  in  fixity 
nor  in  change,  but  in  the  dialec- 
tic between  the  two. 

Octavio  Paz, 
London  Times, 
June  8,  1989. 
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You’d 
better 
know 
who 
packed 
the 

chute... 

Your  professional  life  can  depend  on  it. 

It’s  why  so  many  doctors  trust  The  Britton 
Agency  to  package  their  malpractice 
insurance.  For  25  years,  they  have  trusted  us 
to  protect  them  from  major  causes  of  chute 
failure. 

How  reliable  is  your  chute? 

• Do  you  need  special 
protection  because  a 
managed  care  contract  creates 
additional  liability  exposure? 

• Does  your  policy  protect  your 
whole  practice,  including 
your  employees? 

• Are  you  aware  of  the 
implications  of  the  tail 
payment  on  a claims-made 
policy? 

• Do  you  have  “consent  to 
settle”  protection  against 
discredit  in  the  National 
Practitioner  Databank? 

• Do  you  have  the  lowest 
number  of  exclusions,  which 
can  be  as  few  as  5? 

• Do  you  have  your  own 
specialized  agent  to  rely  on 
to  double-check  your  chute? 

You  can  rely  on  the  Britton  Agency. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

The  Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  Insurance 

855  Mountain  Avenue,  Mountainside,  New  Jersey  07092 


“I'm  confident  I get  excellent  value 
with  The  Britton  Agency.  Most 
importantly , the  personal  service  gives 
me  comfort  that  1 have  the  most 
responsive  and  comprehensive 
protection  for  my  organization . " 

— Paul  Lenz,  MD 


1-800-462-3401  • 1-908-654-6464 
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RESPONSES  TO  MSNJ’S  STATEMENT  ON  HMOs 


State  Commissioner  of  Health 
Len  Fishman  convened  an  ad- 
visory council  to  propose  new 
regulations  that  will  redefine  the  ^ 
role  of  state  government  in  the 
oversight  of  health  maintenance  j 
organizations  (HMOs). 

MSNJ  solicited  the  following 
responses  to  its  position  state- 
ment that  has  been  forwarded  to  i 
Commissioner  Fishman  concern- 
ing the  regulation  of  HMOs  (NJ 
Med  91,  149-152,  1995).  The  data 
subcommittee  of  the  advisory 
council  (Figure)  continues  to  de- 
liberate; hopefully,  final  draft 
regulations  will  be  available  by 
summer  1995. 


The  data  subcommittee  of  the  HMO  Advisory  Council;  at  center  is  Pamela  Dickson, 
subcommittee  chair. 


STATE  COMMISSIONER  OF  HEALTH 


I am  pleased  to  have  this  op- 
portunity to  comment  on  the 
Medical  Society  of  New  Jersey’s 
(MSNJ)  position  paper  on  the 
regulation  of  health  management 
organizations  (HMOs). 

I also  am  pleased  that  MSNJ 
believes,  as  I do,  that  state  gov- 
ernment has  an  important  role  to 
play  in  the  oversight  of  HMOs; 
that  the  “crux  of  government’s 
regulatory  role  should  be  to  “en- 
courage [them]  to  compete  on 
quality  ”;  and  that  its  guiding  prin- 
ciple should  be  to  “put  patients 
first.  The  need  for  an  activist 
government  role  in  this  area  is 
due  to  two  factors;  the  incredibly 
rapid  proliferation  of  HMOs  and 
other  managed  care  organizations, 
and  the  obsolescence  of  the  state’s 
existing  oversight  mechanisms. 

The  New  York  Times  reported 
in  December  1994,  that  a major- 
ity of  privately  insured  Americans 
now  are  enrolled  in  a managed 
care  organization  that  places 
limits  on  physician  and  treatment 


choices,  and  that  as  many  as  three 
in  four  American  physicians 
signed  contracts  during  the  last 
two  years  that  provided  for 
outside  oversight  of  their  clinical 
decisions.  Meanwhile,  according 
to  the  Garvey  Group,  70  percent 
of  New  Jerseyans  may  be  covered 
by  managed  care  by  1997. 

In  the  face  of  this  exponential 
growth,  and  the  many  questions 
it  raises  about  health  care  financ- 
ing and  delivery,  the  state’s  over- 
sight is  inadequate.  Our  current 
HMO  regulations  derive  from 
statutes  enacted  in  1978,  and  have 
been  overtaken  by  events.  That  is 
why  I convened  a broadly  based 
advisory  committee  to  propose 
new  regulations  that  will  redefine 
the  role  of  state  government  in 
the  oversight  of  HMOs. 

This  committee  now  is  de- 
liberating, and  consensus  has  de- 
veloped on  several  basic  issues. 
Committee  members  have  agreed 
that  external  accreditation  surveys 
should  be  built  into  the  state’s 
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regulatory  process.  In  addition, 
there  is  clear  support  for  the 
development  and  use  of  outcome 
measures,  performance  indi- 
cators, and  member  satisfaction 
surveys  in  measuring  quality.  The 
committee’s  goal,  as  well  as  mine, 
is  to  provide  incentives  for  HMOs 
to  compete  for  business  on  the 
basis  of  quality  and  not  simply 
cost. 

The  committee  also  agrees  with 
MSNJ’s  recommendation  that 
each  HMO  should  be  required  to 
have  an  internal  quality  manage- 
ment program  that  institution- 
alizes continuous  quality  im- 


provement, and  that  a strength- 
ened set  of  utilization  review 
standards  should  be  developed 
for  implementation  by  every 
HMO.  A timely  appeals  process 
and  24-hour-a-day,  seven-day-a- 
week  access  to  a knowledgeable 
health  care  professional  are 
among  the  essential  features  of 
any  satisfactory  utilization  review 
program. 

The  advisory  committee  pres- 
ently is  considering  issues  related 
to  physician  involvment  in  clinical 
protocols  and  criteria  and  the 
adequacy  of  health  care  delivery 
networks  provided  by  HMOs. 


We  hope  to  have  the  advisory 
committee’s  draft  regulations  by 
late  summer.  Thanks  to  the  work 
of  the  committee,  and  the  as- 
sistance of  professional  organiza- 
tions like  MSNJ,  I believe  our 
final  regulations  will  allow  for 
continued  growth  and  creativity 
in  the  marketplace,  while  at  the 
same  time  providing  for  checks 
and  balances  promoting  the  de- 
livery' of  high-quality  care  to  all 
New  Jerseyans;  improving  their 
health  through  an  emphasis  on 
preventive  and  primary  care;  and 
ensuring  access  to  providers  of 
choice.  D Len  Fishman 


AMERICAN  COLLEGE  OF 


EMERGENCY  PHYSICIANS 


The  New  Jersey  Chapter  of  the 
American  College  of  Emergency 
Physicians  (NJACEP)  congratu- 
lates MSNJ  on  its  managed  care 
proposal.  We  applaud  the  em- 
phasis on  protecting  quality  of 
care  for  the  citizens  of  New 
Jersey.  Because  the  emergency 
department  functions  as  the 
health  care  safety  net  for  all  New 
Jersey  communities,  we  recom- 
mend that  the  proposal  be 
amended  to  address  the  following 
items. 

In  the  section,  “Patient  and 
Consumer  Rights,  and  regarding 
what  is  disclosed  to  consumers 
and  contracting  employees  prior 
to  enrollment,  NJACEP  recom- 
mends that  AISNJ  addresses  the 
definition  of  an  emergency,*  the 
issue  of  preauthorization,  and  the 
issue  of  retrospective  denial. 

Patients  need  guidelines  direct- 
ing them  when  to  access  911  or 
when  to  go  directly  to  their  com- 
munity emergency  department. 
True  emergencies  should  be 
exempt  from  preauthorization. 
Once  the  condition  has  been 
stabilized,  people  need  to  know 
what  their  HMO  requires  for 
preauthorization  of  further  care; 
patients  and  providers  must  be 
assured  that  a timely  authori- 
zation can  be  available  from  a 
trained  medical  professional  24 
hours  a day,  seven  days  a week. 
Finally,  consumers  and  providers 


need  to  know  that  preauthoriza- 
tion will  not  be  denied  on  a 
retrospective  basis  after  the 
emergency  symptoms  have  /been 
evaluated  and  found  to  be  less 
than  urgent. 

Should  authorization  for  fur- 
ther care  or  hospitalization  be 
denied,  consumers  and  providers 
must  know  upfront  that  followup 
treatment  and/or  medically  ap- 
propriate transfers  to  payer- 
affiliated  hospitals  are  covered 
under  their  plans.  The  federal 
COBRA/OBRA  legislation  is  ab- 
solutely clear  that  all  who  present 
to  an  emergency  department 
must  be  medically  evaluated,  not 
just  triaged,  and  transferred, 
when  indicated  and  when  sta- 
bilized. Both  federal  and  state  law 
require  that  emergency  depart- 
ment evaluation  not  be  delayed 
due  to  financial  inquiry. 

We  would  repeat  the  aforemen- 
tioned concerns  as  part  of  the  uti- 
lization review  section.  Preauth- 
orization review  in  the  emergency 

*The  definition  of  an  emergency  has 
been  codified  into  law  in  Maryland: 
“Medical  conditions  of  acute  onset 
and  sufficient  severity  that  would 
lead  a prudent  layperson,  possessing 
an  average  knowledge  of  medicine 
and  health,  to  believe  that  urgent 
medical  care  is  required  to  reduce 
the  level  of  pain,  prevent  the  de- 
terioration of  one’s  condition,  pre- 
vent disability,  and/or  death. 
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department  must  occur  within  30 
minutes  to  allow  departments  to 
function  to  the  patient’s  best  ben- 
efit. Adverse  utilization  review 
decisions  for  providing  medically 
necessary  care  must  be  reviewed 
by  a practicing  emergency  physi- 
cian. In  addition,  NJACEP  re- 
commends that  admission  after 
denial  of  emergency  authorization 
be  included  in  the  area  of  quality 


HOME  HEALTH  ASSEMBLY 


Mary  Ann  Christopher  (standing),  of  the 
Home  Health  Assembly  of  New  Jersey  and 
the  New  Jersey  State  Nurses  Association, 
and  Jill  Simone,  MD,  of  the  Office  of 
Managed  Health  Care,  Division  of  Medicaid, 
Department  of  Human  Services. 


management  and  data  collection. 
Emergency  physicians  must  be 
included  when  HMOs  address 
public  health  issues  such  as  vio- 
lence, substance  abuse,  and  seat 
belt  use.  NJACEP  must  be  in- 
volved during  the  development 
of  HMO  practice  guidelines, 
protocols,  utilization  review 
policies,  credentialing,  and  cost 
effectiveness  as  these  areas  affect 


OF  NJ 


The  Home  Health  Assembly  of 
New  Jersey  concurs  with  the 
MSNJ  basic  tenets,  and  proposes 
the  following  four  elements  as  es- 
sential ingredients  in  our  state’s 
oversight  and  assurance  that  the 
people  of  New  Jersey  receive  ap- 
propriate health  care  when  de- 
livered under  a managed  care  or- 
ganization: 

1 . All  health  services  must  be 
of  high  quality  and  integrity,  with 
the  safety  and  well  being  of  the 
individual  and  the  general  health 
of  the  public  taking  precedence. 

2.  Quality  standards  must 
apply  to  all  related  health  care 
providers  and  contracted  part- 
ners, professionals,  and  agencies. 

3.  Evaluation  of  quality  must 
be  related  to  all  providers  as  well, 
and  should  identify  patterns  of 
both  substandard  and  superior 
performance  for  either  correction 
in  the  former  instance,  or  replica- 
tion in  the  latter. 

4.  State  oversight  and  as- 
surance of  quality  also  requires  a 
comprehensive  data  collection 
and  review  process  with  out- 
comes and  performance  informa- 
tion from  all  providers  within  the 
managed  care  system.  The  public 
must  have  access  to  this  informa- 
tion in  an  understandable  format 
to  enable  intelligent  choice. 

The  following  safeguards  must 
be  addressed: 

1 . Adequacy  of  services. 
Clients  must  have  access  to  a 
complete  package,  including 
preventive  care,  and  outpatient 
and  community-based  services. 

2.  Appropriate  credentialing. 
All  HMOs  and  all  subcontractors 
should  meet  uniform  high-level 


the  emergency  department. 
Health  care  reform  certainly  is 
not  dead  in  our  state.  NJACEP  1 * 3 4 5 
supports  the  efforts  of  MSNJ  to 
enhance  the  quality  of  care  of  the 
patient  and  to  protect  the  in- 
terests of  the  providers  under  the 
new  HMO  regulations.  NJACEP 
hopes  these  comments  will 
strengthen  these  efforts.  □ 
Robert  Potts,  Jr,  MD 


standards.  Use  of  an  accrediting 
entity  such  as  the  NCQA  may  be 
the  most  appropriate  mechanism 
for  this.  However,  this  will 
necessitate  expansion  of  NCQA 

standards  to  encompass  all  sub- 
contractor and  provider  types.  It 
also  may  be  appropriate  to  deem 
such  accreditation  in  lieu  of  state 
licensure  survey  procedures,  once 
the  adequacy  of  the  credentialing 
process  is  assured. 

3.  Client  satisfaction.  The 
public  is  entitled  to  accessible  and 
timely  service,  to  help  achieve  the 
client  goals. 

4.  Coordination  of  services. 
Care  management,  accessible  to 
clients  and  providers  throughout 
the  episode  of  treatment,  is 
crucial  to  coordinate,  problem 
solve,  and  participate  in  post- 
episode evaluation.  In  relation  to 
use  of  home  and  community- 
based  services,  rapid  availability 
of  such  coordination  is  essential  to 
protect  the  need  of  clients  for  im- 
mediate treatment  and  to  avoid 
unnecessary  and  costly  delays  in 
inpatient  settings. 

5.  Problem  resolution.  Clients 
must  have  a user-friendly  mech- 
anism to  respond  to  concerns  and 
complaints,  including  a state  con- 
tact and  reporting  mechanism. 

The  Home  Health  Assembly  of 
New  Jersey  strongly  supports 
such  quality  and  client-sensitive 
standards  for  all  modalities  and 
settings  in  which  care  is  de- 
livered, including  our  clients 
homes.  High  standards  and  expert 
care  coordination  based  on  client 
needs  can  make  transition  to 
managed  care  a feasible  alterna- 
tive. D Carol  Kientz 
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NJ  BUSINESS  & INDUSTRY  ASSOCIATION 


The  New  Jersey  Business  & In- 
dustry Association  (NJBIA)  wel- 
comes this  opportunity  to  com- 
municate with  MSNJ  on  IIMO 
regulations.  We  see  New  Jersey 
at  the  beginning  of  a long  process, 
begun  in  1992,  which  will  result 
in  major  changes  for  all  groups 
interested  in  quality  health  care. 

NJBIA  s examination  of  the 
functioning  of  managed  care,  in 
particular  HMOs,  began  in 
earnest  last  summer  through  dis- 
cussions with  representatives  of 
MSNJ  and  HMOs.  It  is  our  stand- 
ing practice,  as  a broad-based 
business  association,  to  discuss 
emerging  public  policy  issues 
with  a wide  range  of  interested 
parties.  We  also  have  had  a repre- 
sentative serving  on  Commis- 
sioner Fishman’s  HMO  advisory 
committee  to  learn  about  emerg- 
ing issues  and  to  present  the  busi- 
ness community’s  perspective. 

The  time  is  right  for  re-examin- 
ing government’s  role  in  regulat- 
ing portions  of  the  health  care 
system.  By  deregulating  hospital 
rates,  the  New  Jersey  Legislature 
also  opened  the  door  to  market 
forces  in  other  areas.  In  general, 
the  national  mood  is  to  decrease 
the  involvement  of  government, 
at  all  levels,  in  the  micromanage- 
ment of  private  enteiprises. 
NJBIA  applauds  this  trend  to- 
ward government  focus  on  goal- 
setting and  monitoring  outcomes 
rather  than  on  dictating  specific 
procedures.  NJBIA  has  and  will 
continue  to  bring  this  bias  to  our 
review  of  specific  reform  pro- 
posals from  either  the  New  Jersey 
State  Department  of  Health  or 
other  groups. 

Over  the  past  several  months 
NJBIA  has  been  encouraged  to 
learn  that,  as  New  Jersey  rapidly 
moves  into  a new  era  of  managed 
care,  there  are  existing  regulatory 
safeguards  for  patients  in  HMOs. 
Commissioner  Fishman’s  efforts 
are  aimed  at  updating,  rather  than 
creating  anew,  HMO  regulations. 
The  updating  process  is  a delicate 
balancing  act  between  protecting 


patients  rights  and  avoiding  ex- 
cessive management  by  govern- 
ment. By  involving  a broad  range 
of  interested  parties  at  the  table, 
the  HMO  advisory  committee 
hopefully  will  find  the  middle 
ground  while  at  the  same  time 
balancing  the  needs  of  providers 
and  payers. 

We  also  are  encouraged  by 
private  sector  efforts  to  develop 
and  disseminate  information  on 
the  quality  of  services  provided 
by  HMOs.  Large  employers, 
drawing  upon  lessons  learned 
from  applying  continuous  quality 
improvement  (CQI)  methods  to 
other  parts  of  their  businesses, 
now  are  seeking  information  from 
HMOs  on  their  commitment  to 
CQI.  Groups  such  as  the  Health 
Care  Payers  Coalition  of  New 
Jersey  and  the  National  Commit- 
tee for  Quality  Assurance  have 
responded  by  developing  quality 
standards.  We  recognize  that 
these  efforts  are  in  their  infancy 
but  are  convinced  that  they  will 
lead  to  major  quality  improve- 
ments over  the  long  run. 

The  trend  is  clear.  There  is  no 
going  back  to  the  days  when  pa- 
tients floundered  within  an  unco- 
ordinated health  care  system  and 
payers  had  no  recourse  to  double- 
digit increases  in  premiums.  Out- 
of-control  costs  have  driven  many 
employers  to  the  HMO  option.  It 
now  is  incumbent  on  all  of  us  also 
to  focus  on  receiving  quality  care 
for  our  dollars.  This  message  will 
be  heard  and  acted  upon  by  the 
majority  of  employers  if  pre- 
miums stabilize  at  a reasonable 
level  over  the  next  several  years 
and  if  information  on  quality  be- 
comes more  readily  available. 

HMOs  and  other  forms  of 
managed  care  plans  that  garner 
short-term  profits  at  the  expense 
of  patient  health,  NJBIA  believes, 
will  quickly  fall  by  the  wayside  in 
the  new  competitive  market.  Em- 
ployers report  that,  in  comparison 
to  their  sponsorship  of  fee-for- 
service  plans,  employees  hold 
them  to  a higher  level  of  accoun- 
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tabilitv  for  plans  that  limit  some 
choices.  Initial  complaints  usually 
derive  from  difficulties  in  guiding 
employees  to  new  ways  to  access 
care.  Once  these  difficulties  are 
resolved  through  education,  em- 
ployers can  and  do  focus  on 
employees’  concerns  about  the 
quality  of  care  and  outcomes. 


Health  benefits  are  a significant 
employee  benefit  and  employers 
want  to  deal  with  plans  that  give 
them  value  for  their  investment. 

As  HMOs  and  other  managed 
care  plans  continue  to  evolve  in 
response  to  market  demands, 
NJBIA  is  committed  to  staying 
up-to-date  in  our  understanding 


of  the  opportunities  and  con- 
straints within  these  plans.  NJBIA 
will  continue  to  support  the  de- 
velopment of  quality  measures 
and  encourage  employers  to  use 
this  information  when  making 
plan  choices.  D Maureen  Lopes 


NJ  ASSOCIATION  OF  MEDICAL  SPECIALTY  SOCIETIES 


The  New  Jersey  Association  of 
Medical  Specialty  Societies 
(NJAMSS)  supports  the  MSNJ 
position  against  requiring  hospital 
privileges  for  HMO  providers. 
This  provision  eliminates  very 
qualified  primary  care  physicians, 
who  no  longer  want  to  be  in- 
volved in  hospital  matters. 
However,  there  has  to  be  a 
mechanism  of  accessibility  of 
medical  records  or  the  availability 
of  the  HMO  physician  to  ensure 
the  continuity  of  medical  care 
once  an  enrollee  needs  urgent 
inpatient  care. 

Provider  removal  language  is 
not  strong  enough  as  far  as 
protection  of  the  individual  physi- 
cian. The  regulations  should 
specify  the  reasons  for  which  a 
physician  could  be  removed  from 
the  HMO,  rather  than  allowing 
each  HMO  to  set  its  own  rules. 
The  physician  should  be  able  to 
appeal  to  the  body  overseeing  the 
HMO  and  not  just  the  HMO.  The 


provision  on  assurance  of  conti- 
nuity of  medical  care  by  the 
provider  so  removed  should 
specify  a physician’s  responsibil- 
ity to  the  enrollee  during  the  ap- 
peal process. 

All  specialists  services  should 
not  have  to  be  requested  by 
primary  care  physicians.  Perhaps 
HMOs  may  preserve  direct  ac- 
cess to  some  specialties. 

NJAMSS  strongly  supports  the 
aggressive  standards  proposed  by 
MSNJ  on  quality  and  utilization 
review.  These  standards  also 
should  be  applied  to  independent 
non-HMO  physicians.  These  are 
vital  to  providing  quality  medical 
care. 

The  MSNJ  position  statement 
is  a well-written  paper.  NJAMSS 
agrees  with  acting  now  on  im- 
plementation of  quality-related 
regulations,  especially  in  the 
present  atmosphere  of  financial 
pressures.  □ Abraham  Buiz,  MD 


NEW  JERSEY  STATE  NURSES  ASSOCIATION 


The  New  Jersey  State  Nurses 
Association  (NJSNA)  shares 
MSNJ’s  view  that  the  business  of 
managed  care  is  the  concern  of 
those  professions  dedicated  to  the 
public’s  health. 

Value  in  health  care  has  been 
a theme  of  organized  nursing  and 
is  one  of  NJSNA’s  most  effective 
attributes.  Given  that,  NJSNA 
would  urge  any  position  paper  on 
HMO  regulation  to  acknowledge 
the  contribution  of  professional 
nursing  in  the  provision  of  tradi- 
tional supportive  care  and  as 
primary  care  providers. 

NJSNA  also  agrees  with  MSNJ 
that  HMOs  must  meet  public 
health  responsibilities  for  the 


population  that  they  serve.  To 
that  end,  NJSNA  suggests  that 
MSNJ  avoid  listing  specific  ac- 
tivities and  instead  categorize 
public  health  activities  in  broad 
terms:  1.  Health  promotion  ac- 
tivities, i.e.  physical  fitness,  ex- 
ercise, nutrition.  2.  Primary 
prevention  activities  such  as  the 
modification  of  risk  factors,  i.e. 
smoking  cessation,  violence  pre- 
vention. 3.  Secondary  prevention 
activities,  i.e.  blood  pressure 
screening,  Papanicolaou  smears, 
mammography. 

Public  health  responsibilities 
are  dynamic  and  constantly  in 
need  of  re-evaluation.  The  ability 
to  respond  quickly  to  a public 
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to  respond  quickly  to  a public 
health  crisis  remains  one  of  the 
crucial  pieces  of  good  public 
health.  Managed  care  would  need 
to  be  part  of  a delivery  team  and 
a response  team. 

Lastly,  NJSNA  agrees  that 
provider  relationships  are  key  to 
consumer  satisfaction,  access,  and 
provision  of  care.  Again  NJSNA 
urges  MSNJ  to  include  profes- 
sional nursing  in  discussing 
provider  relationships.  Managed 
care  by  its  very  concept  assumes 
a broader  caregiver  base  than  the 
traditional  doctor-patient  rela- 


tionship. NJSNA  previously  has 
forwarded  to  MSNJ  specific 
language  that  NJSNA  suggested 
for  an  item  in  the  MSNJ  medical 
policies  and  physician  relations 
manual. 

On  the  issue  of  management  of 
professional  decision  making, 
NJSNA  makes  the  following  state- 
ment. The  utilization  of  protocols, 
recommendations,  and  treatment 
guidelines  have  a place  in 
professional  practice  but  do  not 
replace  individual  professional 
judgment.  The  professional  as- 
sociations in  New  Jersey  must 


speak  with  one  voice  about 
professional  decision  making.  If 
the  associations  stay  focused  on 
this  issue,  the  public  will  become 
focused  and  will  listen.  It  is  im- 
perative to  create  a managed  care 
structure  that  respects  profes- 
sional judgment.  Society  has 
given  to  the  professions  the 
privilege  to  practice;  managed 
care  businesses  must  be  con- 
vinced to  follow  society’s  course 
on  this  issue.  □ Patricia  Murphy, 
PhD,  RN,  CS,  FAAN,  president 


A PATIENT  ADVOCATE 


New  Jersey  has  a celebrated 
history  of  pioneering  the  fun- 
damental rights  of  patients  and 
their  families,  in  collaboration 
with  their  physicians,  to  control 
decisions  about  their  own  health 
care.  From  the  seminal  opinion  of 
the  New  Jersey  Supreme  Court 
that  bears  the  name  of  Karen  Ann 
Quinlan  to  the  landmark  legis- 
lative initiative  of  the  New  Jersey 
Advance  Directives  for  Health 
Care  Act,  New  Jersey  has  long 
recognized,  in  its  law  and  public 
policy,  the  personal  right  of  the 
individual  patient  to  make  volun- 
tary, informed  choices  to  accept, 
to  reject,  or  to  choose  among 
alternative  courses  of  medical  and 
surgical  treatment.  As  we  collec- 
tively strive  to  transform  and 
“manage”  the  funding,  organiza- 
tion, and  delivery  of  our  contem- 
porary health  care  system,  we 
would  do  well  to  reaffirm  and  em- 
brace these  deeply  rooted  princi- 
ples. 

The  early  architects  of 
managed  care  have  been  driven 
by  economic  concerns  that  often 
have  obscured  the  time-honored 
prerogatives  of  the  physician-pa- 
tient relationship  and  the  doctrine 
of  informed  consent.  A base 
calculus  of  market  and  actuary 
has  provisionally  displaced  pa- 
tient autonomy  and  physician 
responsibility  as  proper  formulas 
of  the  reformation  equation. 
While  nascent  efforts  to  provide 
the  greatest  good  of  health  care 


to  the  greatest  number  may  have 
failed  to  inform  and  authenticate 
that  just  goal  with  these  axioms, 
fortunately,  the  commissioner  of 
health  and  MSNJ  have  galvanized 
the  traditional  health  care,  busi- 
ness, governmental,  and  advocacy 
communities  to  the  task  of  placing 
the  patient  at  the  center  of  de- 
veloping HMO  regulations. 

Commissioner  Len  Fishman, 
long  a leader  in  medical -legal  cir- 
cles, recently  convened  an  ad- 
visory committee  to  update  the 
regulation  of  HMDs  (in  keeping 
with  the  New  Jersey  Health  Care 
Reform  Act  of  1992)  and  charged 
its  diverse  membership  to  solicit 
and  weigh  the  important  concerns 
of  all  New  Jerseyans.  Of  a piece, 
MSNJ  promulgated  and  pub- 
lished its  position  paper  on  the 
regulation  of  HMOs  and  invited 
commentary  in  the  pages  of  its 
noted  jourr  al,  NEW  JERSEY 
Medicine. 

MSNJ  s report  underscores  a 
central  concern  of  the  patients 
rights  community  with  the  cur- 
rent transformation  of  the  ancient 
relationship  of  doctor  and  patient 
into  one  defined  by  the  pinched 
argot  of  commerce. 

It  should  be  noted  that  patients 
become  consumers  and  physi- 
cians become  providers,  with 
newly  minted  and  often  unequal 
allegiances  to  their  charges  and 
managing  partners.  Gatekeepers 
have  fundamentally  different 
responsibilities,  duties,  and  rights 


VOL.  92-NUMBER  4 APRIL  1995 


227 


than  the  unindentured.  The 
primacy  of  the  patient  is  the 
hallmark  of  American  juris- 
prudence and  the  animating 
theme  of  MSNJ’s  proposed  reg- 
ulatory scheme.  Through  practical 


and  philosophical  commitments 
to  patient  rights,  quality  manage- 
ment and  utilization  review  as 
well  as  physician-affirming  medi- 
cal policies,  MSNJ’s  response  to 
Commissioner  Fishman’s  wel- 


comed call  from  the  patient’s 
perspective  should  become  the 
essential  blueprint  for  regulatory 
reform.  □ Paul  W.  Armstrong, 
Esq,  LLM 


NEW  JERSEY  HOSPITAL  ASSOCIATION 


Marie  Schall,  of  HRET  of  the  New  Jersey 
Hospital  Association,  and  Robert  J.  Fogg, 
of  the  New  Jersey  State  Department  of 
Health. 


The  recommendations  of  the 
New  Jersey  Hospital  Association 
(NJHA)  task  force  that  examined 
the  New  Jersey  State  Department 
of  Health’s  proposed  HMO  regu- 
lations are  in  agreement  with 
many  of  MSNJ  s recommenda- 
tions on  the  regulations,  especial- 
ly those  regarding  patient  and 
consumer  rights,  quality  manage- 
ment, utilization  review  (UR),  and 
public  health  issues.  However,  to 
lay  a solid  foundation  for  a new 
system  based  on  cooperation  be- 
tween providers  and  HMOs, 
other  critical  issues  must  be  ex- 
amined, such  as: 

1.  Transference  of  risk.  Elimi- 
nate the  "member  hold  harmless 
clause  that  allows  HMOs  to 
decrease  the  required  deposited 
funds,  i.e.  reserves,  by  shifting 
the  financial  risk  to  the  provider; 
a state  legislative  debate  is 
necessary  here. 

2.  Emergency  room  services. 
Establish  an  appropriate  HMO 
screening  fee  for  previously 
unreimbursed  hospital  emergen- 


cy room  evaluations  that  are  man- 
dated by  law  for  all  who  use  the 
emergency  room. 

3.  Parity.  Provide  HMO  data 
to  hospitals  and  physicians  on 
member  and  provider  satisfaction, 
quality  assurance,  and  UR  stan- 
dards of  HMOs.  In  addition, 
HMOs  should  be  subject  to  re- 
view by  an  independent  ac- 
creditation body,  as  are  hospitals. 

4.  Responsiveness  to  providers 
and  members.  Develop  a UR  pro- 
gram with  staff  available  24  hours 
a day,  seven  days  a week,  along 
with  an  immediate  appeal  pro- 
cess; set  licensing  standards  for 
UR  reviewers;  prohibit  retrospec- 
tive denials  on  previously  auth- 
orized or  currently  reviewed 
cases;  and  establish  an  arbitration 
process  for  UR  grievances/ap- 
peals and  an  ombudsman  for 
member  grievances/complaints. 
For  a complete  copy  of  the  NJHA 
position  paper,  contact  Valerie 
Sellers,  NJHA,  609/275-4261  □ 
Valerie  Sellers 
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MANAGED 


We  can  help 


Now  is  the  time  for  you  to  solidify  contracts  with 
managed  care  organizations  that  can  direct  patients 
to  your  office  - HMOs,  PPOs,  TPAs,  self-insured 
companies  and  others. 

MedHealth  Management  Corporation  maintains  a 
complete  database  of  managed  healthcare 
companies  licensed  to  operate  in  New  Jersey.  Our 
experienced  team  can  handle  all  of  your  contracting 
needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  service  is  available  to  individual  and  group 
practices  as  well  as  specialty  centers. 


MedHealth  Management  Corporation 

370  North  Street 

Teterboro,  NJ  07608  (201)641-1911 


J&M  MANAGEMENT 
SERVICES,  INC. 


Are  you  sure  your  billing  and  collection 
approach  is  maximizing  cash  flow ? If 
not , we  can: 


• Receive  maximum  reimbursement  on 

insurance  claims 

• Optimize  insurance  timing 

• Create  positive  activity  on  each  and 

every  patient  account 

J&M  Management  Services,  Inc.  is  a full 

service  billing  and  collection  company  of- 
fering healthcare  providers  the  most  suc- 
cessful approach  to  claims  management 
available. 

(908)  563-0707 

Fax  (908)  563-0325 


I%/1  £\  j JAQ 

SCAN-11  1 , lltc.  is  now  bbcbmENj~  iiur 

’ SOLUTIONS,  5 I = V,'-  , 


Majjas  Document  Solutions  does  more  than  just  j 
scan!  Call  us  for  all  your  document  manage- 
ment needs. 

Majjas  Document  Solutions... 

1 Puts  your  hardcopy  patient  records 
onto  CD-POM! 

• Indexes  documents  for  fast  retrieval. 

• Complete  turn-key  solutions  available. 


For  more 

information,  contact 
Majjas  Document  Solutions,  Inc. 


Toll  Free:  1-800  -722-6488 
Fax:  1-908  -409- 1360 
Internet:  sales9-majjas.com 


Princeton  Pain  Management  Center 

Leslie  M.  Greenberg,  M.D.,  Director 


A Multidisciplinary  Approach  to  Pain 

Coordinated  By  Board  Certified,  Harvard  Trained 
Anesthesiologists  In  a Caring,  Supportive  Atmosphere 


727  State  Road,  Princeton,  NJ  08540 
609-683-9779 


Do  you  have 
the  proper 

Malpractice  Discounts? 


10-15 % Discounts  Available 
RATES  BELOW  ARE  PRIOR 
TO  DISCOUNTS 


OCCURRENCE  PLUS— 1/3,000,000  LHM1TS 
Higher  Limits  Available 


New  Doctors  50%  of  Premium 

Ob-Gyn 

$35,398 

Emerg.  Med. 

$8,352 

Radiology 

$10,124 

GP— No  Surgery 

$6,747 

Proctology 

$ 8,352 

Neurology 

$6,747 

GP— Minor  Surgery  $ 8,352 

Internal  Medicine 

$8,352 

Cardiology 

$ 6,747 

Psychiatry 

$2,764 

Gastroenterology 

$ 8,352 

T20YNTON 
& BOYNTON 


42  MONMOUTH  ST. 
P.O.  BOX  887 
RED  BANK,  NJ.  07701 


MEDICAL  HOTLINE  1-800=822-0262 
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Gender  bias  encountered 
by  New  Jersey 
women  physicians 

Jane  B.  Sofair,  MD 


A 70  percent  prevalence  of  exposure  to  gender  bias  in  the 
workplace  was  reported  by  a sample  of  66  practicing  women 
physicians  surveyed  in  New  Jersey.  Age  affected  the  type  of 
bias  reported  and  the  coping  responses  employed  and 
advocated. 


The  field  of  medicine  is  in 
the  midst  of  broad  social 
pressures  to  establish 
gender  equality  in  all 
areas.  By  the  year  2010,  women 
are  projected  to  make  up  50  per- 
cent of  medical  school  graduates 
and  30  percent  of  practicing  phy- 
sicians.1 As  increasing  numbers  of 
women  enter  medicine,  they  are 
demanding  an  end  to  what  they 
perceive  as  sexism,  particularly  in 
academic  settings.2 

A major  focus  of  concern  for 
women  in  medicine  has  become 
moving  into  leadership  roles, 
particularly  as  entry  level  barriers 
to  medical  school  have  eased. 
Women  are  attempting  to  estab- 
lish equal  representation  with 
men  at  senior  level  and  tenured 
positions.1 3-6  In  1990,  there  were 
no  female  deans  in  United  States 
medical  schools;  2 percent  of  de- 
partment chairs  were  women  and 
21  percent  of  academic  faculty 
were  female.4  In  1994,  the  total 
number  of  women  chairs  of  de- 
partments of  psychiatry  in  the 
United  States  was  3.  A 1992  re- 
port of  women  faculty  at  medical 
schools  showed  9 percent  as  full 
professors,  19  percent  as  associate 
professors,  and  the  rest  as  holding 
lower  academic  appointments. 
Men,  in  contrast,  were  more  like- 


ly to  be  full  or  associate  professors 
with  31  percent  of  men  holding 
full  professorships,  and  25  per- 
cent holding  associate  professor- 
ships1. 

Sexual  discrimination  is  de- 
fined under  Title  VII  of  the  1964 
Civil  Rights  Act  and  the  New 
Jersey  Law  Against  Discrimina- 
tion to  be  differential  and  unequal 
workplace  conditions  such  as  hir- 
ing, work  assignments,  promo- 
tions, salaries,  retirement  plans, 
and  other  terms  of  employment 
based  on  belonging  to  a particular 
sex.  In  1980,  the  Equal  Employ- 
ment Opportunity  Commission 
(EEOC)  designated  sexual  harass- 
ment as  one  type  of  discrimina- 
tion. There  are  two  major  cate- 
gories of  harassment;  “quid  pro 
quo  or  any  employment  benefits 
based  on  granting  sexual  favors 
and  hostile  work  environment  in- 
cluding any  aspect  of  the  work 
environment  that  devalues  in- 
dividuals based  on  their  sex.7 
B ursten  suggested  that  the  term 
“gender  discrimination  be  sub- 
stituted for  “sexual  discrimina- 
tion. 8 In  1993,  the  New  Jersey 
Supreme  Court  applied  a “rea- 
sonable woman  standard  to  its 
interpretation  of  sexual  harass- 
ment to  acknowledge  that  men 
and  women  are  likely  to  differ  in 


what  they  perceive  as  offensive 
behavior.9 

Others  in  the  field  have  de- 
veloped ways  of  classifying  dis- 
crimination that  emphasize  the 
sociologic  rather  than  legal  as- 
pects. For  example,  Rowe  coined 
the  term  "microinequity  to  mean 
pervasive  yet  seemingly  invisible 
forms  of  discrimination  that 
produce  loss  of  confidence  and 
productivity,  yet  preclude  taking 
self-empowering  steps  or  filing 
formal  grievances.10  Benokraitis 
and  Feagin  defined  the  terms 
overt,  subtle,  and  covert  dis- 
crimination, which  roughly  over- 
lap with  sexual  harassment  and 
other  offensive  behaviors,  micro- 
inequities, and  discrimination  at 
an  institutional  level,  respective- 
ly.11 

Exposure  to  various  forms  of 
gender  bias  (bias  will  henceforth 
be  used  interchangeably  with  dis- 
crimination) can  be  highly  detri- 
mental to  the  woman  physician’s 
physical  and  mental  health.  Fac- 
tors that  influence  the  extent  of 
emotional  damage  include  the 
nature,  duration,  and  severity  of 
the  bias  episode(s),  a past  history 
of  physical  or  sexual  abuse,  and 
the  personality  makeup  and  cop- 
ing strategies  of  the  individual  ex- 
posed.' 12-16  Coombs  and  Hove- 
nessian  describe  specific  exam- 
ples of  biases  that  women  physi- 
cians are  apt  to  encounter;  these 
include  exclusion  from  informal 
male  physician  networks,  special- 
ty clustering,  lack  of  female  men- 
tors, inappropriate  forms  of  ad- 
dress, erosion  of  authority  by 
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nonphysician  staff,  patient-based 
prejudices,  and  unwelcome  sexual 
advances  that  leave  women  physi- 
cians highly  vulnerable  to  emo- 
tional pathology  due  to  the 
detrimental  effects  of  bias  on  self- 
esteem.1, 

Lenhart  and  Evans  emphasize 
a variety  of  choices  available  to 
women  physicians  encountering 
gender  bias.  They  suggest  avoid- 
ing verbal  challenge  of  the  per- 
petrator if  the  risk  of  retaliation 
outweighs  the  insult  in  severity. 
Other  options,  especially  in  deal- 
ing with  'microinequities,  in- 
clude passing  over  the  incident, 
using  humor  or  sarcasm,  respond- 
ing with  a cold  look,  or  waiting 
until  a future  time  to  speak  up, 
especially  il  the  harassment 
persists.15 

This  study  evolved  as  a project 
of  the  New  Jersey  Psychiatric  As- 
sociation s Committee  on  Women 
that  has  been  studying  gender 
discrimination  in  the  workplace. 
A sample  of  women  physicians  in 
New  Jersey  was  surveyed  with 
the  aims  of  determining  the 
prevalence  of  gender  bias;  de- 
termining the  types  of  bias  en- 
countered; determining  the  socio- 
demographic correlates  of  bias  ex- 
periences, including  age  and 
medical  specialty;  determining 
the  sources  of  bias;  and  determin- 
ing coping  strategies  employed  by 
recipients  and  the  types  of  advice 
offered  to  other  women  physi- 
cians in  potentially  similar  situa- 
tions. 

METHOD 

Two  hundred  women  physi- 
cians practicing  medicine  in  New 
Jersey  were  surveyed  anonymous- 
ly by  mail.  After  determining  that 
they  were  female  and  not  current- 
ly in  training,  they  were  randomly 
selected  as  every  third  name  from 
the  membership  directories  of  the 
Medical  Society  of  New  Jersey, 
the  New  Jersey  Psychiatric  As- 
sociation (NJPA),  the  New  Jersey 
Medical  Women’s  Association, 
and  a local  community  hospital. 
Each  physician  was  mailed  a 
questionnaire,  including  a cover 


letter  explaining  the  general  aims 
of  the  survey,  along  with  a 
stamped  return  envelope. 

The  questionnaire  was  an 
ethnographically  based  set  of  12 
items  covering  three  areas  of  in- 
quiry: sociodemographic  informa- 
tion, including  specialty,  age, 
number  of  weekly  working  hours, 
and  work  setting;  exposure  to  dif- 
ferent types  of  discrimination  and 
harassment;  and  sources  of  dis- 
crimination, coping  strategies,  re- 
taliation experiences,  and  advice 
to  other  women  physicians  en- 
countering workplace  bias. 

Correlations  between  socio- 
demographic factors  and  bias  ex- 
perience variables  were  examined 
using  Pearson  chi-square  coeffi- 
cients. 

RESULTS 

Sixty-eight  physicians  returned 
the  questionnaire;  two  disabled, 
retired  physicians  were  dis- 
qualified, yielding  a total  of  66 
respondents  in  the  final  analysis 
and  a response  rate  of  33  percent. 
There  was  no  way  of  ascertaining 
how  those  who  returned  the 
questionnaire  differed  in  profile 
from  those  who  chose  not  to 
participate. 

Current  age  at  the  time  of  the 
survey  was  organized  into  two 
ranges.  In  the  younger  range,  28 
women  were  less  than  or  equal  to 
40  years  of  age.  In  the  older 
range,  38  women  were  41  years 
of  age  or  older. 

Eighty  percent  of  the  women 
worked  full  time  (n  = 53),  12  per- 
cent of  the  women  worked  part- 
time  (less  than  35  hours  a week) 
(n  = 8),  and  8 percent  were  re- 
tired/emeritus (n  = 5).  The  pre- 
dominant work  setting  was  pri- 
vate practice  (n  = 49),  followed  by 
hospital  practice  (n  = 8),  academic 
practice  (n  = 4),  community  set- 
tings (n  = 3),  college  health 
service  (n  = l),  and  corporation 
practice  (n  = l). 

The  respondents  were  dis- 
tributed over  12  specialties,  with 
a preponderance  in  internal  medi- 
cine (n  = 12),  psychiatry  (n  = 10), 
pediatrics  (n  = 9),  and  family  prac- 


tice (n  = 8).  The  rest  were  dis- 
tributed as  follows:  6 women 
physicians  were  in  obstetrics/ 
gynecology,  5 women  physicians 
were  in  dermatology,  5 women 
physicians  were  in  radiology,  4 
women  physicians  were  in  sur- 
gery, 2 women  physicians  were  in 
anesthesiology,  2 women  physi- 
cians were  in  ophthalmalogy,  2 
women  physicians  were  in 
neurology,  and  1 woman  physi- 
cian was  in  pathology. 

Forty-six  of  66  respondents  or 
70  percent  of  women  physicians 
reported  exposure  to  gender  bias 
at  some  point  in  the  course  of 
their  careers.  There  was  no 
significant  relationship  between 
exposure  to  gender  bias  and 
specialty. 

Bias  incidents  were  grouped 
into  either  harassment  or  dis- 
crimination categories  in  keeping 
with  the  definitions  outlined  in 
the  methods  section  of  this 
article.  Exposure  to  bias  was 
analyzed  according  to  individual 
person  as  well  as  by  individual 
incident  (Table  1).  Younger  physi- 
cians reported  more  frequent  ex- 
posure to  harassment  than  dis- 
crimination in  contrast  to  older 
women  physicians  who  reported 
the  converse  (X2  = 10.576,  df=3, 
P=  .01).  When  analyzed  by  inci- 
dent rather  than  by  individual, 
the  age-related  pattern  was  up- 
held (X2  = 6.689,  df=  1,  P—  .01; 
Table  2). 

An  example  of  being  pro- 
fessionally but  not  sexually 
harassed  was  illustrated  by  a 
physician  who  described  a chart 
being  thrown  at  her  chest  by  a 
male  attending  during  rounds.  An 
example  of  being  improperly  ad- 
dressed was  provided  by  another 
physician  who  was  repeatedly  ad- 
dressed as  “Mrs.’  or  a childish 
“Mommy’  by  her  chairman. 
Overt  sexual  advances  and  rape 
also  were  reported.  For  example, 
one  respondent  reported  being 
embraced  by  a more  senior  mi  de 
colleague  following  a professional 
discussion  of  a case.  Another 
respondent  was  sexually  assaulted 
and  subsequently  raped  while  on 
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Table  1.  Gender-related  bias  versus  age  of  individual. 

Lifetime  Prevalence 

Age 

No. 

Exposure  Harassment 

Discrimination 

Both 

Sub- 

Total 

<40 

5 7 

5 

11 

28 

>40 

15  2 

10 

6 

33 

Total 

20  9 

15 

17 

61* 

P = 

.01 

*Note: 

Five  affirmers'  experiences 

unknown. 

Table  2.  Age  versus  bias , by  incident. 

Gender-Related  Bias 
Number  of  Incidents 


Current 

Age 

Harassment 

Discrimination 

Total 

<40 

33 

22 

55 

>40 

10 

22 

32 

Total 

43 

44 

87 

P = .01 


call.  This  respondent  also  was  told 
to  wear  a dress  in  the  operating 
room  so  her  legs  would  be  visible. 

Examples  of  discrimination  in- 
cluded the  perception  that  nurses 
assist  male  physicians  more  readi- 
ly than  female  physicians,  who 
are  made  to  feel  invisible  during 
meetings,  and  are  being  passed 
over  for  promotion.  The  daily  in- 
teractions with  the  nursing  staff 
were  particularly  demoralizing  for 
many  respondents.  To  quote,  “I 
feel  that  I have  to  bargain  for 
things  1 want  the  staff  to  do  . . . 
ask  rather  than  tell.  My  male  col- 
leagues seem  to  be  allowed  to  be 
more  demanding  and  authori- 
tarian.” 

Sources  of  gender-related  bias 
in  descending  order  of  reported 
frequency  by  individual  were 
male  attending  supervisors 
(n  = 20),  male  physician  peers 
(n  = 16),  patients  (n  = ll),  male 
housestaff  supervisors  (n  = 9), 
nurses  (n  = 4),  female  attending 
supervisors  (n  = 3),  medical  school 
dean  (n  = 1),  corporation  vice- 
president  (n  = l),  spouse  (n  = l), 
and  unspecified  (n=l). 

Coping  style  was  analyzed  ac- 
cording to  either  active  or  avoi- 
dant modes.  Active  strategies  in- 
cluded those  that  were  assertive 
in  nature  ranging  from  a polite 
correction  to  a formal  grievance 
complaint.  Examples  of  avoidant 
modes  were  ignoring  the  remark 
or  attempting  to  overcompensate 
professionally  in  response  to 
being  devalued.  In  both  of  these 
examples,  the  incident  of  gender 
bias  was  not  directly  brought  to 
the  attention  of  the  perpetrator  by 
the  recipient.  The  physicians 
were  evenly  divided  between  the 
active  style  (n  = 13)  and  avoidant 
style  (n  = 14).  Twelve  individuals 
employed  a mixture  of  styles  such 
as  confronting  sometimes  while 
avoiding  at  other  times,  somatiz- 
ing,  and  joking.  The  remaining  7 
individuals  did  not  indicate  how 
they  coped.  Eight  of  13  in  the 
active  group  were  over  age  40, 
whereas  10  of  14  in  the  avoidant 
group  were  40  or  younger 
(Figure). 


Each  reported  incident  (n  = 87) 
could  not  be  precisely  matched  to 
a particularly  coping  strategy. 
There  was  no  clearcut  pattern  be- 
tween the  type  of  bias  en- 
countered and  the  coping  style 
employed  by  individual  physi- 
cians. 

Finally,  advice  was  either  not 
offered  (n  = 16),  or  could  be  sub- 
divided into  those  advocating 
direct  confrontation  of  the  prob- 
lem (n  = 13),  versus  those  advocat- 
ing ignoring  the  particular 
adversity  and  focusing  rather  on 
medical  excellence  (n  = 14).  Eight 
of  the  13  physicians  in  the  active 
coping  group  offered  advice.  Of 
those,  6 advocated  confronting 
the  source  of  bias.  Nine  of  14 
physicians  in  the  avoidant  group 
offered  advice.  Of  these,  7 ad- 
vocated ignoring  the  bias.  When 
this  subsample  of  17  physicians 
with  differing  styles  of  offering 
advice  was  analyzed,  consistency 
between  what  respondents  did 
and  what  they  advised  others  to 
do  was  upheld  (X2  = 4.735,  df=  1, 
P—  .03). 


DISCUSSION 

Gender  bias  tends  to  be  in- 
vestigated more  frequently  in 
medical  schools  and  residency 
programs  than  among  physicians 
who  have  completed  training.16 18 
Reasons  for  the  emphasis  in 
literature  on  trainees  include  geo- 
graphic and  administrative  acces- 
sibility, enhanced  vulnerability  of 
trainees  due  to  lack  of  seniority, 
and  poorly  evolved  professional 
coping  mechanisms,  compared 
with  those  of  more  seasoned  col- 
leagues. 

The  finding  of  a 70  percent 
prevalence  of  self-reported  bias 
encountered  by  women  physi- 
cians currently  in  practice  dem- 
onstrates that  gender  bias  con- 
tinues after  training.  A higher 
prevalence  is  reported  here  than 
in  previous  studies,  including  34 
and  54  percent  votes  reported  by 
Grant  and  Lenhart,  respectively. 
However  these  authors  de- 
lineated shorter  time  intervals  in 
their  analyses.18 19 

A major  limitation  of  this  study 
is  the  inability  to  pinpoint  the  tim- 
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Nature  of  episode 

Figure.  The  nature  of  unfair  treatment.  Total  reported  episodes  is  87. 


ing  of  the  reported  bias  incident 
that  occurred;  it  would  have  been 
helpful  to  look  at  career  junctures 
very  specifically. 

A second  limitation  of  this 
study  is  the  33  percent  response 
rate.  Although  this  is  comparable 
to  similar  surveys,  there  was  an 
over-representation  of  women 
psychiatrists  in  this  distribution 
(15  percent)  compared  with  a re- 
cent statewide  sample  of  specialty 
choice  among  women  (11  per- 
cent). This  most  likely  reflects  the 
inclusion  of  the  New  Jersey  Psy- 
chiatric Association  as  a sample 
source.21  In  addition,  women 
psychiatrists  may  have  responded 
more  readily  to  a questionnaire 
that  was  cosponsored  by  the  New 
Jersey  Psychiatric  Association. 
The  distribution  of  specialties  in 
this  sample  was  otherwise  consis- 
tent with  reports  of  gender-in- 


fluenced specialty  distribution.22  23 

It  was  surprising  that  only  2 of 
87  complaints  involved  salary-'  dis- 
crimination, given  that  women 
physicians  earn  12  to  15  percent 
less  than  their  male  counterparts. 
Previous  studies  have  shown 
these  differences  to  be  related  to 
factors  such  as  personality,  work 
patterns,  and  practice  charac- 
teristics.24'2h  Also  noteworthy  was 
the  finding  of  only  2 anecdotes  of 
patient-based  discrimination  de- 
spite 11  individuals  listing  pa- 
tients as  a source  of  discrimina- 
tion. This  supports  the  idea  that 
physicians’  views  on  patient  bias 
needs  further  study.27 

The  risk  factors  for  becoming  a 
recipient  of  gender  abuse  in  the 
workplace  are  inconclusive.  The 
1987  U.S.  Merit  Systems  Study 
indicated  that  being  nonmarried, 
between  the  ages  of  20  and  44 


years,  having  a higher  education, 
and  working  in  a predominantly 
male  environment  made  it  more 
likely  for  a woman  to  experience 
gender  bias  in  the  workplace.28  In 
this  survey,  age-related  but  not 
specialty-related  differences  were 
noted  in  self-reported  exposure  to 
harassment  and  discrimination. 
Younger  women  more  likely  to 
report  harassment  and  older 
women  more  likely  to  report  dis- 
crimination. Age-related  differ- 
ences in  reported  bias  have  been 
noted  by  Dickstein  and  Bennett 
and  Nickerson.20  29  Dick- 
stein noted  89  percent  of  younger 
women  physicians  versus  72  per- 
cent of  older  physicians  reported 
gender  discrimination.  In  her 
study,  younger  women  physicians 
encountered  patient  and  nursing 
discrimination  more  frequently 
than  did  their  older  women  col- 
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leagues.  Bennett  and  Niekerson 
found  age  a factor  in  reports  of 
salary  discrimination  at  a medical 
school. 

Coping  styles  varied  and  in- 
dividuals’ advice  tended  to  match 
their  actions.  Failure  to  dem- 
onstrate a statistically  significant 
difference  between  the  younger 
physicians’  more  reticent  coping 
styles  versus  the  older  physicians’ 
more  assertive  style  can  be  ex- 
plained by  the  high  number  of 
variable  and  unknown  coping 
strategies  in  this  sample. 

SUMMARY 

This  study  demonstrated  a 70 
percent  prevalence  of  self-re- 
ported gender  bias  among  a sam- 
ple of  New  Jersey  women  physi- 
cians. These  findings  suggest  a 
need  to  survey  a larger  sample 
with  improved  methodology  to 
look  at  whether  gender  bias  is  an 
enduring  problem  in  the  woman 
physician’s  career  and  how  bias 
may  change  during  the  course  of 
the  career.  Future  studies  also 
should  look  at  what  settings  most 
frequently  are  associated  with 
bias,  individual  risk  factors,  ef- 
fects on  physicians  of  patient  and 
nonphysician  discrimination,  and 
the  effects  of  this  type  of  stress 
on  work  performance  and  mental 
health.  ■ 
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Child  and  adolescent 
psychiatric  emergencies: 
Referral  and  discharge  patterns 

Lonny  J.  Behar,  MD 
Diane  K.  Shrier,  MD 


Records  were  reviewed  for  358  children  and  adolescents 
treated  on  410  visits  to  a psychiatric  emergency  room  in 
Newark.  The  study  supports  the  need  for  more  specialized 
emergency  psychiatric  services.  Guidelines  for  the  allocation 
of  resources  for  children  need  to  be  developed. 


Attention  has  been  given 
to  the  problems  of  de- 
livering emergency  psy- 
chiatric services  to  adults 
and  young  adults  and  to  collecting 
empirical  data  on  characteristics 
of  these  patients.1"3  However,  few 
studies  have  been  published  on 
the  treatment  of  children  and 
adolescents  in  psychiatric  emer- 
gency settings.4"7  In  1967,  Matt- 
son was  the  first  to  present  data 
on  this  subject  and  20  years  later, 
Hillard  demonstrated  that  signifi- 
cant numbers  of  children  and 
adolescents  with  serious  psychi- 
atric problems,  such  as  suicidal 
behavior,  depression,  and  vio- 
lence present  in  emergency 
rooms  in  which  staff  are  more 
comfortable  dealing  with  adult 
psychiatric  problems.45 

Little  has  been  written  about 
the  disposition  of  youngsters 
following  emergency  psychiatric 
treatment.  Admissions  of  children 
and  adolescents  to  private  psy- 
chiatric hospitals  and  general 
hospitals  for  psychiatric  treatment 
increased  greatly  in  the  1970s  and 
1980s. s 1 However,  with  a tremen- 
dous increase  in  pressure  to 
shorten  inpatient  length  of  stay,10 
the  effect  on  aspects  of  outpatient 
care,  including  emergency  treat- 
ment, is  unknown.  During  recent 


years,  there  has  been  a slow  de- 
velopment of  alternative  pro- 
grams to  manage  children  and 
adolescents  in  crisis. 

The  present  study  reviews  the 
experience  of  a 24-hour  per  day, 
7-day  per  week  university  hos- 
pital psychiatric  emergency  room 
serving  predominantly  minority 
patients  in  a socioeconomically 
disadvantaged  city.  In  addition  to 
describing  the  clinical  and 
socioeconomic  characteristics  of 
this  population,  the  study  focuses 
on  the  important  issues  of  sources 
of  referral,  length  of  time  spent  in 
the  emergency  room,  and  disposi- 
tion in  order  to  improve  our  un- 
derstanding of  the  use  of  emer- 
gency psychiatric  services  by  chil- 
dren and  adolescents. 

METHOD 

The  daily  logs  of  the  psychiatric 
emergency  service  were  exam- 
ined by  two  child  and  adolescent 
psychiatrists  and  a psychiatric 
social  worker.  Information  on  all 
patients  under  the  age  of  18  years 
seen  between  January  1,  1988, 
and  December  31,  1989,  were  re- 
viewed. Log  entries  were  made 
by  the  nursing  staff.  All  patients 
were  seen  by  general  psychiatry 
residents  or  child  and  adolescent 
psychiatry  residents  under  the 


supervision  of  an  attending 
psychiatrist.  The  primary  diag- 
noses entered  into  the  log  were 
made  by  the  residents. 

The  following  data  on  the  pa- 
tients were  analyzed:  day  of  the 
week  and  shift  seen,  catchment 
area  of  residence,  age,  sex,  race, 
referral  sources,  primary  diag- 
nosis, past  psychiatric  history, 
amount  of  time  spent  in  the 
emergency  room,  and  disposition. 
When  information  was  missing 
from  the  logs,  the  actual  charts 
were  reviewed.  Information  on 
length  of  stay  in  the  psychiatric 
emergency  room  was  not  avail- 
able for  all  log  entries  or  charts, 
especially  when  patients  were 
transferred  between  clinical  ser- 
vices. Information  on  presenting 
problems  and  symptoms  were  not 
kept  in  the  logs.  This  information 
was  not  pursued  in  the  charts  be- 
cause of  Hillard’s  study  that  re- 
viewed this  subject.4  In  all,  410 
visits  were  studied.  To  analyze 
the  data,  Wilcoxon  scores,  t tests, 
and  chi-square  statistics  were 
used. 

RESULTS 

The  410  visits  to  the  emergen- 
cy room  were  made  by  358  chil- 
dren and  adolescents.  Multiple 
visits  made  by  one  patient  were 
analyzed  as  independent  visits  be- 
cause followup  appointments 
were  not  scheduled  in  the 
emergency  room  and,  thus,  each 
visit  represented  a separate  crisis. 
There  were  no  significant  dif- 
ferences in  the  distribution  of  pa- 
tient characteristics  when  only 
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Table  1.  Sources  of  referral  (n  = 410). 

Source 

Number 

Percentage 

Pediatric  emergency  rooms 

137 

33.4 

Family  members 

95 

23.2 

Child  protective  services 

53 

12.9 

Police 

37 

9.0 

Outpatient  mental  health  services 

37 

9.0 

Emergency  medical  services 

11 

2.7 

School  personnel 

9 

2.2 

Self-referral 

7 

1.7 

Friend 

4 

1.0 

Juvenile  detention  centers 

4 

1.0 

Other 

16 

3.9 

the  358  initial  visits  were 
analyzed.  Patient  ages  ranged 
from  3 to  17  years,  with  a mean 
of  14.0  ±2.7  years.  Only  8.3  per- 
cent of  the  patients  were  under 
10  years  of  age.  Of  the  patients, 
78.7  percent  were  African-Ameri- 
can, 15.9  percent  of  the  patients 
were  of  Hispanic  background, 
and  5.4  percent  were  white.  Of 
the  patients,  87.8  percent  had 
Medicaid  or  no  insurance.  Fe- 
males composed  56.8  percent  of 
the  patients  and  males  composed 
43.2  percent  of  the  patients.  The 
females  were  older,  with  a mean 
age  of  14.3  ±2.6  years  compared 
to  mean  age  of  13.6  ±2.9  years  of 
the  males  (t  = 2.49,  df=408,  PC 
.02).  Of  the  patients,  64.1  percent 
resided  in  the  local  catchment 
area,  24.2  percent  of  the  patients 
resided  in  other  parts  of  Newark, 
6.1  percent  of  the  patients  resided 
in  adjacent  localities,  and  5.6  per- 
cent of  the  patients  resided  in 
other  towns  or  cities.  The 
pediatrics  emergency  room  and 
the  nearby  affiliated  children  s 
hospital  emergency  room  were 
the  major  referral  sources 
(n=  137,  33.4  percent).  Nearly  all 
of  these  patients  were  suicide  at- 
tempted via  drug  ingestion. 
Other  referral  sources  included 
parents  or  family  members 
(n  = 95,  23.2  percent),  child 

protective  services  (n  = 53,  12.9 


percent),  the  police  (n  = 37,  9.0 
percent),  child  and  adolescent 
outpatient  services  (n  = 37,  9.0 
percent),  and,  to  a far  lesser  ex- 
tent, emergency  medical  services, 
school  officials,  self-referral, 
friends,  and  the  local  juvenile  de- 
tention center  (Table  1). 

The  primary  diagnoses  (DSM 
III-R)  given  at  the  time  of  each 
of  the  410  visits  were  as  follows 
(Table  2):  adjustment  disorders 
(n  = 158,  38.5  percent),  disruptive 
behavior  disorders,  including 
conduct  disorder,  oppositional 
defiant  disorder,  and  ADHD 
(n  = 86,  21.0  percent),  schizo- 

phrenia or  psychotic  disorders 
(n  = 48,  11.7  percent),  mood  dis- 
orders (n  = 34,  8.3  percent), 

substance  use  disorders  (n  = 23, 
5.6  percent),  and  mental  retarda- 
tion or  pervasive  developmental 
disorders  (n  = 15,  3.7  percent); 
48.3  percent  of  the  patients 
(n=198)  had  a past  psychiatric 
history. 

Information  on  disposition  was 
available  for  409  of  the  410  pa- 
tient visits  (Table  3).  In  41.2  per- 
cent of  the  visits  (n  = 169),  the 
patients  were  referred  for  outpa- 
tient services,  while  in  24.7  per- 
cent of  the  visits  (n  = 101),  the 
patients  were  hospitalized  on 
psychiatric  units.  In  19.3  percent 
of  the  visits,  the  patients  were 
hospitalized  on  a pediatric  unit 


for  one  to  two  days  of  observation 
after  a drug  ingestion,  which  did 
not  require  psychiatric  admission. 
These  youngsters  subsequently 
were  referred  for  outpatient 
psychiatric  care.  Child  protective 
services  were  notified  in  6.8  per- 
cent of  the  cases  (n  = 28)  and  3.2 
percent  of  the  patients  left  the 
emergency  room  against  medical 
advice  (n  = 13). 

The  majority  of  youngsters 
(n  = 213,  51.9  percent)  presented 
during  the  3 P M.  to  11  P M.  shift 
while  34.9  percent  of  the  patients 
(n  = 143)  presented  between  7 
A M.  and  3 P.M.  and  13.2  percent 
presented  from  11  P.M.  to  7 A M. 
Patients  presented  less  frequently 
on  Saturday  and  Sunday  than  on 
weekdays. 

For  the  340  cases  on  which 
there  was  information,  the  length 
of  stay  in  the  emergency  room 
ranged  from  15  minutes  to  35 
hours.  While  the  median  length 
of  stay  was  2.5  hours,  the  mean 
length  of  stay  was  5.4  ± 7.0  hours. 
Of  the  patients,  79  percent  were 
discharged  in  less  than  6 hours, 
and  88  percent  were  discharged 
in  less  than  16  hours.  However, 
there  was  an  outlier  group  of  40 
patients  who  required  16  to  35 
hours  for  evaluation,  treatment, 
and  appropriate  disposition. 
Twelve  patients  (3.5  percent)  re- 
quired an  emergency  room  stay  of 
over  24  hours. 

Of  these  340  patients,  the  248 
patients  who  were  not  hospital- 
ized spent  a mean  of  3.2  ±4.3 
hours  in  the  emergency  room, 
while  the  92  patients  from  this 
group  who  were  hospitalized 
stayed  for  11.4  ±9.0  hours.  Using 
the  Wilcoxon  score  (rank  sums) 
statistic,  this  difference  was 
significant  (Z  = 10.37,  PC. 001). 
There  was  no  relationship  be- 
tween age,  sex,  or  race  and  length 
of  time  in  the  emergency  room. 

CONCLUSION 

This  study  reviews  the  largest 
number  of  cases  (n  = 410)  of  pa- 
tients under  the  age  of  18  years 
seen  in  a general  hospital 
psychiatric  emergency  room.  It  is 
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Table  2.  Primary  diagnosis  (n  = 410). 

Diagnosis 

Number 

Percentage 

Adjustment  disorders 

158 

38.5 

Disruptive  behavior  disorders 

86 

21.0 

Schizophrenia  or  psychotic  disorders 

48 

11.7 

Mood  disorders 

34 

8.3 

Substance  use  disorders 

23 

5.6 

Mental  retardation/PDD 

15 

3.7 

“V”  codes 

14 

3.4 

Anxiety  disorders 

9 

2.2 

Personality  disorders 

7 

1.7 

Organic  mental  syndromes 

6 

1.5 

Other  diagnoses 

10 

2.4 

Table  3.  Disposition  (n  = 409). 

Number 

Percentage 

Outpatient  psychiatric  services 

169 

41.3 

Psychiatric  hospitalization 

101 

24.7 

Pediatric  hospitalization 

79 

19.3 

Child  protective  services 

28 

6.8 

Left  AMA 

13 

3.2 

No  followup  noted 

7 

1.7 

Juvenile  detention  center 

7 

1.7 

Other 

5 

1.2 

the  only  such  review  since  Matt- 
son to  include  child  and  adoles- 
cent emergencies.6  Some  similar 
and  some  dissimilar  findings  were 
yielded  when  compared  to  the 
previous  major  studies.4"6  This 
population,  reflecting  the  general 
demographics  of  the  area,  was 
composed  nearly  exclusively  of 
African-American  and  Hispanic 
youth  (94.6  percent  of  the  total 
patients)  who  receive  a significant 
portion  of  public  psychiatric 
services  in  urban  areas. 

Diagnostically,  the  Newark 
group  was  similar  to  results  re- 
ported in  previous  studies.  Many 
youngsters  received  the  primary 
diagnosis  of  adjustment  disorder 
(38.8  percent)  or  conduct  dis- 
order/oppositional defiant  dis- 
order (21.1  percent)  that  may 
reflect  a lack  of  diagnostic  pre- 
cision on  the  part  of  the  emergen- 
cy room  staff.  Only  5.7  percent  of 
the  patients  had  a primary 
diagnosis  of  a substance  use  dis- 
order, which  does  not  reflect  the 
significance  of  the  problems  of 
substance  abuse  in  this  child  and 
adolescent  population.11 

This  study  identified  a greater 
variety  of  referral  sources,  i.e. 
pediatrics  emergency  room,  fami- 
ly, child  protective  services, 
police,  other  outpatient  services, 
and  school,  and  far  fewer  self- 
referrals than  previous  studies. 
The  emergency  room  was  the 
portal  of  entry  into  the  mental 
health  system  for  51.7  percent  of 
the  patients  who  had  no  previous 
psychiatric  history.  The  higher 
utilization  of  the  emergency  room 
by  females  (56.8  percent)  may 
reflect  the  theory  that  adolescent 
females  express  their  psychologi- 
cal difficulties  with  internalizing 
behaviors  such  as  suicide  at- 
tempts, and  families  are  more 
likely  to  respond  by  bringing 
them  to  psychiatric  attention.  As 
a group,  adolescent  males’  ex- 
pression of  inner  turmoil  with  act- 
ing out  behavior  more  frequently 
leads  them  to  the  juvenile  justice 
system. 

The  mean  length  of  stay  of 
5.4  ±7.0  hours  was  longer  than 


that  reported  by  Hillard.6  Of  the 
patients,  12  percent  stayed  over 
16  hours.  What  caused  difficulties 
in  treatment  for  this  group  of  pa- 
tients? Disposition  was  the  sig- 
nificant predictor  of  length  of 
stay,  with  those  being  hospital- 
ized on  a psychiatric  unit  staying 
8 hours  longer  (11.4  versus  3.2 
hours).  This  was  not  due  chiefly 
to  clinical  concerns,  because  the 
length  of  time  for  a psychiatric 
evaluation  including  interviewing 
patient  and  parent(s)  or  guardian 
usually  is  predictable.  The  time  it 
took  for  a psychiatric  resident  to 
receive  supervision  was  not  a 
problem  nor  was  the  waiting  time 
for  an  evaluation.  It  may  be 
necessary  to  delay  making  a de- 
cision regarding  disposition  in 
order  to  observe  a patient  over  an 


extended  period,  and  although 
these  data  were  not  available,  it 
is  the  authors  belief  that  this  oc- 
curred in  a small  number  of  cases. 
The  major  reason  for  the  longer 
length  of  stay  in  the  emergency 
room  was  the  scarcity  of  child  and 
adolescent  psychiatric  beds  and 
the  difficulties  in  locating  and  ar- 
ranging a transfer  to  other  facili- 
ties with  available  beds.  The 
emergency  room’s  own  hospital 
did  not  have  a child  and  adoles- 
cent inpatient  unit  and  was  part 
of  a system  that  attempted  to  co- 
ordinate patient  transfer  to  re- 
gional short-term  child  and 
adolescent  psychiatric  units  in  the 
state.  If  a bed  was  not  available 
in  the  primary  hospital  or  backup 
hospital,  extended  or  even  over- 
night stays  were  necessary  . 
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DISCUSSION 

A psychiatric  emergency  room 
in  an  urban  setting  must  be 
prepared  to  treat  significant 
numbers  of  youth  in  crisis.  The 
staff  must  often  work  closely  with 
families,  as  well  as  with  pediatric 
emergency  services,  child  protec- 
tive agencies,  and  other  referral 
sources  and  community  agencies. 
Extensive  time  and  resources  are 
required  to  treat  children  and 
adolescents  in  crisis  properly  and 
to  establish  strong  linkages  with 
inpatient  resources. 

Alternate  models  of  providing 
crisis  sendees  to  this  population 
that  divert  patients  from  the 
emergency  room  should  be  con- 
sidered. Such  models  include 
mobile  crisis  programs,  extended 
in-home  treatment  teams,  and 
respite  settings.12'14  The  data  col- 
lected in  this  study  were  used  to 
assist  in  setting  priorities  for  a 
new  mobile  crisis  program  for 
children  and  adolescents  based  in 
a community  mental  health  cen- 
ter.15 In  addition,  a New  Jersey 
law  overseeing  the  screening  and 
commitment  of  minors  to  psychi- 
atric inpatient  units  is  being  writ- 
ten, with  increased  emphasis  on 
providing  outpatient  crisis  ser- 
vices as  an  alternative  to  inpatient 
admission  when  possible.16 

Even  with  the  development  of 
outpatient  crisis  services,  there 
will  be  children  and  adolescents 
who  will  require  hospitalization. 
Allocation  of  resources  has  been 
controversial  and  the  American 
Academy  of  Child  and  Adolescent 
Psychiatry  has  developed  guide- 
lines to  establish  more  uniform 
admission  criteria.17  ■ 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 


1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 

FOR  OVER  TWENTY-FIVE  YEARS 


INTERNATIONAL  UNDERWRITERS  AGENCY 


3 EXECUTIVE  BLVD. 


YONKERS,  NY  10701 


f 
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Radiology/pathology  conference 
at  Robert  Wood  Johnson 

Medical  School  Lorna  Sohn,  MD 

Christopher  Gribbin,  V1D 
Nicholas  Rizzo,  MD 
John  L.  Nosher,  MD 


The  authors  review  the  findings  fora  15-month-old  female  after 
a left  thoracotomy  was  performed.  Radiographs  demonstrated 
a large  mass  involving  the  majority  of  the  left  hemithorax. 
Pathologic  findings  yielded  a well-encapsulated,  red  and  white, 
soft  tissue  mass. 


A 15-month-old  female 
with  a history  of  prema- 
ture birth  at  32  weeks 
presented  with  a cough 
of  three  weeks  duration.  Anti- 
biotics were  prescribed  without 
relief  of  symptoms.  Two  days 
prior  to  admission,  the  patient  de- 
veloped a fever  to  102°F  and  in- 
creasing cough.  Physical  examina- 
tion revealed  an  alert,  afebrile  in- 
fant with  auscultatory  findings  of 
increased  vocal  fremitus  an- 
teriorly over  the  left  lung  and 
decreased  breath  sounds  through- 
out the  left  lung.  Normal  breath 
sounds  were  present  in  the  right 
lung.  Heart  sounds  were  promi- 
nently audible  in  the  right 
hemithorax.  Laboratory  evalua- 
tion was  significant  for  an 
elevated  white  blood  cell  count 
with  a shift  to  the  left.  Diagnostic 
evaluation  included  posteroan- 
terior  and  lateral  radiography  of 
the  chest  and  a chest  computed 
tomography  (CT)  scan.  On  the 
basis  of  these  examinations,  a left 
thoracotomy  was  performed. 

RADIOLOGIC  FINDINGS 

Radiographs  of  the  chest  in  PA 
and  lateral  projections  (Figure  l) 
demonstrated  a large  mass  involv- 
ing the  majority  of  the  left 
hemithorax  and  displacing  the 
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heart  and  mediastinum  into  the 
right  thorax.  Within  the  mass  was 
a curvilinear  calcification.  A CT 
scan  of  the  thorax  (Figure  2) 
performed  at  5 mm  increments 
following 'the  administration  of  in- 
travenous and  oral  contrast  re- 
vealed a 7x6x16  cm,  multi- 
cystic,  soft  tissue  mass.  This  mass 
was  composed  of  fat  and  calcific 
densities.  It  occupied  the  left 
hemithorax  from  the  thoracic  inlet 
to  the  inferior  aspect  of  the  heart 
with  compressive  atelectasis  of 


the  left  upper  lobe.  The  heart  and 
mediastinum  were  displaced  into 
the  right  hemithorax. 

PATHOLOGIC  FINDINGS 

Surgical  resection  yielded  a 
well-encapsulated,  red  and  white, 
soft  tissue  mass  measuring  11x9 
x6  cm.  On  cut  section,  the  mass 
was  comprised  of  numerous 
mucoid  cysts,  several  foci  of 
hemorrhage,  and  solid  areas 
(Figure  3).  Microscopic  examina- 
tion demonstrated  the  mass  to  be 
a cystic  teratoma  with  the  majori- 
ty of  its  components  being  of  the 
mature  type  and  arising  from  all 
three  germ  layers.  From  the  ec- 
toderm, abundant  brain  and  skin 
were  evident  (Figure  4).  From  the 
mesoderm,  immature  glomeruli 
and  renal  tubules  (Figure  5), 


Figure  1.  PA  radiograph  of  the  chest  demonstrating  a left  mediastinal  mass 
occupying  most  of  the  left  hemithorax  and  displacing  the  heart  to  the  right. 
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Figure  2.  CT  scan  of  the  chest  following  oral  and  intravenous  contrast, 
a)  Cephalad  section  at  the  level  of  the  carina  shows  a large  mixed  attenuation 
mass  with  fat  (F)  and  calcification  (arrow)  occupying  almost  the  entire  left 
hemithorax.  b)  A more  eaudad  section  shows  displacement  of  the  heart  into 
the  right  hemithorax  by  a mass  with  fat  (F)  and  calcific  (arrow)  densities. 


Figure  3.  Cut  section  of  thoracic  teratoma  shows  numerous  mucoid  cysts  and 
solid  areas  admixed  with  focal  hemorrhage.  Although  the  perimeter  of  the 
mass  has  irregular  contours,  nevertheless,  it  is  well  encapsulated. 


skeletal  muscle,  and  cartilage 
(Figure  6)  were  seen.  From  the 
endoderm,  colonic  epithelium  ! 
(Figure  7),  gastric  mucosa, 
respiratory  epithelium,  and 
thymus  were  present.  An  oc- 
casional focus  of  metanephric 
blastema  also  was  present.  These 
pathologic  findings  were  diag- 
nostic of  benign  teratoma. 

DISCUSSION 

The  anterior  mediastinum  is 
the  most  common  site  of  ex- 
tragonadal  germ  cell  tumors,  and 
teratoma  is  the  most  frequently 
encountered  of  these  tumors. 
While  5 to  10  percent  of  germ  cell 
tumors  are  extragonadal,  the 
mediastinum  accounts  for  50  to 
70  percent  of  these  tumors.1 
Teratomas  exhibit  tissue  from 
each  of  the  primitive  germ  cell 
layers  — ectoderm,  mesoderm, 
and  endoderm. 

Mediastinal  teratomas  typically 
occur  in  young  adults  in  the 
second  to  fourth  decades  and  ex- 
hibit an  equal  sex  distribution.2 
While  50  percent  or  more  of  pa- 
tients are  asymptomatic,  symp- 
toms may  arise  from  tumor  en- 
croachment on  adjacent  mediasti- 
nal structures.3  The  most  com- 
mon symptoms  are  chest  pain; 
cough,  dyspnea,  and  hemoptysis 
from  airway  encroachment; 
weight  loss;  and,  rarely,  superior 
vena  cava  syndrome  from  venous 
compression.2  If  a teratoma 
erodes  into  the  tracheobronchial 
tree,  expectoration  of  hair  (tricho- 
phytosis) or  sebaceous  material 
may  occur  and  provide  a clue  to 
the  diagnosis.  Overall,  50  to  75 
percent  of  mediastinal  teratomas 
are  benign.4  Symptomatology  is 
encountered  more  frequently  in 
malignant  than  benign  tumors.2 

Radiologic  imaging  contributes 
to  the  diagnosis  of  intrathoracic 
teratomas.  On  plain  chest  radiog- 
raphy, teratomas  present  as  well- 
circumscribed,  anterior  medias- 
tinal masses.  Unfortunately  su- 
perimposition of  these  tumors 
over  the  heart  and  great  vessels 
may  lead  to  a delay  in  recognition. 
Calcification  is  present  in  20  to  80 
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percent  of  teratomas  and  bone  or 
teeth  are  radiographically  visible 
in  25  percent.5  CT  most  frequent- 
ly demonstrates  a thick- walled 
cystic  mass.  When  calcium  and  fat 
accompany  water  density,  the 
diagnosis  of  teratoma  can  be 
made  with  a high  degree  of  cer- 
tainty.6 Teratomas  that  are 
homogenously  solid  are  indis- 
tinguishable from  other  anterior 
mediastinal  masses  including 
thymoma,  intrathoracic  thyroid, 
lymphoma,  or  Hodgkin’s  disease, 
and  other  germ  cell  tumors  such 
as  seminoma. 

Histologically,  teratomas  con- 
taining well-differentiated  tissue 
components  are  categorized  as 
mature.  These  tumors  grossly  ap- 
pear cystic,  cystic  and  solid,  or 
solid.  Immature  teratomas  con- 
tain less  differentiated  and  more 
primative  tissue  mixed  with 
mature  elements.  In  infants,  im- 
mature teratomas  behave  similar- 
ly to  mature  teratomas,  but  in  the 
older  age  groups,  immature 
teratomas  behave  as  aggressively 
malignant  teratomas.  Malignant 
teratomas  are  found  most  fre- 
quently in  adults  and  exhibit 
carcinomatous  or  sarcomatous 
elements. 

Treatment  of  benign  medias- 
tinal teratomas  is  complete 
surgical  resection  and  is  curative 
in  nearly  all  patients.  Though  his- 
tologically benign,  teratomas  may 
be  adherent  to  the  pericardium  or 
great  vessels,  increasing  the  dif- 
ficulty of  surgical  resection. 
Following  surgical  resection,  the 
prognosis  of  benign  mediastinal 
teratoma  is  excellent.  ■ 
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Figure  4.  Photomicrograph  of  mature  brain  tissue  with  normal  neuronal  and 
glial  elements  found  as  a component  of  the  thoracic  teratoma. 


Figure  6.  This  focus  of  the  mature  teratoma  shows  several  fragments  of 
cartilage  as  well  as  other  foci  adipose  tissue.  One  corner  of  the  photomicro- 
graph demonstrates  additional  foci  of  immature  glomeruli  and  tubules. 
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Figure  7.  All  glands  in  this  photomicrograph  contain  an  abundant  goblet  cell 
component  and  are  surrounded  by  numerous  lymphocytes  and  plasma  cells. 
These  glands  are  typical  of  normal  colon  mucosa. 
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Superior  vena  cava  syndrome  usually  results  from  extraluminal 
compression  by  tumor  or  intraluminal  thrombosis  due  to  an 
indwelling  catheter.  Percutaneous  interventional  techniques 
and  thrombolysis  allow  for  immediate  relief  of  symptoms  with 
low  recurrence  rates. 


Since  the  initial  description 
of  the  superior  vena  cava 
syndrome  (SVCS)  by  Wil- 
liam Hunter  in  1757,  the 
pathogenesis  has  shifted  from 
primarily  benign  infectious  to 
predominantly  malignant  causes.1 
Many  modifications  have  been 
made  in  the  management  of  the 
medical  emergency  as  it  has  be- 
come apparent  that  most  cases  of 
SVCS  are  not  acute  and  fulminat- 
ing but  are  subacute  or  chronic  in 
presentation.  This  report  of  a case 
of  acute  SVCS  serves  to  review 
current  management  emphasizing 
the  utilization  of  intraluminal 
stents  and  local  thrombolysis  and 
to  focus  on  the  causal  role  of  cen- 
tral venous  catheter  placement 
and  the  pathophysiology  of  the 
syndrome. 

CASE  REPORT 

A 50-year-old,  Polish-speaking 
male  was  admitted  with  a one- 
week  history  of  cough  and  recur- 
rent hematemesis.  He  gave  a his- 
tory of  a similar  episode  one  year 
prior  to  admission  and  a 30-pack 
per  year  history  of  smoking  along 
with  the  consumption  of  a pint  of 
vodka  daily.  Physical  examination 
revealed  a well-developed,  well- 
nourished,  pale  and  lethargic 
male,  who  was  afebrile,  tachy- 


cardic,  and  hypotensive.  Rales 
were  heard  on  auscultation  at  the 
right  lung  base,  and  abdominal 
tenderness  was  apparent  on  deep 
palpation  of  the  epigastrium  and 
right  hypoehondrium.  The  stool 
was  strongly  guaiac  positive.  The 
Hb  was  4.7  gm/dl  and  WBC  was 
20,700/ml.  An  arterial  blood  sam- 
ple showed  pH  of  7.44,  PC02  of 
27  mmHg,  P02  of  78  mmHg,  and 
S02  of  95%  while  breathing  room 
air. 

The  chest  x-ray  showed  a right 
basalar  infiltrate  and  right  hilar 
and  mediastinal  masses.  Upper 
gastrointestinal  (GI)  endoscopy 
on  admission  showed  nonbleed- 
ing esophageal  varices,  erosive 
gastritis,  and  a gastric  ulcer.  On 
the  night  of  admission,  a com- 
puted tomography  (CT)  scan  of 
the  chest  and  a fiberoptic 
bronchoscopy  demonstrated  near 
occlusion  of  the  right  main  stem 
bronchus  by  a lesion  subsequent- 
ly shown  by  cytology  to  be  a small 
cell  carcinoma  of  the  lung. 

Treatment  was  initiated  with 
fluid  resuscitation,  H,-blockade, 
vasopressin,  and  blood  trans- 
fusion. A pulmonary  artery 
catheter  was  inserted  via  the  right 
internal  jugular  vein  to  facilitate 
hemodynamic  monitoring.  By  the 
following  morning,  the  patient 


was  noted  to  have  massive  edema 
of  his  head  and  both  upper  limbs 
with  plethora  of  the  upper  torso. 
He  became  obtunded  and  was  in- 
tubated because  he  developed 
respiratory  distress.  A superior 
vena  cava  seintogram  (radio- 
nuclide angiography)  showed 
total  SVC  occlusion  (Figure  1) 
subsequently  shown  by  routine 
contrast  venography  to  be  caused 
by  thrombus  formation  in  a 
stenotic  vessel.  Initially,  thrombo- 
lysis was  achieved  using  a 
localized  pulse  spray  of  urokinase, 
250,000  units  over  15  minutes, 
followed  by  placement  of  a rigid 
balloon-expandable  Palmaz  stain- 
less steel  intraluminal  stent  ex- 
panded to  15  mm  (Figure  2). 
Within  24  hours  of  the  procedure, 
the  patient  was  extubated  and 
there  was  complete  resolution  of 
upper  body  edema,  plethora,  and 
altered  mental  status  while  a re- 
peat SVC  seintogram  revealed  re- 
solution of  the  obstruction  (Fig- 
ure 3).  Subsequent  to  chemo- 
therapy for  widespread  metastatic 
disease,  the  patient  developed 
pancytopenia  and  septicemia  but 
no  recurrence  of  SVCS  during  the 
two  weeks  prior  to  his  death. 

DISCUSSION 

Pathogenesis.  In  the  pre-anti- 
biotic era,  syphilitic  aortic  aneu- 
rysms, tuberculosis,  and  medias- 
tinal fibrosis  were  the  most  com- 
mon causes  of  SVCS.  In  recent 
series,  malignancies,  especially 
bronchogenic  carcinoma  and  lym- 
phoma, have  been  the  most  com- 
mon causes  of  SVCS.1  Benign 
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Figure  1.  Dynamic  scintographic  study  utilizing  technetium  pertechnetate 
showing  high-grade  obstruction  of  the  superior  vena  cava  as  indicated  by 
discontinuity  of  tracer.  There  is  no  evidence  of  collateral  circulation. 


Figure  2.  Chest  x-ray  showing  wire  mesh  stent  in  place  through  which  a 
pulmonary  artery  catheter  is  seen. 


etiologies  persist  with  the  most 
common  being  mediastinal  gran- 
ulomatous disease  especially  his- 
toplasmosis and  a variety  of 
benign  tumors  such  as  retro- 
sternal goiter  that  cause  com- 
pression.2 

A host  of  new  causes  is  emerg- 
ing in  the  modern  era  of  invasive 
technology  secondary  to  insertion 


of  pacemaker  wires,  and  central 
venous  and  pulmonary  artery 
catheters.3  The  patient  presented 
in  this  report  developed  thrombus 
around  the  pulmonary  artery 
catheter  in  a subclavian  vein 
whose  lumen  already  was  com- 
promised by  tumor.  A prospective 
study  reported  venographic  or 
autopsy  evidence  of  internal 


jugular  vein  thrombosis  in  66  per-  j P1 
cent  of  33  consecutive  patients  | c( 
with  an  increased  incidence  in  pa- 
tients with  pre-existing  impaired 
circulatory  function.4  In  another 
recent  postmortum  histopatho- 
logic study  of  72  consecutive 
autopsy  cases  of  patients  with 
longstanding  (mean:  63.7  days) 
central  venous  catheterization, 
evidence  of  mural  thrombosis  was 
detected  in  38  percent  of  the 
catheterized  veins  but  in  only  1 
contralateral  vein  (that  also  had  a 
central  vein  catheter  within  two 
months  of  death).5  Moreover, 
catheter-related  sepsis  occurred 
only  in  patients  with  underlying 
thrombosis. 

Pathophysiology.  SVC  is  the 
primary  drainage  conduit  for  the 
head,  neck,  and  upper  extremities 
complemented  by  the  azygos 
system  for  the  torso,  which  drains 
into  it  at  the  level  of  the  right 
main  stem  bronchus.6  This  thin- 
walled  vascular  structure  with 
low  intraluminal  pressure  is 
predisposed  to  obstruction  and 
thrombus  formation.  It  is  locked 
into  a nondistensible  compart- 
ment composed  of  right  anterior 
and  superior  mediastinum  with 
much  of  the  caudad  SVC  within 
the  pericardial  sac  producing  a 
point  of  relative  fixation  at  the 
pericardial  reflection.  Mecha- 
nisms of  obstruction  include 
primary  thrombosis  related  to  the 
universally  present  fibrin  or 
thrombin  sheath  on  all  indwelling 
intravascular  catheters  or  secon- 
dary thrombosis  related  to 
fibrosis,  compression,  or  invasion 
of  the  vessel.  With  chronic 
progressive  obstruction,  there  are 
various  routes  for  collateral 
circulation  including  intercostal, 
internal  mammary,  vertebral, 
azygos,  and  lateral  thoracic 
pathways  with  their  variable  in- 
terconnections, regardless  of 
whether  the  obstruction  is  above, 
below,  or  involving  the  opening  of 
the  azygos  into  the  SVC.7 
However,  site,  completeness,  and 
duration  of  the  obstruction  (in- 
dependent of  the  actual  size  of 
any  mass  lesion)  does  not  affect 
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Figure  3.  Repeat  dynamic  radionuclide  superior  vena  eavagram  showing 
restoration  of  the  continuity  of  luminal  tracer  column  in  the  superior  vena 
cava  with  free  flow  of  contrast  into  the  right  atrium  following  stent  placement. 


predominance  and  extent  of  the 
collaterals.7 

CLINICAL  FEATURES  AND 
DIAGNOSIS 

Presentation  of  SVCS  can  be 
acute,  subacute,  or  occult.  SVCS 
caused  by  obstruction  of  blood 
flow  results  in  a constellation  of 
signs  including  venous  dilation 
and  edema  of  the  face,  arms,  and 
upper  torso  and  symptoms  of  in- 
creased intracranial  pressure 
caused  by  obstruction  of  blood 
How  through  the  SVC.  Diagnostic 
criteria  are  well  described  for 
routine  chest  x-ray,  angiography, 
and  for  other  techniques  includ- 
ing magnetic  resonance  (MR), 
Doppler,  echocardiography,  and 
digital  subtraction  angiography.6 
Demonstration  of  obstruction  and 
collateral  flow  using  dynamic  ra- 
dionuclide angiocardiography  also 
can  be  readily  achieved  and  oc- 
cult obstruction  detected.7  Com- 
pression of  SVC  noted  on  CT  scan 
also  may  occur  without  clinical 
manifestation  and  was  reported  in 
11  of  210  CT  studies.8 

SVCS  was  long  considered  a 
medical  emergency  warranting 
immediate  radiotherapy  or  che- 
motherapy without  a tissue 
diagnosis.  Diagnostic  efforts  were 
considered  unwarranted  and  dan- 
gerous presumably  anticipating 
worsening  of  complications  espe- 
cially neurological  as  a conse- 
quence of  the  “wet-brain”  syn- 
drome.9 However,  in  subacute  oc- 
clusion no  such  events  are  ob- 
served, presumably  due  to  the  de- 
velopment of  collateral  blood 
flow.29  Moreover,  at  the  present 
time  because  of  the  development 
of  increasingly  effective  modes  of 
therapy,  it  is  advantageous  to 
have  a definitive  diagnosis  and  its 
specific  cause  prior  to  commenc- 
ing treatment.  In  acute  episodes, 
hemodynamic  consequences  do 
occur  such  as  the  encephalopathy 
in  the  case  presented,  and  urgent 
decompression  is  required. 

TREATMENT 

Since  malignancy,  led  by 
bronchogenic  carcinoma,  has  be- 


come the  primary  cause  of  SVCS, 
an  improved  prognosis  now  is 
possible  because  of  the  avail- 
ability of  effective  oncologic 
management,  surgery,  thrombo- 
lysis, balloon  angioplasty,  and 
placement  of  intravascular  stents. 
Radiation  treatment  provides 
palliation  of  symptoms  in  three  to 
seven  days  in  bronchogenic 
carcinoma.  Lymphoma  patients 
also  show  a quick  response  to 
radiation,  but  have  a better  two- 
year  survival  and  a lower  in- 
cidence of  recurrence.1  Both 
small  cell  and  non-small  cell  lung 
carcinoma  also  can  be  managed 
initially  with  chemotherapy  but, 
as  with  radiation,  the  relapse  rate 
is  high.  Lymphoma  has  a high 
initial  response  rate  with  che- 
motherapy alone6  or  in  combina- 
tion with  radiation.1 

Bypass  surgery  has  been  uti- 
lized in  the  management  of  SVCS 
in  patients  with  both  benign 
progressive  and  acute  forms  of 
SVCS.  The  various  materials  used 
for  bypass  grafts  include  auto- 
genous, homologous,  and  heterol- 
ogous venous  and  Dacron®  or 
composite  prosthetic  grafts. 


Thrombolysis  has  been  shown 
to  be  an  effective  form  of  treat- 
ment for  SVCS  due  to  primary  or 
secondary  SVC  thrombosis,  asso- 
ciated with  pacemaker  wires  and 
central  venous  or  pulmonary  ar- 
tery catheters.1"  However,  throm- 
bolysis rapidly  loses  its  efficacy 
when  used  in  patients  with  a 
duration  of  symptoms  exceeding 
five  days.10  Balloon  angioplasty 
has  been  successfully  used  in 
such  patients  or  those  with 
malignancy  as  well  as  in  combina- 
tion with  thrombolytic  therapy  for 
stricture  and  thrombosis.11  12  Nei- 
ther procedure  requires  anesthe- 
sia, but  may  be  performed  on  out- 
patients and  can  be  repeated 
numerous  times.  Furthermore, 
balloon  angioplasty  may  be 
performed  with  and  without 
stenting.  Gianturco  self-expand- 
able stents11  and  Palmaz  balloon- 
expandable  intraluminal  stents" 
are  recent  developments  in  the 
management  ol  SVCS. 

Intraluminal  stenting  can  pro- 
vide sufficient  force  to  reopen 
vessel  lumens  obstructed  by 
tumor  and/or  thrombotic  oc- 
clusion. The  expandable  metallic 
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Gianturco  stent  is  constructed  of 
stainless  steel  wire  bent  in  a zig- 
zag pattern  to  form  a cylinder. 
The  stent  is  compressed  and  in- 
troduced through  a catheter. 
When  the  stent  is  released  from 
the  catheter  it  expands  to  its  ori- 
ginal diameter.  The  expansion 
force  varies  with  the  caliber  of  the 
wire,  the  diameter  and  length  of 
the  stent,  and  the  number  and 
angles  of  the  bends.13  The  Palmaz 
balloon-expandable  intraluminal 
stainless  steel  stent  is  mounted 
coaxially  on  a balloon  catheter 
and  introduced  over  a guidewire 
to  the  target  site,  the  sheath  is 
withdrawn,  and  the  stent  is  ex- 
panded into  position  by  the 
angioplasty  balloon  of  desired 
size.  The  balloon  is  deflated  and 
withdrawn  and  the  stent  remains 
in  place.  Palliation  of  tight  stric- 
tures with  intravascular  stents 
may  require  initial  balloon  dilata- 
tion or,  il  thrombosis  is  present, 
local  thrombolytic  therapy  may  be 
given  before  placement  of  the 
stent.  Anticoagulation  therapy  is 
unnecessary.  Stents  are  effective 
initially  or  for  cases  recurring 
after  primary  chemotherapy  and/ 
or  radiation  therapy.  They  pro- 
vide immediate  relief,  as  does 
angioplasty  and  thrombolysis,  in 
contrast  to  the  days  needed  for 
relief  after  radiation  or  chemo- 
therapy. Within  weeks  of  place- 
ment, stents  are  incorporated  into 
the  vascular  wall  and  are  covered 
with  endothelium.  In  a recent  re- 


port of  31  patients  with  malignant 
obstruction  treated  with  stents,  68 
percent  of  patients  had  complete 
resolution  of  symptoms  while  18 
percent  of  patients  had  partial 
response,  and  14  percent  of  pa- 
tients had  reocclusion.  The  me- 
dian survival  time  was  three 
months.  Complications  reported 
included  stent  migration,  mis- 
placement, and  occlusion.14  H 
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Extended  Acute  Care  Leadership 
is  our  Continuing  Commitment. 


Leadership. 

It  implies  being  the  best;  it 
requires  vision,  credibility  and 
innovation. 

In  the  Delaware  Valley, 
one  hospital,  the  Continuing  Care 
Hospital  of  Philadelphia  (CCH), 
has  taken  the  lead  in  providing 
high-quality  medical  care  for 
patients  with  a need  for  a longer- 
than-usual  hospital  stay. 

Through  its  commitment 
to  "high-touch,  low-tech"  patient 
care,  provisions  are  made  for  the 
patients’  every  need.  As  a result, 
CCH  enables  its  patients  to 
achieve  an  optimal  outcome. 

The  CCH  approach  to 
patient  care  also  respects  and 
accomodates  the  quality  of  the 
relationship  that  exists  between 


the  patient  and  the  referring  physi- 
cian. In  fact.  CCH  invites  referring 
physicians  to  apply  for  privileges  at 
the  Hospital  and  to  join  with  the 
CCH  staff  in  managing  the 
patient’s  medical  care  throughout 
the  length  of  stay. 

The  Continuing  Care 
Hospital  is  also  committed  to 
maintaining  a staff  that  includes 
the  region’s  most  respected  acute 
care  providers  and  physicians  who 
are  board-certified  in  geriatric  med- 
icine. CCH  is  accredited  by  the 
Joint  Commission  on 
Accreditation  of  Health  Care 
Organizations  (JCAHO)  and  is 
licensed  by  the  Pennsylvania 
Department  of  Health. 

Given  its  strong  leadership 
in  extended  acute  care,  CCH 


attracts  patients  from  throughout 
the  eight-county  area,  including 
Bucks,  Chester,  Delaware, 
Montgomery  and  Philadelphia 
counties  in  southeastern 
Pennsylvania;  and  Gloucester, 
Burlington,  and  Camden  counties 
in  southern  New  Jersey. 

When  the  patient’s  need  is 
for  extended  acute  care,  call  the 
Continuing  Care  Hospital  of 
Philadelphia  at  (215)  787-2399. 
We'll  be  pleased  to  send  you  a 
copy  of  our  brochure  or  arrange  a 
tour  of  our  facility. 

CONTINUING® 
CARE 
HOSPITAL 

OF  PHILADELPHIA 

A New  Tradition  of  Service. 

An  Unmatched  Standard  of  Care. 
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Personalized  Legal  Services  for  Physicians: 

► Corporate  and  Commercial  Matters 

► Employment  Issues 

► Fraud  & Abuse  Audits  and  Defense 

► Managed  Care  Initiatives 

► Medical  Board  Proceedings 

► Reimbursement  Disputes 

A Physician's  Legal  Needs  Receive  Our 
Specialized  Care 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician  Hospital  Organizations 


/Integrated  Health  Delivery  Systems 
1044  Route  22  West,  Mountainside,  New  Jersey  07092 
908/789-7977  908/789-9699  Fax 


Medical  history: 

The  story  of 
Florence  DeHart,  MD 

Geraldine  Hutner,  \1A 


It  is  through  the  study  of  women  physicians  like  Florence 
DeHart  that  we  understand  the  history  of  women  in  medicine. 
Dr.  DeHart  walked  through  the  doors  of  medicine  opened  by 
the  Blackwell  sisters  and  kept  the  doors  open  for  future  women 
physicians.  The  story  of  Florence  DeHart  needs  to  be  told. 


Florence  DeHart,  MD, 
was  one  of  four  women 
physicians  in  her  family. 
Florence  was  a member 
of  a pioneer  generation  of  New 
Jersey  women,  women  who  broke 
social  barriers  and  achieved  suc- 
cess in  the  traditional  male  world 
of  medicine.  Florence  quietly 
made  history  by  becoming  a 
physician  in  an  era  when  female 
physicians  were  few  and  far  be- 
tween. But  on  February  12,  1906, 
at  the  age  of  34,  Florence  took  her 
own  life. 

Florence’s  professional  ac- 
tivities and  personal  tragedy  are 
recorded  in  100  carefully  pre- 
served letters.  During  her  brief 
life,  Florence  wrote  a diarv-like 
account:  some  letters  recount  the 
day-to-day  activities  of  a young 
woman  in  the  late  1800s;  other 
letters  allow  us  to  see  into  the 
professional  life  of  Dr.  DeHart. 

When  Florence  was  a practic- 
ing physician  in  New  Jersey, 
there  were  only  nine  other 
women  physicians  in  the  state 
(less  than  1 percent).  The  men  of 
organized  medicine  did  little  to 
encourage  their  female  colleagues 
and  did  less  to  remember  their 
contributions.  But  the  fact  that 
Florence  pursued  a career  in 
medicine  in  the  early  20th  cen- 


tury is  testimony  enough  to  her 
contribution  to  the  history  of 
women  in  medicine. 

EARLY  YEARS 

Florence  DeHart  was  born  on 
August  30,  1871,  in  the  bustling 
town  of  Jersey  City,  part  of  the 
newly  created  Hudson  County.1 
Florence  was  the  oldest  girl  and 
the  second  of  five  children:  John 
(1869-1937);  Clara  Madana  (1873- 
1957);  Louise  Fuller  (1874-1969); 
and  Grace  Lucille  (1876-1950). 
Florence’s  parents,  John  Somers 
DeHart  (1837-1914)  and  Lucy 
Madana  Batcheller  Fuller  (1840- 
1911)  were  well  educated,  finan- 
cially comfortable,  and  religious. 
They  expected  their  children  to 
follow  in  their  footsteps.2 

Florence’s  mother,  Lucy 
Fuller,  better  known  as  Dana  to 
her  family,  grew  up  in  North- 
bridge,  Massachusetts,  and  at- 
tended school  in  Fergunsonville, 
New  York.  While  at  school  she 
became  friends  with  Sarah  E. 
DeHart  (1844-1924),  John’s  sister. 
Dana  earned  her  medical  degree 
from  New  York  Medical  College 
and  Hospital  for  Women,  and  be- 
came a practicing  physician  in 
Jersey  City.  In  1868,  John  and 
Dana  married  and  moved  to  8 
Paulnier  Place;  in  the  mid-1890s 


the  family  moved  to  99  Mercer 
Street.34 

Many  of  Florence’s  childhood 
summers  were  spent  at  the 
DeHart  homestead  at  Mount 
Freedom;  the  summer  home  was 
an  old  coal  miner’s  cottage.  Away 
from  the  heat  and  humidity  of 
Jersey  City,  Florence  spent  much 
of  her  time  caring  for  her  brother 
and  sisters.  Letters  to  her  mother 
reveal  a close  family  bond:  “I  re- 
ceived your  dear  letter  the  other 
day,  in  one  of  my  lonesome  times, 
and  it  did  seem  good  to  hear  from 
you;  It  was  prettv  hard  to  see 
M iss  Lenihan  go  down  with  all 
the  children,  and  me  stay  up  here 
all  alone,  it  causes  a few  tears,  but 
when  Papa  said  you  meant  to  stay 
up  all  of  August,  thinks  (sic)  grew 
brighter.  ”5 

As  the  eldest  daughter  of  two 
working  parents,  Florence, 
known  as  Flo  or  Flossie  to  the 
family,  had  many  household  and 
child  care  responsibilities  that 
weighed  heavily  on  her  young 
shoulders.  Though  she  accepted 
responsibility  willingly,  there  was 
an  intenseness  to  her  behavior.  In 
this  role  of  “second  mother, 
Florence  did  not  allow  herself  to 
mature  and  become  her  own 
person.  Her  chores  at  home  kept 
her  away  from  the  usual  activities 
of  a young  woman;  in  her  letters 
she  rarely  mentioned  close 
friends  or  boyfriends.  She  took 
her  job  of  “mothering  very7 
seriously. 

It  was  expected  that  Florence 
would  continue  her  education 
after  secondary  school.  She  had 
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Figure  1.  The  DeHart  children  in  1898:  (top,  left  to  right)  Louise  and  Grace; 
(bottom,  left  to  right)  Clara,  John,  and  Florence. 


the  desire  to  be  educated,  as  her 
parents  expected,  and  chose  a 
profession  with  what  she  knew 
best  — her  mother’s  career  as  a 
physician  and  her  job  as  a 
“second  mother. 

During  this  era,  the  role  of  the 
physician  was  changing.  The  fight 
for  women  to  become  acknowl- 
edged healers  parallels  women’s 
fight  for  equal  rights  and  the  rise 
of  feminism.  The  situation  was 
summed  up  in  the  words  written 
in  1882  by  Mary  Putnam  Jacobi: 
“Women  practiced  freely  in 
medicine  so  long  as  the  practice 
of  medicine  was  free,  and  en- 
trance upon  it  was  decided  mere- 
ly by  natural  taste  for  dealing  with 
the  sick  and  ministering  to  their 
infirmities.  When,  however,  in- 
struction in  medicine  began  to  be 
systematized,  when  universities 
took  charge  of  it,  and  legal  stan- 
dards of  qualification  were 
established,  women  were  ex- 
cluded, because,  at  the  time,  no 
one  thought  of  them  as  either  able 
or  willing  to  submit  to  the  new 
condition  imposed.  . . . Women 
are  now  merely  endeavoring  to 
reenter  the  stream,  by  adapting 
themselves,  whenever  they  are  al- 
lowed to  do  so,  to  the  changed 
conditions  of  things.”6 


MEDICAL  EDUCATION 

Florence  entered  the  Women’s 
Medical  College  of  the  New  York 
Infirmary  in  1889.  Society  still 
considered  it  unusual  for  a 
woman  to  become  a physician, 
though  the  ranks  of  women  physi- 
cians were  growing:  when  her 
mother,  Dana  Fuller  graduated 
medical  school,  there  were  ap- 
proximately 500  women  physi- 
cians in  the  United  States  and 
when  Florence  graduated,  there 
were  almost  5,000  women  physi- 
cians.7 

The  Women’s  Medical  College 
had  been  open  for  21  years  when 
Florence  was  admitted.  She 
studied  the  prescribed  courses 
and  participated  in  the  practical 
work.  Her  days  and  nights  were 
busy  and  the  years  were  unevent- 
ful.8 

Little  has  been  written  about 
women  during  their  years  in 
medical  school  in  the  late  19th 
century.  Having  been  given  the 
opportunity  to  become  physi- 
cians, women  simply  were  in- 
terested in  educating  them- 
selves.9 There  was  so  much  re- 
sentment from  the  male  establish- 
ment about  women  in  medicine, 
that  these  women  formed  a close- 


knit  society,  working  diligently  |ji 

and  quietly,  hoping  to  break  re 

through  the  ranks — armed  with  a ! fi 
proper  education.6  |. 

During  summers  and  vacations 
Florence  returned  home  to  ov- 
ersee the  day-to-day  activities  of 
her  siblings.  In  addition,  Florence 
also  felt  an  added  responsibility  of 
caring  and  worrying  about  her 
aging  parents.  In  a July  2,  1891, 
letter  to  her  mother,  she  wrote:  I 

“I  hope  you  are  having  a little 
peace  now,  and  will  get  some  nice  , 
new  clothes  and  get  a little  bit 
rested,  for  I never  remember  see- 
ing you  so  tired  and  used  up  as 
this  spring.  10  In  July  1892,  ( 

midway  through  her  medical 
education,  Florence  wrote  of  her  i 
worries  about  her  mother’s  J 
health:  “The  very  best  thing 

would  be  for  Uncle  Austin  to  take 
you  [Mama]  right  home  with  him 
where  you  would  have  more  ex- 
perienced nurses,  though  they 
would  not  be  more  willing,  and  a 
doctor  that  did  not  have  a remit- 
tent fever.  Do  not  bother  about 
us  for  we  will  get  along  nicely, 
you  know  every  summer  you  have 
had  to  be  away  three  or  four 
weeks  at  a time,  and  so  I am  quite 
experienced  now.”11 

Florence  graduated  with  the 
1893  class  of  the  Women’s 
Medical  College  of  the  New  York 
Infirmary.  Overall,  Florence  re- 
ceived an  excellent  education, 
comparable  to  her  male  counter- 
parts. Her  studies  were  “vigorous, 
demanding,  and  refreshingly 
progressive.”12 

Soon  after  graduation,  Florence 
took  her  medical  examinations  in 
Trenton:  “I  thought  it  was  very 
hard,  as  you  will  see  from  the 
papers,  and  although  not 
surprised  to  be  far  reaching,  in 
many  places  reached  far  beyond 
my  knowledge.  I passed  very 
good  papers  in  some  of  the  sub- 
jects, but  the  chemistry  nearly 
paralyzed  me,  as  it  did  the  majori- 
ty of  those  taking  the  examination. 

...  I think  I passed  pretty  well 
but  perhaps  I am  too  confident.  13 
She  did  receive  her  license  to 
practice  medicine  in  New  Jersey 
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Figure  2.  Florence,  as  an  intern  at  New  England  Hospital,  Boston,  1893-1894. 


later  that  fall,  and  two  years  later 
received  her  license  to  practice  in 
New  York.14 

INTERNSHIP 

Internships  were  an  integral 
part  of  medical  training;  they  of- 
fered clinical  experience  for  the 
new  graduate.  Though  difficult  to 
obtain,  internships  were  a very 
necessary  part  of  training  for 
women  physicians.  It  gave  them 
an  additional  year  of  practical  ex- 
perience to  make  them  better 
physicians  and,  they  hoped,  to 
make  them  more  valuable  (and 
more  acceptable)  to  their  male 
counterparts.  The  routine  for  an 
internship  was  similar  to  the  life 
at  medical  school.  After  a brief 
orientation,  the  intern  was  given 
her  daily  schedule  and  simply  ex- 
pected to  do  her  best.15 

But  internships  for  women 
were  few  and  far  between;  only 
six  hospitals  offered  positions  to 
women.  Florence,  with  help  from 
her  mother,  applied  to  and  was 
accepted  at  the  New  England 
Hospital  for  Women  and  Chil- 
dren in  Boston  for  a one-year  ap- 
pointment.1’ 

New  England  Hospital  was 
founded  in  1862  by  Dr.  Marie 
Zakrzewska  (1829-1902);  its  goals 
were:  “To  furnish  women  with 
medical  aid  from  competent 
physicians  of  their  own  sex,  and 
to  provide  educated  women  with 
an  opportunity  for  practical  study 
in  medicine.”  Dr.  Zakrzewska  s 
contributions  to  internships  for 
women  were  well  recorded: 

As  a result  of  the  vision  of 
Zakrzewska,  an  increasing  number  of 
trained  doctors  were  being  turned 
out  to  meet  the  rising  patient  de- 
mand. But  the  hospital  was  more 
than  an  institution  where  women  ab- 
sorbed the  technical  knowledge  and 
skills  of  their  profession.  Equally 
necessary  in  the  sexually  polarized 
world  of  the  late  19th  century  was 
the  psychic  support  and  energy 
which  they  needed  to  enable  them  to 
practice  in  a profession  that  did 
everything  it  could  to  discourage 
them.  Herein  lies  the  significance  of 
the  hospital.  It  was  not  only  a 
showcase  in  which  women  physicians 


could  prove  themselves;  it  was  an 
island  of  feminist  strength  and  sis- 
terhood in  a society  only  familiar 
with  brotherhood.16 

Internships  provided  women 
with  the  opportunity  to  work  with 
other  women  while  gaining  valu- 
able work  experience.  In  addition, 
it  provided  professional  role 
models,  as  these  young  physicians 
were  being  trained  by  women 
physicians.  And,  most  important- 
ly, these  positions  “brought 
women  physicians  to  professional 
maturity.”6 

In  letters  from  1894,  Florence 
noted  her  impressions  of  Dr.  Zak, 
as  she  was  better  known:  “Dr. 
Zak  has  been  around  the  hospital 
quite  a number  of  times  and  I talk 
to  her  quite  often.  She  asked  us 
all  to  call  on  her  and  I mean  to 
do  it.  Dr.  Zak  did  most  of  the 
talking  as  usual,  especially  urging 
everyone  to  support  The  Women's 
Medical  Journal.  Florence 
turned  to  Dr.  Zak  for  support 
about  her  future:  “She  said  I 
would  be  a penny  rich  and  pound 
poor  to  do  any  such  thing,  and 
thought  it  much  better  to  begin 
at  once  with  you  [her  mother  and 
aunt],  and  build  up  if  possible  a 
larger  practice.  Probably  she  is 
right.”17 

Florence  arrived  on  Dimark 


Street,  in  Roxbnrv,  Massa- 
chusetts, outside  of  Boston,  in 
mid-July  1893.  For  the  first  time 
in  her  life,  Florence — at  age  21  — 
was  on  her  own.  Immediately 
upon  arrival,  and  homesick 
already,  Florence  wrote:  “I  have 
arrived  safely.  The  hospital  is  very 
prettily  situated  and  one  building 
is  the  very  same  that  you  were 
interned  in.  The  maternity  ward 
is  a separate  building  and  the 
grounds  are  as  pretty  as  any  one 
could  wish.  I have  your  pictures 
all  out  and  around  the  room,  and 
I have  thoughts  of  you  every 
minute  since  1 have  been  here  . . . 
You  must  write  to  me,  as  soon, 
and  as  often  as  possible,  for  I shall 
be  interested  in  every  movement 
you  all  make.  Tell  the  girls  to 
write  too.  Florence  ends  her  let- 
ter displaying  her  characteristic 
concerns:  “Be  careful  of  yourself 
dear  Mama  and  let  me  know  right 
away  how  you  are.  I love  to  think 
of  you  in  the  country,  for  you  will 
get  strong  fast.”18 

Florence  settled  into  the 
routine  quickly:  “Everything 

about  the  hospital  is  very 
pleasant.  The  interns  are  like  any 
other  set  of  girls,  some  of  them 
very  nice  indeed  and  others  or- 
dinary. . . . There  are  two  interns 
in  the  maternity  hospital,  one 
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other  and  myself.  She  delivers 
one  woman  and  has  full  charge  of 
the  ease  afterwards,  and  I deliver 
the  next  and  have  charge  of  it,  so 
that  gives  me  every  other  case. 
Besides  that,  I have  work  in  the 
drug  room.  19 

The  intern  Florence  speaks  of 
is  Dr.  Alice  Hamilton,  a pioneer 
physician,  social  reformer,  and 
the  first  woman  on  the  faculty  of 
Harvard  University  as  an  assistant 
professor  in  the  school  of  public 
health.  A prolific  writer.  Dr. 
Hamilton  detailed  the  medical 
education  and  training  in  letters 
to  family  and  friends.  Dr. 
Hamilton’s  records  are  some  of 
the  most  detailed  accounts  avail- 
able of  women  interns,  and  it  is 
appropriate  to  suggest  that  most 
women  interns  underwent  similar 
experiences.  And  it  is  remarkable 
that  Florence  had  the  good 
fortune  to  meet  Dr.  Hamilton.  In 
a letter  dated  September  27, 
1893,  Dr.  Hamilton  described  the 
work  the  interns  performed:  “I 
have  quite  a good  deal  of  liberty 
now,  for  the  next  two  cases  that 
come  in  are  Dr.  DeHart  s and  I 
do  not  need  to  have  anything  to 
do  with  her  cases  until  just  at  the 
end.  Our  work  comes  so  by  fits 
and  starts.  Now  we  had  five  cases 
between  Friday  night  and  Sunday 
morning  and  we  have  not  had  one 
since.  So  we  are  either  distraet- 
ingly  busy  or  have  nothing  to  do. 
Saturday  night  was  very  exciting, 
for  we  had  five  patients  come  in, 
two  for  Dr.  DeHart  and  three  for 
me.  My  three  all  came  off  and  one 
of  hers,  so  we  really  had  a very 
rushing  time.  Her  case  and  one 
of  mine  were  instrumental  cases 
. . . Dr.  DeHart  knows  quantities 
about  such  things  and  I get  her 
to  instruct  me  in  New  York 
methods.”20 

After  only  six  weeks,  Dr. 
Hamilton  wrote  a letter  challeng- 
ing the  work  she  and  Florence 
and  the  only  four  interns  had  to 
perform.  In  letters  to  her  mother, 
Florence  did  comment  to  her 
mother  about  the  way  the  hospital 
was  run,  but  Dr.  Hamilton’s 
thoughts  were  more  public: 


There  are  exactly  as  many  patients 
here  as  I had  all  to  myself  in  the 
Northwestern  and  there  are  six  in- 
terns to  look  after  them.  Do  you  won- 
der that  we  sit  most  of  the  time  with 
folded  hands,  or  that  we  have  in- 
dignation meetings  daily,  and  de- 
nounce the  idiotic  women  who  run 
this  place.  Why  under  the  sun  it  has 
the  reputation  of  being  the  best  train- 
ing place  for  interns  I cannot  con- 
ceive. It  must  be  because  it  is  so  very 
old  and  so  many  prominent  physi- 
cians have  had  their  internship 
here.20 

Dr.  Hamilton  felt  little  need  to 
keep  opinions  to  herself,  as  did 
the  other  interns.  She  knew  that 
medicine  was  dominated  by  men 
and  that  she  was  lucky  to  have  a 
chance  to  be  trained  as  a physi- 
cian, but  she  still  felt  she  wanted 
the  same  opportunities  as  men. 
Her  feminist  attitude  eventually 
changed  the  course  of  women’s 
training. 

Even  Florence  questioned  the 
system;  in  a letter  to  her  family 
she  wrote,  “They  do  such  very 
peculiar  things  here  that  always 
make  trouble.  They  take  one  of 
the  interns  and  without  any 
reason  put  her  in  a position  over 
the  others,  that  is  what  they  are 
threatening  to  do  now  ....  Im- 
agine expecting  one  classmate  to 
report  to  another,  especially  when 
we  have  never  acknowledged  one 
as  a superior.  It  is  just  the  fault 
of  the  situation  and  it  seems  to  me 
like  a very  foolish  thing  for 
women  with  any  sense  to  do.”21 

Between  deliveries  on  the  ma- 
ternity ward,  Florence  watched 
operations,  went  to  lectures,  and 
assisted  when  necessary.  Having 
a physician-mother  made  it  easy 
for  Florence  to  talk  about  her 
work,  and  her  letters  were  filled 
with  descriptions  of  her  cases: 

A patient  came  into  the  hospital  with 
a history  of  flowing  for  five  weeks, 
married  mother  of  four  children, 
before  flow  began  had  missed  two 
menstrual  periods,  no  other  signs  of 
pregnancy.  Diagnosis  — incomplete 
abortion.  She  was  etherized,  dilated, 
and  curetted.  I was  doing  part  of  the 
curetting  that  I might  learn  how,  the 
visiting  physician  doing  the  rest,  that 


it  might  be  done  thoroughly.  Uterus 
packed  with  iodoform  gauze.  During 
the  night  violent  uterine  cramps  I 
came  on  intermittent  in  character, 
gave  hypodermic  of  morphine  with 
no  result.  I decided  to  take  out  the 
packing  and  the  first  thing  that  met 
me  at  the  vulva  was  a little  baby’s 
hand.  Fetus  was  delivered  three 
months  old.  We  all  wondered  when 
the  baby  died. 

We  have  just  had  a case  of  septicemia 
in  the  maternity  due  to  the  birth  of 
a child  which  had  been  dead  a long 
while.  But  the  treatment  we  always 
use  here,  namely  to  wash  out  uterus  1 
twice  a day  with  bi-chloride  solution 
1-1500  by  means  of  return  silver 
catheter  has  worked  beautifully  and 
now  she  is  almost  well.  She  was 
taken  instantly  out  of  maternity  and 
removed  to  an  isolated  cottage.22 

But  throughout  this  period,  . 
Florence  was  lonely  and  worried,  i 
“My  room  is  very7  nice  and 
everything  would  be  lovely  if  I 
could  run  home  every  two  or 
three  days  and  see  you,  but  as  it 
is  I miss  you  dreadfully;  do  be 
careful  when  you  go  to  the  city 
and  not  over  do,  or  you  will  waste 
all  the  strength  you  gain  during 
the  week.  I have  been  thinking  of 
you  all  day  ...  I hope  you  will 
be  able  to  come  out  and  see  me 
some  time.  Your  very7  welcome 
letter  came  this  morning  and  you 
may  be  sure  that  I was  glad  to  get 
it.  I have  read  it  over  40  times 
and  even'  little  thing  was  interest- 
ing to  me  as  could  be,  even  so  far 
away  I feel  as  if  I had  the  care 
of  the  house.”23 

Though  she  worked  with  a 
number  of  young  women  interns, 
Florence  never  developed  close 
friendships  with  any  of  them.  She 
learned  medicine,  but  she  always 
had  a heavy  heart  and  confided 
only  to  her  mother,  “I  am  con- 
tented perfectly  when  I am  busy 
but  the  minute  I have  any  leisure 
I begin  to  feel  like  ‘poor  Topsy’ 
and  would  willingly  give  it  all  up 
and  fly  home  to  you.  So  if  any- 
thing should  happen  to  call  me 
home  it  would  be  welcome  news 
to  go  home,  but  never  at  the  ex- 
pense of  having  anything  happen 
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to  you.  In  the  same  moments  I 
realize  that  it  is  the  best  thing  I 
could  do,  for  all  the  interns  that 
are  finishing  say  they  would  not 
give  up  the  year  for  anything  and 
that  it  has  been  very  valuable.”24 
During  her  internship,  Flor- 
ence received  written  notification 
that  she  passed  her  medical  ex- 
aminations.25 Her  joy  at  her  good 
results  was  punctuated  by  caution 
and  self-doubt,  “I  was  delighted 
to  see  that  everything  was  all 
right,  for  now  I am  ready  at  a 
minute’s  notice  to  begin  and  do 
my  little  share.  I had  not  allowed 
myself  to  think  how  dreadful  it 
would  have  been  had  I not 
passed,  and  how  I am  glad  that 
I will  not  have  to  think  of  it  again. 
The  work  here  I know  will  be 
quite  profitable,  and  I would 
rather  make  my  first  mistakes 
away  from  people  who  are 
employing  me.  I am  surprised  to 
see  how  little  I really  know  about 
practical  work,  for  I have  to  ask 
every  step  of  the  way.  Every  time 
I have  a case,  I shiver  and  shake 
until  it  is  over,  and  yet  at  the 
same  time  enjoy  it  immensely  and 
rejoice  when  I have  something 
especially  hard  to  do.”26 

Florence  finished  her  in- 
ternship early,  without  participat- 
ing in  the  surgical  rotation.  Her 
letters  noted  homesickness  but 
she  always  countered  that  with 
expressions  of  the  gains  she  was 
making  through  experience:  "I 
could  have  done  very  little  at 
home,  for  I am  so  young  that  peo- 
ple would  not  have  trusted  me  . . . 
So,  if  I can  stand  it  to  be 
separated  from  you  perhaps  it  will 
pay,  but  it  will  be  very  lonely,  for 
I am  as  big  a baby  as  when  I was 
a little  girl.  It  will  probably  cure 
me  of  all  desire  to  start  off  and 
practice  by  myself,  and  I will  be 
more  than  content  to  settle  down 
with  you  in  Jersey  City  . . . and 
be  perfectly  satisfied  to  work  hard 
at  it  along  with  you.”27 

In  mid-February  1894,  Flor- 
ence went  to  the  dispensary  at  29 
Fayette  Street,  Boston,  for  prac- 
tical work  experience;  she  found 
the  work  tiring  and  stressful,  but 


was  motivated  by  it:  "I  have  en- 
joyed it  very  much  indeed.  All  the 
morning  we  have  clinics  which 
last  from  8 to  about  12.  Two 
mornings  I have  gynecological 
clinics  and  the  other  mornings 
medical  ....  In  the  afternoon  we 
have  the  outpraetice  to  manage 
and  it  varies  from  10  to  20  calls. 
The  calls  are  distributed  all  over 
the  city,  and  it  is  very7  nice  to  be 
outdoors  so  much.  46 

These  letters,  and  others,  clear- 
ly illustrate  Florence’s  need  to  be 
loved,  especially  by  her  mother. 
Her  letters  display  a tentativeness 
with  her  chosen  career  and  a lack 
of  independence.  Her  letters  also 
show  an  unnatural  affinity  for 
staying  home,  close  to  her 
mother.  This  insecurity  and  un- 
certainty will  lead  to  nervousness 
about  being  on  her  own  and 
depression  as  time  passes. 

As  the  days  passed,  Florence 
made  a routine  for  herself.  She 
enjoyed  the  experience  of  her 
day-to-day  activities,  but  always 
ended  her  letters  on  a note  of 
insecurity,  “Did  I tell  you  that 
one  of  the  interns  had  already 
given  out  and  gone  home  .... 
She  had  a slight  attack  of 
diphtheria,  while  she  was  here 
and  did  not  seem  to  be  able  to 


get  back  her  strength.  I was  quite 
relieved  to  see  how  little  fuss  was 
made  about  her  giving  out  and 
going  home,  for  now  if  I have  to 
come  home  for  any  reason  I will 
not  be  afraid  to  approach  them. 
Dr.  Call  was  very  nice  about  it. 
I hope  the  experience  I get  here 
will  pay  for  my  year  of  separation 
from  you  all  and  I can  hardly 
realize  even  now  that  I could 
possibly  be  away  so  long.  29 
Midway  through  her  in- 
ternship, Florence  became  ob- 
sessed with  what  she  would  do 
when  her  work  was  completed; 
she  revealed  her  innermost  de- 
sires in  a letter  dated  February  8, 
1894,  “Don’t  think  for  a minute 
that  I had  intended  going 
somewhere  else  than  Jersey  City 
to  practice,  but  what  I meant  was 
this:  That  I thought  if  I wanted 
to  get  a position  as  a resident- 
physician  somewhere  with  a 
salary  of  $400  or  $500  attached, 
I might  be  able  to  do  it  and  I 
wondered  if  you  thought  that 
would  be  more  profitable.  Of 
course  the  pleasantest  thing 
would  be  to  come  straight  home 
and  be  with  you  but  it  is  borne 
in  on  me  very  forcibly  that  it  is 
time  I began  earning  some 
money.”30 
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She  continually  wrote  home  to 
tell  her  family  of  her  desire  to 
obtain  a position  and  to  help  with 
the  finances:  “I  am  beginning  to 
be  very  ambitious  for  next  year 
and  wonder  if  I will  be  able  to 
get  any  patients  for  myself  and 
earn  any  money  for  I think  it  is 
time  I began  ....  Do  you  see 
anything  that  1 can  do  especially 
next  year?  Would  you  think  it  ad- 
visable to  try  to  get  a clinic  at  the 
college  or  donate  all  my  time  to 
Jersey  City?  I feel  as  if  I wanted 
to  be  looking  around  and  see  if 
there  was  not  something  definite 
and  profitable  to  do.”31 

In  April  1894,  Florence  was  of- 
fered a three-month  summer 
position  at  the  Wilson  Sanitarium 
in  Baltimore.  Florence  wrote 
home  for  advice:  “1  will  be  very 
much  disappointed  to  give  up  the 
summer,  that  I had  expected  to 
spend  with  you,  but  it  will  be 
such  a little  while  and  $150  looks 
so  big  for  me  to  earn  that  I 
thought  I had  no  right  to  hold 
back.  The  utopia  that  I look 
forward  to  is  to  be  able  to  live  at 
home  and  earn  some  money  at 
the  same  time. 

But  the  decision  was  made  for 
Florence,  as  the  job  was  already 
taken  by  the  time  she  made  up 
her  mind  and  again  her  emotions 
were  quite  mixed:  l shall  come 

home  in  May  and  very  likely  be 
with  you  all  summer.  I am  a little 
bit  sorry  to  miss  the  work  on  the 
surgical  floor,  but  on  the  whole 
am  very  pleased  with  the  arrange- 
ment.”33 

RETURNING  HOME 

After  medical  school  and  an  in- 
ternship, women  had  limited 
choices  for  professional  work; 
there  was  private  practice,  institu- 
tional work,  teaching,  or  a school 
or  hospital  appointment.6  It  was 
very  difficult  for  women  to  go  into 
private  practice  directly  from 
medical  school,  but  Florence  was 
one  of  the  luekv  ones:  she  re- 
turned home  in  May  1894  to  prac- 
tice with  her  mother  and  her 
aunt,  Sarah  DeHart,  at  99  Mercer 
Street.34 


Florence  quickly  got  into  the 
swing  of  things,  working  side-by- 
side  with  her  mother  and  aunt. 
The  three  women  alternated  time 
off,  being  on  call  for  each  other 
while  the  other  two  were  away, 
usually  at  the  family  home  in 
Mount  Freedom.  In  one  of  her 
letters,  Florence  showed  her 
growing  independence  and  her 
experience:  "Mrs.  Thomas  had 
her  baby  and  Mrs.  Clark  had  been 
in  labor  since  nine  o’clock  Satur- 
day night — the  baby  is  not  yet 
born  nor  does  it  show  any  im- 
mediate signs  of  coming.  How- 
ever I feel  equal  for  the  battle.”35 
Later  that  summer,  Sarah  noted 
Florence  would  stay  in  Jersey 
City  on  Saturdays  to  allow  her 
mother  to  go  to  Mount  Freedom. 

JOINING  THE  MEDICAL 
ESTABLISHMENT 

Women  began  to  apply  for 
membership  in  medical  societies 
by  the  1850s;  they  were  rejected 
from  the  American  Medical  As- 
sociation, the  Massachusetts  State 
Society,  and  the  Philadelphia 
County  Medical  Society.  In  May 
1870,  the  Norristown,  Pennsyl- 
vania County  Medical  Society 
elected  Dr.  Anna  Lukens  to 
membership.36  Dr.  Francena  R. 
Porter  was  the  first  woman 
elected  to  membership  in  a state 
medical  society  when  the  State 
Medical  Society  of  Kansas  Board 
of  Censors  accepted  her  appli- 
cation for  membership  on  April  9, 
1872. 37  Six  months  later,  on  Oc- 
tober 7,  1872,  Sarah  F.  Macin- 
tosh, MD,  became  the  first 
woman  member  of  a New  Jersey 
county  medical  society  and  in 
June  1873,  Dr.  Macintosh  be- 
came a member  of  the  Medical 
Society  of  New  Jersey  (MSNJ).38 

The  Hudson  County  Medical 
Society  (HCMS)  was  formed  on 
May  13,  1851,  and  the  37  original 
members  held  their  first  organiza- 
tional meeting  in  October  1851. 
In  1899,  with  137  members, 
HCMS  received  an  application 
for  membership  from  Florence. 
Her  paperwork  was  checked  and 
she  was  accepted  as  the  138th 


member  of  the  second  largest 
county  medical  society  in  New 
Jersey.39  Florence’s  decision  to  ||j  (] 
seek  acceptance  in  HCMS  is 
quite  interesting.  As  a young 
physician,  Florence  must  have 
realized  the  importance  of 
medical  society  membership  as  a 
way  of  improving  her  standing  in 
the  community.  Florence,  aware  | 
of  her  shyness,  must  have  felt  that 
association  with  other  physicians 
would  give  her  notice  and 
possibly  increase  her  patient  base 
through  referrals. 

Though  Dana  and  Sarah  never 
felt  the  need  to  join  such  a dis- 
tinguished organization,  Florence 
knew  she  did  not  have  another 
person  with  whom  to  share  her 
work.  She  knew,  sooner  or  later, 
Dana  and  Sarah  would  not  be  in 
practice  and  she  had  to  seek  out 
affiliation  and  companionship 
with  other  physicians.  And,  final- 
ly, one  could  suppose  that 
Florence  wanted  to  prove  to 
herself  and  to  her  mother,  that 
she  could  make  it  on  her  own — 
as  part  of  the  establishment. 

PRIVATE  PRACTICE 

Florence  continued  to  work  in 
Jersey  City,  visit  cousins  in  New 
Haven,  Connecticut,  and  vacation 
at  Mount  Freedom.  Around  1900, 
letters  noted  that  Florence  was  ill; 
possibly  a suicide  attempt.  In  Oc- 
tober 1900,  a family  letter  stated: 
“Was  surprised  to  hear  of  siege  in 
Florence’s  sick  room,  but  as  you 
say  she  is  getting  better,  hope  it 
will  soon  be  over.  ”40 

FAMILY  SEPARATION 

Women  physicians  had  few 
professional  opportunities  avail- 
able to  them.  Many  went  into 
family  private  practices  and  most 
of  the  others  went  into  institu- 
tional work.  Though  men  were 
disdainful  of  such  positions, 
“women  were  often  attracted  by 
the  security  of  such  appoint- 
ments, and  the  opportunities  they 
afforded  to  gain  expertise.’6 
When  Sarah  and  Dana  decided  to 
close  their  practice,  Florence  was 
faced  with  a serious  decision. 
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Presented  with  her  options,  in- 
stitutional work  was  more  secure 
than  being  on  her  own  in  private 
practice.  Dana  helped  Florence 
attain  the  position  of  resident 
physician  at  the  State  Home,  a 
reformatory  for  young  women,  a 
home  for  those  who  were  mental- 
ly unfit  or  seriously  ill,  and  a 
foster  home.42 

Florence  arrived  at  the  Home 
in  mid-January  1906  to  assume 
her  new  responsibilities,  replac- 
ing visiting  physician  Dr.  George 
H.  Parker  of  Trenton.43  Before 
leaving  Jersey  City  for  Trenton, 
Florence  resigned  her  member- 
ship in  MSNJ.  MSNJ  made  no 
mention  of  her  letter;  her  name 
simply  was  removed  from  the  roll 
call.44 

On  Friday,  February  9,  1906, 
less  than  one  month  after  her  ar- 
rival at  the  State  Home,  Florence 
was  taken  ill  with  intestinal  trou- 
bles. On  February  12,  1906,  she 
died.  Florence’s  published  ob- 
ituary stated  she  died  suddenly 
from  intestinal  disease.  It  was 
later  discovered  that  Florence 
had  committed  suicide  by  taking 
an  overdose  of  sleeping  powders. 
Her  obituary  in  the  Trenton 
Times  noted  that  the  body  was 
removed  to  Jersey  City  for  burial. 
Florence  was  buried  without  cer- 
emony at  the  Mount  Freedom 
cemetery.4’ 46 

A DEATH  IN  THE  FAMILY 

On  February  19,  1906,  Louise 
received  a letter  from  her  sister 
Grace  informing  her  of  Florence  s 
death.  Louise,  teaching  in  Seattle, 
Washington,  immediately  wrote 
to  her  mother:  “Poor  Flo.  She 
fought  the  good  fight  bravely  and 
I think  it  is  well  that  she  should 
have  died  while  you  were  living, 
while  her  human  providence  was 
still  there  to  make  her  remember 
that  the  Almighty  is  very  good 
and  very  forgiving.  It  is  a wonder- 
ful thing  to  feel  that  there  is 
someone  in  this  human  world  of 
ours,  who  will  cling  to  us  always, 
no  matter  what  we  do,  and  no 
matter  how  far  we  seem  to  wan- 
der. 47 


Louise  grasped  the  essence  of 
Dana’s  relationship  with  Florence 
just  as  she  captured  the  strength 
behind  the  family  when  she 
wrote,  “Tl  ley  say  that  a daughter 
never  appreciates  her  mother 
until  she  has  children  of  her  own. 
I don’t  think  that  is  true.  It  seems 
to  me  that  you  have  been  almost 
more  to  us  than  a human  being 
ought  to  be  to  another.  Why 
could  not  any  of  us  have  been  to 
Flo  what  you  have  been,  one-half 
so  gentle,  no  matter  how  much 
we  might  have  tried,  and  she 
would  have  missed  you  too,  sorely 
if  she  had  outlived  you.  I am  sorry 
for  you,  not  for  her. ”48 

There  is  no  doubt  that  Florence 
committed  suicide.  Her  cousin 
Grace  Fuller  wrote  a letter  ex- 
plaining what  she  could  to  the 
family,  “So  far  as  I know  Louise 
never  talked  with  her  mother 
about  it  nor  was  anything  said  in 
the  family.  Florence  was  a lovely 
girl,  unlike  all  the  rest  of  us,  very 
sensitive,  and,  I suspect,  perhaps 
sometimes  irritable.  Louise  thinks 
that  she  was  unhappy  at  having 
been  pushed  into  medicine  and 
not  being  as  quick  at  it  as  Clara. 
She  also  thinks  there  was  some 
emotional  upset  while  she  was  in- 
terning in  Boston.  Both  of  the 
reasons  are  obvious  and  possible, 
but  I don  t think  Louise  has  any 
direct  evidence  ....  I think  it  is 
the  right  of  all  of  you  to  know 
about  our  dear  Florence.  1 still 
miss  her  after  60  years.’ 49 

Grace  Fuller,  the  only  family 
member  willing  to  discuss 
Florence,  wrote:  “Louise  won’t 
speak  to  you  about  it,  in  fact,  she 
thinks  we  are  all  a morbid  lot  to 
have  it  on  our  minds.  What  she 
and  I both  cannot  understand  is 
why  your  mother  did  not  tell  you 
that  Florence  committed  suicide 
while  on  a job  in  some  private 
hospital.”50 

The  DeHart’s  were  a close-knit 
family.  They  were  people  of  stern 
Puritan  stock,  rarely  showing 
negative  emotions.  Florence  grew 
up  in  a household  dominated  by 
a strong  mother  and  aunt,  and  as 
the  oldest  daughter,  was  respon- 


sible for  being  another  strong 
female  role  model  for  her  sisters. 
It  is  known  that  Madana,  Clara, 
Grace,  and  Louise  were  “iron- 
willed  women  with  standards  that 
were  hard  to  live  up  to.  They 
were  strong,  intelligent,  upright, 
disciplined,  determined,  excep- 
tional women.  All  had  a keen 
sense  of  the  way  things  should  be, 
and  little  tolerance  for  those  who 
did  not  live  up  to  them.  51 

Why  did  Florence  commit 
suicide?  She  was  talented  in  her 
own  right;  if  not,  she  would  not 
have  made  it  through  medical 
school  and  an  internship.  Flor- 
ence felt,  though,  that  she  could 
not  live  up  to  her  mother’s  stan- 
dards— no  matter  how  hard  she 
might  have  tried.  She  was  never 
independent  emotionally  or  finan- 
cially. 

Beyond  this,  events  surround- 
ing Florence  shaped  her  decision. 
There  is  no  mention  in  any  letters 
or  family  histories  of  a romance 
for  Florence.  It  might  have  been 
difficult  for  the  eldest  sister  to  see 
her  siblings  go  off  and  get  mar- 
ried, when  there  was  no  such  of- 
fering for  her.  In  addition,  her 
sisters  were  much  more  indepen- 
dent than  Florence.  Clara  was  a 
physician,  on  her  own  and  making 
a living  for  herself,  and  engaged 
to  be  married  to  a physician. 
Louise  was  teaching  and  had 
been  apart  from  the  family  for  the 
eight  years  prior  to  Florence’s 
death.  Though  proud  of  her  sis- 
ters, Florence  might  have  felt  an 
inner  conflict  and  undue  pressure 
that  she  was  still  at  home  with  her 
mother  and  aunt. 

The  pressure  of  a career  in 
medicine  influenced  her  decision 
to  commit  suicide,  but  was  not  a 
direct  cause.  Florence  was  as 
prepared  as  any  woman  physician 
in  the  beginning  of  the  20th  cen- 
tury and  she  was  an  asset  to  her 
family’s  practice.  Florence  was 
left  to  manage  the  busy  practice 
when  Dana  and  Sarah  went  on 
their  many  vacations;  Florence 
would  not  have  been  left  on  her 
own  if  Sarah  and  Dana  did  not 
trust  her  medical  judgment  and 
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have  confidence  in  her  ability. 
Florence  seemed  suited  to  her 
work:  there  is  no  mention  in  let- 
ters of  a lack  of  patients  or  a dis- 
satisfaction with  her  work  be- 
tween her  mother  and  her  sisters. 
Florence  probably  felt  little 
pressure  at  work,  as  she  was  lucky 
enough  to  come  into  a thriving, 
established  practice. 

But,  ironically,  it  was  medicine 
that  was  her  undoing.  The  event 
that  turned  the  tide  was  Dana’s 
impending  retirement  from  the 
practice.  Sarah  already  had  re- 
tired. Florence  had  to  either 
strike  out  on  her  own  or  to  seek 
employment  elsewhere.  Florence 
headed  for  the  State  Home  for 
Girls.  But  the  reality  of  the  situa- 
tion was  too  much  — Florence 
could  not  handle  the  stress  and 
strain  of  leaving  her  family  for 
good.  Though  she  left  her  mother 
when  she  went  to  medical  school 
and  for  her  internship,  Florence 
always  knew  she  would  be  return- 
ing to  her  home  and  her  mother; 
this  time,  her  move  to  Trenton 
was  permanent. 

CONCLUSION 

Was  Florence  a pioneer  woman 
in  medical  history?  The  answer  to 
this  question  is  yes. 

First,  as  ironic  as  it  might  seem 
Florence  did  pave  the  way  for 
women  physicians  in  Hudson 
County,  by  becoming  the  first 
woman  member  of  the  medical 
society  of  Hudson  County.  And, 
the  simple  fact  that  Florence 
pursued  a career  in  medicine  in 
the  early  20th  century  is  testimo- 
ny enough  to  her  contribution  to 
the  history  of  medicine. 

Yet,  following  in  her  mother’s 
footsteps  also  caused  Florence  to 
trip  over  them.  Florence  lacked 
that  inner  strength,  that  necessary 
desire;  she  lacked  confidence,  and 
was  unable  to  cope  with  everyday 
life  away  from  her  immediate 
family.  Lacking  in  spirit,  Florence 
was  very  different  from  other 
early  women  in  medical  history 
who  opened  doors  and  who  paved 
the  way  for  future  generations  of 
women  physicians. 


Why  did  Florence  enter 
medical  school?  Probably,  for  all 
the  wrong  reasons:  to  please  her 
mother,  to  have  a profession  she 
thought  she  could  master  (she 
spent  so  many  years  as  a 
caregiver),  and  to  have  a job  that 
was  easy  to  get  (working  for  her 
mother  and  aunt).  Florence  was 
not  alone  in  choosing  a profession 
with  unrealistic  expectations  and 
false  hopes  of  career  and  happi- 
ness. 

It  is  through  the  study  of 
specific  women  that  we  under- 
stand the  history  of  women. 
Florence  DeHart,  MD,  walked 
through  the  doors  opened  by  the 
Blackwell  sisters  and  taught  us 
about  the  history7  of  medicine.  To 
understand  women  in  medicine, 
we  need  to  learn  about  physi- 
cians like  Florence  DeHart.  H 

Ms.  Hutner  is  executive  editor,  New 
Jersey  Medicine.  Address  reprint  re- 
quests to  Ms.  Hutner,  Medical  Society 
of  New  Jersey,  Two  Princess  Road, 
Lawrenceville,  NJ  08648. 
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Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 


For  more  information,  please  contact 
Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  and  Dover  • Delaware 
New  York  • New  York 


MEVj/L 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  YOUR  OFFICE  BURIED  UNDER  A 
MOUNTAIN  OF  PAPER? 

The  solution  is: 
'The  System"  by  MEDIX 


DESIGNED  TO  MEET  THE  UNIQUE  BUSINESS 
NEEDS  OF  PHYSICIANS  BY  PROVIDING  QUICK 
AND  EASY  ACCESS  TO  INFORMATION 


P.O.  Box  10079  • Newark,  N.J.  07101-3079 


Call  201-648-0008  Ext.  181 

ra&n 

1 IBM  is  a registered  trademark  ol  the 

#4  International  Business  Machines  Corporator 


Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costly  mistakes—have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

• Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

• Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

• Customized  OSHA  Safety  Training  Programs 

• NEW!  Infection  Control  Plan  for  TB 
v*  Authorized  distributor  of  NIOSH 

approved  HEPA  respirators 
Training  and  fit  testing  available 


P.O.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  6O9-428-P0LC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P O L.  Experience 

Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance  — our  Clients  Pass  Inspections! 
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HOUSING  APPLICATION 

229th  ANNUAL  MEETING 
THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

APRIL  29-MAY  3,  1995 


TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 
RESERVATION  DEPARTMENT:  1-800/825-8786 

(Please  Print) 

Name 


Address 

City State Zip  

Home  Phone Business  Phone  

Sharing  with  

Date  of  Arrival  Time  

Date  of  Departure  Time 

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check  or  money 
order  payable  to  the  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 

Card  # Type  Exp.  Date 

SCHEDULE  OF  RATES  SUBJECT  TO  12  PERCENT  TAX 

□ SINGLE  $105  □ DOUBLE  $105 

Extra  Person  $25  (Reservations  must  be  received  prior  to  April  2,  1995.) 

□ One  Bedroom  Suite  $275  per  day 

□ One  Bedroom  Hospitality  Suite  $300  per  day 

Check-out  time  is  12  noon  Rooms  may  not  be  available  for  check-in  until  after  4 p m Check-in  time  on  Sunday  is 
6 p m FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund.  PARKING:  There  is  a state- 
imposed  $2  minimum  charge  per  24-hour  period  for  each  motor  vehicle  parking  on  the  premises. 

□ Check  if  Official  Delegate County  

PLEASE  NOTE:  Current  state  sales  tax  is  3 percent  and  occupancy  tax  is  9 percent,  and  room  usage  fee  is  $2 
per  room,  per  night.  These  taxes  are  subject  to  change,  without  notice. 

The  proceeds  from  the  fees  collected  shall  be  paid  into  a special  fund  that  will  be  established  and  held  by  the 
Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention  Center 
Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ 

MAIL  THIS  APPLICATION  TO: 

Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  NJ  08401 
Telephone:  1-800/825-8786 


★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★  *¥ 
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1995  MSNJ  ANNUAL  MEETING 

April  29-May  3,  1995 

Trump  Taj  Mahal  Casino/Resort 

Atlantic  City,  NJ 

DAILY  SCHEDULE 

Saturday,  April  29,  1995 

3:30  P M 

Board  of  Trustees  Meeting 

Sunday,  April  30, 1995 

8:00  AM 

Registration  Opens 

8:30  a.m. 

Message  Center  Opens 

8:30  am 

Meeting— AMA  Delegation 

10:00  am 

Educational  Program  on  Medical  Ethics 

1 1 :30  a.m. 

The  Academy  of  Medicine  of  New  Jersey  Lecture 

1 1 :30  AM 

New  Jersey  Society  of  Internal  Medicine  Annual  Meeting/Luncheon 

12:30  p.m. 

Exhibits  and  AMA-ERF  Boutique  Open 

1 :30  P M 

House  of  Delegates 

3:00  P M 

Reference  Committees 

Monday, 

May  1,  1995 

7:30  A M 

Breakfast  Meeting— The  Society  for  the  Assistance  of 

New  Jersey  Physicians  and  Their  Families 

8:00  AM 

Registration  Opens 

8:00  AM 

Message  Center  Opens 

8:00  AM 

Reference  Committees 

9:30  AM 

Exhibits  Open 

12  NOON 

Golden  Merit  Award  Ceremony/Reception 

12  NOON 

Luncheon/Meeting:  Women  in  Medicine 

1 :30  P M 

House  of  Delegates  (election) 

5:00  P.M 

JEMPAC  Political  Forum 

6:00  P.M 

JEMPAC  Wine  and  Cheese  Reception 

7:00  P.M 

Morris  County  Medical  Society  Reception  Honoring  President  and  Mrs.  Fred  M.  Palace 

Tuesday,  May  2, 1995 

8:00  A M 

Registration  Opens 

8:00  A M. 

Message  Center  Opens 

8:30  A M. 

House  of  Delegates 

9:00a.m 

Exhibits  Open 

12:30  P.M 

Luncheon  Meeting  — members  of  the  Hospital  Medical  Staff  Section 

1 :00  P.M. 

Exhibits  Close 

6:30  P.M 

Inaugural  Reception 

7:30  p.m 

Inaugural  Dinner  Honoring  Louis  L.  Keeler,  MD 

Wednesday,  May  3, 1995 

8:00  am 

Registration  Opens 

8:00  am 

Message  Center  Opens 

8:30  am 

Educational  Program:  “HIV  Management  Strategies:  Approaches  to  HIV  and  Characteristics 

of  Long-Term  Survival”  (The  Academy  of  Medicine  of  New  Jersey) 

12:30  p.m 

Board  of  Trustees  Meeting 
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INAUGURAL  DINNER  DANCE 
REGISTRATION  FORM  FOR  FULL  TABLES  OF  TEN 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

Inaugural  Dinner  Dance  Honoring  Incoming  President 

LOUIS  L.  KEELER , MD 

Tuesday,  May  2,  1995 
Inaugural  Dinner  Dance— 7:30  P.M. 

Dress:  Black-tie 

Grand  Ballroom  of  the  Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  New  Jersey 

Tickets  for  the  Inaugural  Dinner  Dance  are  $60  per  person,  and  you  have  the  opportunity  to  reserve  tables  in 
advance.  Advance  table  reservations  apply  only  to  FULL  TABLES  OF  TEN.  A check  for  the  full  amount  ( dinner 
dance  and  reception  tickets)  must  be  included  with  this  forty i. 

(Please  type  or  print  clearly): 

TABLE(S)  TO  BE  RESERVED  IN  THE  NAME  OF  

(Contact  Person) 

MAILING 

ADDRESS 

DAYTIME  PHONE COUNTY  MEDICAL  SOCIETY 

To  reserve  your  table(s),  list  all  ten  names  of  the  individuals  to  be  seated: 

1  

2 

3  

4 

5  

6  

7  

8 

9 

10  

Please  make  your  check  payable  to:  Caniden  County  Medical  Society 
Mail  to:  Ardith  Lane,  Executive  Director 
Camden  County  Medical  Society 
2301  Evesham  Road,  Suite  206 
Voorhees,  NJ  08043 

Inaugural  Reception— 6:30  p m 
Grand  Ballroom  Reception  Area 
Tuesday,  May  2,  1995 

Number  of  tickets  requested  for  the  Inaugural  Reception ($10/person) 

(Dinner  Dance  and  Reception  tickets  will  be  mailed  to  above  contact 
person,  unless  otherwise  specified.) 
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★ MUSIC  ★ DdNCING  ★ GMTGR'MINMGMT  ★ 

Please  join  us  for 

a Cocktail  Reception  and  Dinner  Dance 

Honoring  Incoming  MSNJ  President 
LOUIS  L.  KEELER,  MD 
Tuesday,  May  2,  1995 

The  Camden  County  Medical  Society  and  the  Medical  Society  of  New  Jersey  cordially  invite 
you  to  join  us  in  celebrating  the  inauguration  of  Louis  L.  Keeler,  MD,  as  president  of  the 
Medical  Society  of  New  Jersey  on  Tuesday,  May  2,  1995,  at  the  Trump  Taj  Mahal  Casino/ 
Resort,  Atlantic  City,  New  Jersey. 

The  Inaugural  Reception  will  begin  at  6:30  PM.  in  the  Reception  Area  of  the  Grand  Ballroom. 
Tickets  for  the  Reception  are  $10  per  person. 

The  Dinner  Dance  will  begin  at  7:30  P.M.  in  the  Grand  Ballroom.  Tickets  are  $60  per  person. 

You  have  the  opportunity  to  reserve  tables  in  advance.  Advance  table  reservation  apply  only 
to  full  tables  often.  To  reserve  a table,  please  complete  the  Inaugural  Dinner  Dance  Registration 
Form  on  page  262. 

Return  the  form  with  payment  to  Camden  County  Medical  Society.  Tickets  also  may  be 
purchased  at  MSNJ’s  Registration  Area  in  the  hotel  at  specific  times,  which  will  be  posted. 

Dress:  Black-Tie  “After-Glow”— Following  Dinner 

★ MUSIC  ★ DdNCING  ★ GNTGRTdlNMGNT  ★ 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
February  19,  1995,  at  the  ex- 
ecutive headquarters  in  Law- 
renceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of 
significant  actions  follows. 

President’s  report.  Noted  the 
following  items  from  Fred  M. 
Palace,  AID:  the  state  Board  of 
Medical  Examiners  (BME)  ac- 
cepted MSNJ  s Alternate  Resolu- 
tion Program  that  aims  at  provid- 
ing a legal  mechanism  to  enable 
BME  to  pursue  a rehabilitative 
rather  than  punitive  approach  to- 
ward physicians  impaired  by  al- 
cohol and/or  drugs;  MSNJ  will 
have  an  opportunity  for  its  input 
regarding  BME  s professional 
practice  regulations;  Blue  Cross- 
Blue  Shield  was  fined  due  to  its 
failure  to  apply  for  certificate  of 
need  for  new  clinics;  mini- 
internships were  held  to  enable 
nonphysicians  to  become  familiar 
with  the  problems  encountered 
daily  by  New  Jersey  physicians; 
and  any  willing  provider  legisla- 
tion will  be  heard  in  the  Assembly 
Health  and  Human  Services 
Committee. 

First  vice-president’s  report. 

Noted  the  following  items  from 
Anthony  P.  Caggiano,  MD:  the 
AMA  leadership  conference  in 
Washington,  DC,  will  be  held  on 
March  26  to  29,  1995;  A-2536, 
which  would  give  HMO  patients 
access  to  their  ob/gyn  specialist, 
was  initiated  and  is  moving 
through  the  legislative  system. 

Student  member  report. 

Noted  Stephen  Sun’s  suggestion 
that  additional  monies  be  al- 
located for  resident  and  student 
recruitment. 


AMA  Board  of  Trustees:  Re- 
ceived a report  from  Palma  E. 
Formica,  MD,  covering:  tort  re- 
form; patient  protection  act; 
CLIA/Medicare/OSHA;  managed 
care;  health  system  reforms;  joint 
commission  on  accreditation  of 
health  care  organizations;  medical 
staff  standards;  and  the  Orion 
Project  in  western  Pennsylvania. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  MSNJ  Aux- 
iliary; NJHA;  NEW  JERSEY 
BREATHES;  and  the  Physician 
Healthcare  Plan  of  New  Jersey, 
Inc. 

Executive  director’s  report. 

1.  Any  willing  provider 
legislation.  Noted  that  legislation 
is  slated  to  be  acted  upon  by  the 
Assembly  Health  and  Human 
Services  Committee  in  March. 

2.  Medical  waste  registration. 
Learned  that  MSNJ  represen- 
tatives will  meet  with  the  com- 
missioner of  environmental 
protection  to  ask  that  the  exemp- 
tion for  physicians  generating 
medical  waste  be  escalated  to  50 
pounds  of  medical  waste  per  year. 

3.  Tort  reform.  Noted  that 
MSNJ’s  position  is  that  there  is 
nothing  to  modify  on  the 
proposed  legislation:  those  bills 
that  are  meaningful  to  MSNJ  have 
been  modified  to  the  limit  of  their 
utilitarian  value. 

4.  U.S.  Healthcare.  Voted  in 
favor  of  litigation  concerning  the 
issue  of  the  physician  application 
for  participation  in  U.S. 
Healthcare;  the  form  contains 
language  that  violates  the  Ameri- 
cans with  Disabilities  Act. 

5.  BME.  Voted  to  submit  com- 
ments in  opposition  to  the  licens- 
ing fee  increase  to  $90  proposed 
by  BME. 

6.  New  Jersey  State  Medical 
Underwriters.  Noted  that  written 


notice  of  interest  for  positions  on 
the  Board  of  the  Underwriters 
must  be  filed  by  March  15,  1995. 

Council  on  Medical  Services. 
Referred  back  to  the  Council  on 
Medical  Services  the  position 
statement  on  regulation  of  HMOs 
for  editorial  and  formatting  re- 
visions. 

Council  on  Public  Health.  Ap- 
proved the  following: 

That  MSNJ  offer  the  assistance  of  the 
Committee  on  AIDS  to  the  Office  of 
Legislative  Services. 

Committee  on  Membership 
Services.  Approved  the  following: 

That  MSNJ  endorse  the  Donald  F. 
Smith  & Associates  CollegeSure  CD 
Program  issued  by  College  Savings 
Bank  as  a service  to  the  membership. 

That  MSN  I endorse  the  Arriva 
W orld  Tours  Program  as  a sendee  to 
the  membership. 

That  MSNJ  endorse  the  Herbert  L. 
Jamison  & Co.  Personal  Lines  In- 
surance Program  as  a service  to  the 
membership. 

That  the  Board  of  Trustees  endorse 
the  U.S.  Life  Group  Term  Life  In- 
surance Program  provided  by 
Herbert  L.  Jamison  & Co.  as  a 
service  to  the  membership. 

Speakers’  Committee.  Noted 
the  following  actions:  referred  the 
policy  statement  relative  to  con- 
flict of  interest  back  to  the 
Speakers’  Committee  for  reword- 
ing; approved  the  job  description 
for  the  speaker  and  vice-speaker; 
and  will  be  presented  with  the 
House  of  Delegates  procedure 
booklet  shortly. 

Strategic  Planning  Task 
Force.  Approved  the  proposed 
strategic  plan,  dated  January  16, 
1995;  the  plan  will  be  published 
in  the  annual  reports  booklet.  D 
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Alumni  donations  for  AMA- 
Education  Research  Foundation 
(AMA-ERF).  Many  states  are 
credited  with  larger  AMA-ERF 
donations  than  New  Jersey.  Last 
year,  for  instance,  Kentucky 
raised  over  $45,000  and  Tennes- 
see raised  $191,000.  Susan  Kahn, 
chair  of  MSNJA’s  AMA-ERF 
Committee,  informs  me  that 
alumni  medical  school  donations 
that  physicians  usually  make  to 
their  school  can  be  made  through 
AMA-ERF.  MSNJ  would  receive 
the  credit  just  as  other  states  have 
received  credit.  I know  that  more 
than  $21,000,  the  amount  MSNJA 
has  raised,  is  not  the  complete 
picture  of  the  generosity  of  New 
Jersey  physicians.  If  you  are  mak- 
ing a donation  to  your  alumni, 
please  make  the  check  payable  to 
the  AMA-ERF,  mail  the  check  to 
Mrs.  Walter  Kahn,  specify  the 
name  of  the  medical  school,  and 
whether  the  donation  is  to  go  to 
any  specific  fund.  You  may  in- 
clude a personal  note  that  will  be 
forwarded  to  your  medical  school 
along  with  your  contribution.  You 
will  receive  full  credit  for  your 
donation  with  an  acknowledg- 


UMDNJ NOTES 


ment  from  AMA-ERF  and  your 
medical  school.  With  Dr.  Palma 
E.  Formica  on  the  AM  A Board  of 
Trustees,  and  Jane  Lorber  on  the 
Board  of  Trustees  of  the  AMA 
Alliance,  it  would  be  a strong 
show  of  support. 

Health  promotion.  The  AMA 
Alliance  designated  March  as 
Medical  Alliance  Month.  MSNJA 
initiated  a health  education  cam- 
paign on  domestic  violence. 
Information  and  posters  were 
distributed  to  all  county  aux- 
iliaries for  placement  in  restrooms 
of  physicians  offices,  hospitals, 
churches,  colleges,  and  fast-food 
restaurants.  The  information  in- 
cludes telephone  numbers  of 
abuse  shelters  and  an  emergency 
plan  of  action  for  victims  who  still 
are  living  in  an  abusive  situation. 
Other  information  includes  vic- 
tims’ rights,  a questionaire  for 
physicians  and  allied  health 
personnel  to  use  during  in- 
terviews of  suspected  abuse  and 
injuries,  bookmarks  printed  with 
dating  rights  and  responsibilities 
for  students  and  singles,  and 
pamphlets  for  grades  6 to  12  on 
sexual  harassment  in  school. 


A film  addressed  to  physicians 
from  Wyeth-Ayerst  on  domestic 
violence  was  shown  to  MSNJA 
members,  physicians,  nurses,  and 
other  allied  health  members  in 
hospitals  and  offices.  Sarah  Buel, 
an  attorney  and  Harvard  Law  di 
School  scholarship  recipient,  is  a 
former  battered  woman  who  re- 
vealed how  domestic  violence  is 
the  number  one  cause  of  injury  to 
women  in  this  country,  the 
reasons  why  a woman  stays  in  an 
abusive  relationship,  and  the  re- 
ality of  financial  concerns.  In  the 
film,  individuals  are  shown  how 
they  can  help  victims  overcome  r 
their  fear,  improve  their  self- 
esteem, and  important  sugges- 
tions on  ways  to  refer  victims  for 
counseling  and  support.  To  con- 
clude Medical  Alliance  Month, 
health  promotions  chair,  Norma 
Lim,  reserved  the  rotunda  at  the 
State  House  in  Trenton,  on 
March  30,  “National  Doctors’ 
Day.”  Information  about  domestic 
violence  obtained  from  the  New 
Jersey  Division  on  Women  was 
distributed  to  state  workers, 
legislators,  and  the  public.  □ 
Dorothy  V.  Espinola,  president 


Interactive  video  technology. 
Third-year  medical  students  at 
the  New  Brunswick  campus  of 
the  University  of  Medicine  and 
Dentistry  of  New  Jersey 
(UMDNJ)  tested  a new  high-tech- 
nology teaching  tool  when  they 
participated  in  an  interactive 
video  conference  with  cardiac 
surgeons  performing  a heart  valve 
replacement.  This  multisite 
clinical  educational  experience 
was  the  first  evaluation  of  a new 
video  teleconferencing  system 
that  eventually  will  link  all 
UMDNJ  campuses  and  many  of 
its  clinical  care  sites. 

The  students  participating  in 
this  first  video  conference  were 
located  at  two  sites— the  Medical 
Education  Building  of  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  New  Brunswick,  and  The 


Medical  Center  at  Princeton. 
They  were  linked  by  a high-speed 
interactive  video  and  data  trans- 
mission network  to  two  more 
sites — an  operating  suite  at 
Robert  Wood  Johnson  University 
Hospital  and  the  Laurie  Imaging 
Center  in  New  Brunswick. 

Dr.  Alan  Spotnitz,  director  of 
the  surgery  clerkship,  served  as 
mentor  for  the  event.  Through 
the  video  network.  Dr.  Spotnitz 
and  the  students  were  able  to  ac- 
cess simultaneously  the  patient’s 
medical  history  and  diagnostic 
tests  and  watch  the  operation 
itself — all  without  leaving  the 
classroom. 

Vitamin  C may  provide  relief  to 
asthma  and  allergy  sufferers. 
Daily  supplements  of  500  mg  of 
vitamin  C may  help  relieve 
symptoms  of  asthma  and  allergy 


reports  Leonard  Bielory,  MD, 
director  of  the  Division  of  Allergy 
and  Immunology  at  UMDNJ- 
New  Jersey  Medical  School, 
Newark,  in  a recent  edition  of 
Annals  of  Allergy , Asthma  and  Im- 
munology. Dr.  Bielory’s  com- 
puterized search  included  47 
studies  in  scientific  journals 
published  over  six  decades.  In 
many  of  the  studies,  he  noted, 
vitamin  C proved  beneficial  to 
asthma  and  allergy  sufferers. 
None  of  the  studies  showed  the 
vitamin  to  be  harmful.  Several  of 
the  studies  showed  that  asthma 
sufferers  taking  the  vitamin 
tended  to  have  fewer  asthmatic 
attacks.  Vitamin  C also  was  found 
to  suppress  some  of  the  symptoms 
associated  with  allergic  reactions. 

New  drugs  to  treat  acute 
pneumonia  and  asthma.  A new 
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drug  that  eliminates  advanced 
pneumonia  and  prevents  it  from 
recurring  is  being  tested  at 
UMDNJ-New  Jersey  Medical 
School.  The  medical  school  also  is 
testing  a new  asthma  drug  that 
prevents  the  dangerous  airway  in- 
flammation associated  with  the 
disease. 

The  pneumonia  drug  is 
Synercid®  (injectable  strepto- 
gramin)  and  has  been  adminis- 
tered to  seven  patients  in  the  past 
year.  In  each  case,  the  drug  cured 
the  condition  in  less  than  one 
month.  There  were  no  recur- 
rences. 

The  school  is  one  of  70  sites 


AMNJ  REPORT 


The  Academy  of  Medicine  of 
New  Jersey  (AMNJ)  is  pleased  to 
announce  the  appointment  of 
Sondra  L.  Moylan  as  director  of 
research  and  education.  Ms. 
Moylan  brings  with  her  many 
years  of  experience  in  the  fields 
of  health  care  education  and 
publishing.  She  has  extensive  ex- 
perience in  developing  and  im- 
plementing continuing  medical 
education  programs  for  the 
pharmaceutical  industry  in  the 
United  States  and  Canada.  Her 
background  also  encompasses  ex- 
perience in  clinical  nursing  in  the 
areas  of  pediatrics,  emergency, 
and  critical  care.  She  has  been  a 
coordinator  in  the  New  Jersey 
State  Department  of  Health 
(DOH),  Office  of  Emergency 
Medical  Services  (EMS). 

AMNJ,  in  alliance  with  the 
Medical  Society  of  New  Jersey 
(MSNJ)  and  DOH,  Division  of 
AIDS  Prevention  and  Control, 
are  sponsoring,  “HIV  Manage- 
ment Strategies:  Approaches  to 
HIV  and  Characteristics  of  Long- 
Term  Survival.  The  program  will 
be  held  on:  May  3,  1995,  at  the 
MSNJ  Annual  Meeting,  Trump 
Taj  Mahal/Casino  Resort,  Atlantic 
City;  May  9,  1995,  Radisson 

Hotel,  Newark  Airport;  and  May 
10,  1995,  Landmark  Inn,  Maple 
Shade. 

Dr.  John  Sensakovic,  Saint 


participating  in  a phase  III  na- 
tionwide study  of  Synercid81, 
which  is  being  funded  by  Rhone- 
Poulenc  Rorer  of  Collegeville, 
Pennsylvania,  the  drug’s  manufac- 
turer. 

Dr.  W.  G.  Johanson,  chair  of 
medicine,  is  heading  the  two-year 
study. 

The  asthma  drug,  an  oral 
medication  called  zileuton,  is 
being  developed  by  Abbott 
Laboratories  in  Chicago.  It  is 
being  tested  by  the  medical 
school’s  Division  of  Allergy  and 
Immunology. 

Zileuton;  which  will  be 
marketed  under  the  tradename 


Michael’s  Medical  Center,  is 
chair  of  the  series.  Dr.  Arlene 
Bardeguez  of  UMDNJ-New  Jer- 
sey Medical  School  will  address, 
“Identification  of  Emerging  Ther- 
apeutic Options  for  Women.  Dr. 
Edward  S.  Johnson,  Saint 
Michael’s  Medical  Center  will 
present,  “New  Approaches  to 
Anti- Retroviral  Therapy.  “The 
Political-Social  Issues  within  New 
Jersey  will  be  presented  by 
several  representatives  of  DOH. 
Dr.  Jeffrey  Laurence,  associate 
professor  of  medicine,  Cornell 
University  Medical  College,  will 
be  a special  guest  speaker  at  the 
May  9 and  10  events.  Dr. 
Laurence  will  address,  “Charting 
Long-Term  Survivors  and  Long- 
Term  Non-Progressors.  For 
further  information,  please  con- 
tact Darlene  Averick  at  the  ex- 
ecutive offices. 

On  April  30,  1995,  AMNJ  will 
sponsor  a lecture  at  the  MSNJ 
Annual  Meeting,  at  11:30  A M.  We 
are  pleased  to  report  that  Len 
Fishman,  commissioner  of  health, 
will  be  the  guest  speaker.  Mr. 
Fishman  will  followup  on  his 
presentation  from  last  year  and 
address,  “Government  Regulation 
of  Managed  Care.’  He  will 
emphasize  the  potential  effects  of 
last  November’s  elections  on  the 
role  of  state  government  and  on 
New  Jersey  health  care.  There 


Leutrol1'  when  approved  by  the 
federal  Food  and  Drug  Adminis- 
tration, works  by  attacking  and 
blocking  chemicals  called 

leukotrienes,  released  as  a 

byproduct  of  the  chemical  process 
during  an  asthma  attack. 

Dr.  Peter  Carmel  tiamed  chief 
of  neurosurgery.  Dr.  Peter  W. 
Carmel  has  been  named  chief  of 
the  Division  of  Neurosurgery  at 
New  Jersey  Medical  School.  Dr. 
Carmel  also  was  named  professor 
of  surgery  at  the  medical  school 
and  chief  of  neurological  surgery 
at  UMDNJ-University  Hospital. 
□ Stanley  S.  Bergen,  Jr,  MD, 
president 


will  be  ample  time  for  discussion 
and  questions. 

Plans  are  moving  forward  for 
AMNJ  s Annual  Awards  Dinner 
to  be  held  on  May  31,  1995,  at 
the  Chanticler  in  Short  Hills.  The 
Awards  Committee  recently  has 
sent  a solicitation  letter  to  all 
Fellows  and  friends  requesting 
support  and  ads  for  the  Sponsor’s 
Book  to  commemorate  the  oc- 
casion and  raise  funds  for  AMNJ  s 
Education  Fund.  For  information 
on  the  dinner  contact  Linda 
Bartolo  at  the  executive  offices. 

The  1995  Governor’s  Jersey 
Pride  Awards  Program  was  held 
on  Tuesday,  March  28,  1995,  at 
the  State  Theatre  in  New  Bruns- 
wick, with  a reception  following 
at  the  New  Brunswick  Hyatt.  The 
recipient  of  the  1995  Clara  Barton 
Medical  Service  Award  is  Dr. 
James  L.  Breen  of  Maplewood. 
He  is  chair  of  the  Department  of 
Obstetrics  and  Gynecology  at 
Saint  Barnabas  Medical  Center, 
Livingston. 

The  first  event  of  the  New 
Jersey  Physicians  Golf  Association 
(NJPGA)  will  be  held  at  the  Fair- 
mont Country  Club  in  Chatham 
on  May  25,  1995.  For  information 
on  membership  in  NJPGA,  con- 
tact Lisa  Fleischer  at  the  ex- 
ecutive offices.  □ Palma  Formica, 
MD,  president 
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The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

May 

1-  MSNJ  Annual  Meeting 

3 Trump  Taj  Mahal  Casino/ 

Resort,  Atlantic  City  (MSNJ) 

1 Diabetes-Related 
Cardiovascular  Disease 
New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

2 Medical  Consultation  on  the 
Trauma  Service 

Jersey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  Medical 
Center) 

3 Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

Rahway  Hospital,  Rahway 

(AMNJ) 

3 Blood  Safety  Implications 

St.  James  Hospital,  Newark 

(AMNJ) 

3 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

3 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

3 Multiple  Myeloma 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

3 Chronic  Fatigue  Syndrome 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 


3 

Blood  Safety  Act  Implications 

St.  James  Hospital,  Newark 
(AMNJ) 

3 

Chronic  Fatigue  Syndrome 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

10 

3 

Arthritis 

VA  Medical  Center,  Lyons 
(AMNJ) 

10 

3 

Medical  Grand  Rounds 

10 

10 

VA  Medical  Center, 

17 

East  Orange  (AMNJ) 

24 

11 

31 

3 

Interhospital  Endocrine 

10 

Rounds 

11 

17 

University  Hospital,  Newark 

24 

(AMNJ) 

31 

16 

5- 

Ninth  Annual  Scientific 

7 

Meeting  of  the  Eastern 
Vascular  Society 
Hyatt  Regency,  Buffalo,  New 
York  (Eastern  Vascular  Society 
and  AMNJ) 

16 

5 

Management  of  Abdominal 
Emergencies 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

17 

5 

Polymyalgia  Rheumatica 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

9 

Dermatology  Meeting 

Schering  Corporation, 
Kenilworth  (Dermatological 
Society  ofNJ) 

17 

10 

Management  Strategies  of 

17- 

HIV  Infection,  Characteristics 

19 

ARE  YOU  MOVING? 

Name 

Old  Address_ 

City State Zip  

New  Address 

City State Zip 


17 

17 

17 


of  Long-Term  Survivors 
Landmark  Inn,  Maple  Shade 
(AMNJ) 

Collagen  Disease  Update 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

How  To  Help  Your  Patients 
Stop  Smoking 

Union  Hospital,  Union  (AMNJ) 
Essex  and  Union  Assist 
Coalition 

Union  Hospital,  Union  (AMNJ) 
Chronic  Fatigue  Syndrome 
Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

Scientific  Meeting 
Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  ofNJ  and  AMNJ) 

The  Prescription  of  Peritoneal 
Dialysis 

Overlook  Hospital,  Summit 
(AMNJ) 

Dynamic  Pulmonary 
Hyperinflation 

Jersey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  Medical 
Center) 

Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
Barnert  Hospital,  Paterson 
(AMNJ) 

Annual  Meeting,  American 
College  of  Emergency 
Physicians 

Trump  Plaza  Hotel  and  Casino, 
Atlantic  City  (American  College 
of  Emergency  Physicians) 

Lyme  Disease 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 
Dermatological  Conference 
HIP/Rutgers  Health  Plan,  U.S.  1, 
New  Brunswick  (UMDNJ- 
Robert  Wood  Johnson  Medical 
School) 

Chronic  Renal  Failure 

Ancora  Psychiatric  Hospital, 
Ancora  (AMNJ) 
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Hahnemann 

University 

Hospital 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall).  2nd  Floor.  New  College  Building.  Hahnemann  University.  15th  & Vine  Streets  ( 15th  Street  Entrance).  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


APRIL  1995 

APRIL  5th 

New  Directions  in  Antiretroviral  Therapy 

Paul  A.  Volberding,  M.D. 

Professor  of  Medicine 

University  of  California/San  Francisco, 

School  of  Medicine,  Director,  AIDS 
Program,  San  Francisco  General  Hospital, 
San  Francisco,  CA 

HIV-Associated  Opportunistic  Infections: 

An  Overview 

Henry  Masur,  M.D. 

Clinical  Professor  of  Medicine 
George  Washington  University  School  of 
Medicine,  Chief,  Department  of  Critical 
Care  Medicine,  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  MD 

APRIL  12th 

Pathogenesis  and  Treatment  of  Acromegaly 

Shlomo  Melmed.  M.D. 

Professor  of  Medicine 
Director,  Division  of  Endocrinology  and 
Metabolism,  Cedars-Sinai  Medical  Center, 
Los  Angeles,  CA 

APRIL  19th 

Atrial  Arrhythmias:  Newer  Understanding  of 
Atrial  Fibrillation 

Albert  L.  Waldo , M.D. 

The  Walter  H.  Pritchard  Professor  of 
Cardiology  and  Professor  of  Medicine,  Case 
Western  Reserve  School  of  Medicine, 
Director,  Cardiac  Arrhythmia  Service, 
University  Hospital  of  Cleveland,  OH 


APRIL  26th 

Endoscopic  Diagnosis  of  Gastrointestinal 
Disorders 

J.  Thomas  Danzi,  M.D. 

Professor  of  Clinical  Medicine 

Senior  Associate  Dean  for  Clinical  Affairs, 

Medical  Director, 

Hahnemann  University  Hospital 


MAY  1995 


MAY  3rd 

Acute  Pancreatitis  and  Its  Complications 

Jamie  Barkin,  M.D. 

Professor  of  Medicine 
University  of  Miami,  School  of  Medicine, 
Director,  Division  of  Gastroenterology, 
Mount  Sinai  Medical  Center, 

Miami  Beach.  FL 

MAY  10th 

Treatment  of  Hyperlipidemia;  Primary  and 
Secondary  Prevention 

David  Capuzzi,  M.D.,  Ph.D. 

Associate  Professor  of  Medicine 
Director,  Lipid  Center,  Medical  College  of 
Pennsylvania,  Philadelphia,  PA 

MAY  17th 

Advances  in  the  Treatment  of  Type  II 
Diabetes  Mellitus 

Donald  C.  Simonson,  M.D. 

Associate  Professor  of  Medicine 
Harvard  Medical  School,  Chief,  Section  of 
Diabetes  and  Metabolism,  Brigham  and 
Women’s  Hospital,  Head,  Section  of  Clinical 
Physiology,  Joslin  Diabetes  Center, 

Boston,  MA 


MAY  24th 

Syndromes  Confused  with  Vasculitis 

Jeffrey  Olan,  D.O. 

Head,  Atherosclerosis  and  Lipids  Section, 
Vascular  Medicine  Department,  The 
Cleveland  Clinic,  Cleveland,  OH 


UPCOMING  CME  EVENT! 

3rd  Annual 

Cardiovascular  Disease  Update 

An  Interactive 
Case  Management  Program 

Sunday  Morning,  April  23,  1995 
Adam’s  Mark  Hotel 
City  Avenue  & Monument  Road 
Philadelphia,  PA 

Office  Management  of 
Heart  Disease 

Friday  and  Saturday 
June  9 and  10,  1995 

The  Marriott’s  Seaview  Hotel  & Resort 
Absecon,  New  Jersey 
Call  215-762-8263  for  information 


Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p 


APRIL  5,  1995 

HIV  and  HIV-Related  Opportunistic  Infections 

Guest  Lecturers:  Paul  A.  Volberding,  M.D. 
and  Henry  Masur,  M.D. 


MAY  3,  1995 

Gastrointestinal  Acid-Peptic  Disorders 

Guest  Lecturers:  Jamie  Barkin,  M.D. 
and  Walter  Rubin,  M.D. 


Seminar  Direclon  Allan  B.  Schwartz.  M.D  , Professor  and  Vice  Chair.  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 

or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  1 of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 
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Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 
Centrastate  Medical  Center, 
Freehold  (AMNJ) 
Neuropsychiatric  and 
Psychosocial  Aspects  of 
HIV/AIDS 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

Occupational  Asthma  in 
New  Jersey 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 
AIDS  Mini  Symposium 
Jersey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  Medical 
Center) 

Medical  History  Society  of 
New  Jersey 

Nassau  Club,  Princeton  (AMNJ) 

Integrating  TB  Management 
in  Care  of  the  HIV-Infected 
Patient 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ 
and  DOH) 

Head  and  Neck  Oncology 
Meeting 

The  Manor,  West  Orange 
(AMNJ) 

Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 
Hunterdon  Developmental 
Center,  Clinton  (AMNJ) 

Annual  Meeting  of  the  New 
Jersey  Academy  of  Family 
Physicians 

Bally’s  Park  Place  Casino 
Hotel,  Atlantic  City  (NJ 
Academy  of  Family  Physicians ) 
Visiting  Professor  Lecture 
Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

Neurosurgical  Emergencies 
Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 


30  Morbidity  and  Mortality 

Jersey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  Medical 
Center) 

31  High-Risk  and  Critical  Care 
Surgery 

St.  Marv  s Hospital,  Passaic 

(AMNJ) 

June 

2 Thoracic  Surgery 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

2 How  To  Help  Your  Patients 

Stop  Smoking 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

5 Esophageal  and  Swallowing 
Syndromes 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

6 Use  and  Abuse  of  Platelet 
Transfusions 

Jersey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  Medical 
Center ) 

7 Complications  of  Myocardial 
Infarction 

St.  Marv’s  Hospital,  Passaic 

(AMNJ) 

7 Pathogenesis,  Diagnosis,  and 

Management  of  Headaches 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

7 Prostatic  CA/Benign  Prostatic 
Hypertrophy 

VA  Medical  Center,  Lyons 

(AMNJ) 

8 Medical  and  Psychiatric 
Aspects  of  Drug  and  Alcohol 
Abuse 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

9-  NJ  Obstetrical  and 

10  Gynecological  Society  Annual 

Meeting 

Trump  Plaza  Hotel  and  Casino, 
Atlantic  City  (AMNJ  and  NJ 
Obstetrical  and  Gynecological 
Society) 


13  How  To  Help  Your  Patients 
Stop  Smoking 

Hunterdon  Developmental 
Center,  Flemington  (AMNJ) 

14  Meeting  of  the  NJ 
Gastroenterological  Society 
and  the  NJ  Society  of 
Gastrointestinal  Endoscopy 

The  Manors,  West  Orange  (NJ 
Society  of  Gastrointestinal 
Endoscopy  and  NJ 
Gastroenterological  Society) 

14  Surgical  Management  of 
Benign  and  Malignant 
Diseases  of  the  Breast 
Saint  James  Hospital,  Newark 
(AMNJ) 

14  Diabetic  Nephropathy 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

14  Infection  Control  in  the  HIV 
Era 

Children  s Specialized 
Hospital,  Mountainside  (AMNJ 
and  DOH) 

15  Breastfeeding 
Centrastate  Medical  Center, 
Freehold  (AMNJ) 

20  Who  Should  Have  Carotid 
Endarterectomy? 

Jei  •sey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  M.C.) 

21  Diabetes-Related 
Cardiovascular  Disease 
Barnert  Hospital,  Paterson 
(AMNJ) 

21  Principles  of  Dermatological 
Therapy 

Ancora  Psychiatric  Hospital, 
Ancora  (AMNJ) 

22  Principles  of  Dermatological 
Therapy 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

28  Infection  Control  in  the  HIV 
Era 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton  (AMNJ  and  DOH ) 


NEW  JERSEY  MEDICINE 


ARE  YOUR  GROUP  HEALTH  COSTS 
SIPHONING  OFF  YOUR  PROFITS??? 

We  have  been  Successful  in  Saving  other 
practices  as  much  as  $600  per  month!! 


Call  or  FAX  Angela  Tartell 
(201)  347-9041 


10  + years  experience  in  life  and  disability  insurance , 
business  buyouts,  financial  planning  techniques  as- 
sociated with  pension  plans  and  estate  liquidity,  as  well 
as  group  health  coverage. 

MEMBER:  NALU 


June  12-1 6th,  1995 

Update  Your  Medicine  twenty-first  annual 
practical  CME  Course  with  lectures,  workshops, 
and  Meet-the-Professor  luncheons.  Sponsored  by 
Cornell  University  Medical  College  in  New  York 
City  and  the  Association  of  Practicing  Physicians 
of  The  New  York  Hospital.  33V2  Category  I AMA- 
PRA  credit.  Additional  5V2  credits  available  for 
Hands-on  Workshops. 

Information:  Lila  A.  Wallis,  MD,  Director  and 
Debora  A.  Laan,  Coordinator/445  East  69th  Street, 
Olin-Room  328,  New  York,  NY  10021.  Telephone: 
212-746-4752. 


BELLEVUE  HOSPITAL 
EMERGENCY  SERVICES 
15th  ANNUAL  EMERGENCY 
MEDICINE  SEMINAR 

MONDAY  - FRIDAY,  JUNE  5-9, 1995 

This  course  is  intended  for  Physicians,  Nurses  and 
Physician  Assistants  currently  working  in  the  field  of 
Emergency  Medicine  or  Family  Practice.  It  provides  the 
registrant  with  a rational  approach  to  daily  problems 
presenting  to  the  ED  and  reflects  a comfortable  mix  of 
standard  emergency  practice  with  an  intellectual 
review  of  the  literature  and  current  trends,  and  recent 
advances.  Registrants  are  offered  the  opportunity  to 
participate  in  specialty  case  presentation  workshops 
geared  to  situations  of  daily  clinical  practice  or  attend  a 
session  which  will  enable  them  to  refine  a technique  or 
psychomotor  skill. 

FEE:  $650 

ACCREDITATION:  30  Category  I Credit  hours  AMA/ACEP 

For  Information  write  or  phone: 

NYU  Post-Graduate  Medical  School 
550  First  Avenue 
New  York,  N.Y.  10016 
(212)  263-5295 


5 


1 5th  ANNUAL 

Advances  in 
Gastroenterology 

Bally’s  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Sponsored  by  the 
Presbyterian/Medical  Center 
Gastrointestinal  Section 

Accreditation 

Presbyterian  Medical  Center  of  Philadelphia  designates 
this  continuing  medical  education  activity  for  5.5  credit 
hours  in  Category  1 of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association  and  the 
Pennsylvania  Medical  Society  membership  requirement. 

The  Presbyterian  Medical  Center  of  Philadelphia  is 
accredited  by  the  Pennsylvania  Medical  Society  to  spon- 
sor continuing  medical  education  for  physicians. 

For  registration  information: 

Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-9447 
(609)  848-1000,  ext.  208 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  also  eligible  for  AMA 
CME  credit  hours,  will  be  given  periodically  for  licensed 
clinicians  (with  or  without  prior  training)  on  3-day  weekends 
(Fri-Sun)  of  Apr.  21-23,  May  19-21,  June  23-25,  Sept. 
15-17,  Nov.  17-19,  and  Dec.  15-17,  1995,  at  Milford  Plaza 
Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  11th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N.Y.  City,  during  October  19-22,  1995. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Cogizant 
Communications  Corp.  & indexed  in  15  major  indexing 
periodicals,  including  Index  Medicus),  Heart  Disease  Research 
Foundation;  NY  Pain  Center;  Electrical  Engineering  Dept., 
Manhattan  College;  Nordic  Medical  Acupuncture  Society 
(Scandinavia);  Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof.  Nordstrom  of 
Stockholm. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1),  New  York, 
NY  10032  Tel:  (212)  781-6262  ( 10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Dr.  Richard  Simon,  Ph  D.,  (212)  662-7022 
or  Ms.  Sandra  Beckman,  M.A.,  (212)  679-8986. 
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The  MSNJ  Health  Care  Plan 
to  your  present  coverage. 

You’ll  be  glad  you  did. 




The  MSNJ  Health  Care  Program,  now  underwritten  by  the  Provident  Life  and 
Accident  Insurance  Company,  has  not  had  a premium  rate  increase  for  over  three 
years!  When  was  the  last  time  your  insurer  increased  your  health  care  premium  rates? 


Now  is  the  right  time  to  compare  the  outstanding  benefits  and 
premium  rates  the  MSNJ  Health  Care  Plan  offers  its  members: 


Total  freedom  of  choice  when 
selecting  providers 

Full  plan  benefits  for  special 
condition  hospitals 

,•  Full  coverage  while  traveling 
at  home  or  abroad 

Full  coverage  for  dependent 
children  to  age  23 


Continuance  of  coverage  for 
emeritus  members,  widows 
and  widowers 

Optional  dental  coverage 
available 

Dedicated  staff  of 
professionals  providing 
enrollment,  billing  and 
claims  submission  assistance 


For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  227-6484 

Plans  are  not  available  to  residents  of  New  York  State. 


DONALD  F.  SMITH ^^ASSOCIATES 
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IN  MEMORIAM 


JOSEPH  K.  BAYNE 


We  regret  to  announce  the 
death  of  Joseph  K.  Bayne,  MD, 
on  August  4,  1994.  Dr.  Bayne  was 
born  in  1911;  he  was  awarded  a 
medical  degree  from  Hahnemann 
Medical  College,  Philadelphia,  in 


1934.  Dr.  Bayne  practiced  in 
Trenton  for  many  years.  He  was 
a member  of  our  Mercer  County 
component  and  of  the  American 
Medical  Association.  Dr.  Bayne 
retired  to  Vermont. 


LEWIS  W.  BROWN 


At  the  grand  age  of  94,  Lewis 
Woodbridge  Brown,  MD,  passed 
away  on  August  17,  1994.  Dr. 
Brown  was  born  on  December 
23,  1899,  in  Skowhegan,  Maine. 
He  was  graduated  from  the  Uni- 
versity of  Vermont  College  of 
Medicine,  Burlington,  in  1924 
and  received  a New  Jersey 
medical  license  the  following 
year.  Dr.  Brown  specialized  in  al- 
lergy and  pathology;  he  main- 
tained a practice  in  Newark,  and 
was  affiliated  with  Rahway 
Hospital;  Saint  Barnabas  Medical 


Center,  Livingston;  Presbyterian 
Hospital,  Newark;  St.  Michael  s 
Medical  Center,  Newark;  and  St. 
Vincent’s  Hospital,  Montclair.  He 
was  a member  of  our  Essex  Coun- 
ty component  and  of  the  Ameri- 
can Medical  Association.  Dr. 
Brown  also  was  a fellow  of  the 
American  Academy  of  Allergy  and 
Immunology,  of  the  American 
College  of  Anesthesiologists,  and 
of  the  American  College  of  Physi- 
cians. Dr.  Brown  was  a World 
War  II  veteran. 


SANTIAGO  CASTANON 


We  have  received  word  of  the 
death  of  Santiago  Castanon,  MD, 
in  March  1994.  Born  on  October 
31,  1910,  in  Havana,  Cuba,  Dr. 
Castanon  was  graduated  from  the 
Faculty  of  Medicine,  University 
of  Havana,  Cuba,  in  1938.  He 
completed  an  internship  at  West 
Hudson  Hospital,  Kearny.  During 


his  medical  career  as  a family 
practitioner,  Dr.  Castanon  was  af- 
filiated with  West  Hudson  Hos- 
pital from  1965  to  1971.  Dr. 
Castanon  maintained  a practice  in 
Elizabeth  and  was  a member  of 
our  Union  County  component 
and  of  the  American  Medical  As- 
sociation. 


EDWARD  EHRENFELD 


Born  on  August  7,  1900,  in 
New  York  City,  Edward  Ehren- 
feld,  MD,  passed  away  on  Sep- 
tember 12,  1994,  at  the  age  of  94 
years.  During  his  medical  career 
as  an  ophthalmologist.  Dr.  Ehren- 
feld  was  director  of  ophthal- 
mology at  Passaic  General  Hos- 
pital, school  physician  for  the 
Clifton  school  system  from  1930 
to  1945,  and  police  and  fire 
surgeon  for  the  town  of  Passaic. 
Dr.  Ehrenfeld  was  graduated 
from  New  York  University  School 
of  Medicine,  New  York,  in  1925, 


and  completed  an  internship  at 
New  Rochelle  Hospital.  He  re- 
ceived a New  Jersey  medical 
license  in  1929.  Dr.  Ehrenfeld 
was  a member  of  our  Passaic 
County  component  and  of  the 
American  Medical  Association. 
He  also  was  a diplomate  of  the 
American  Board  of  Ophthal- 
mology. 
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ELIAS  D.  LAWRENCE 


Past-president  of  our  Passaic 
County  component,  Elias  David 
Lawrence,  MD,  passed  away  on 
July  7,  1994.  Dr.  Lawrence  was 
born  on  March  15,  1905,  in 
Paterson,  and  was  graduated  from 
Bellevue  Hospital  Medical  Col- 
lege, New  York,  in  1929.  He  com- 
pleted an  internship  at  Barnert 
Hospital,  Paterson.  A surgeon. 
Dr.  Lawrence  practiced  in  Pater- 
son; he  also  was  director  of 


surgery  at  Barnert  Hospital.  Dur- 
ing his  lengthy  medical  career, 
Dr.  Lawrence  was  a member  of 
the  American  Medical  Association 
and  a diplomate  of  the  American 
College  of  Surgery.  He  also  was 
a fellow  of  the  American  College 
of  Angiology,  of  the  American 
College  of  Surgeons,  and  of  the 
International  College  of  Sur- 
geons. 


EUGENE  T.  PASHUCK 


We  have  been  informed  of  the 
death  of  radiologist  Eugene  T. 
Pashuck,  MD,  on  May  4,  1994. 
Born  in  1919,  Dr.  Pashuck  was 
graduated  from  Jefferson  Medical 
College,  Philadelphia,  in  1944. 
He  was  chief  of  radiology  at 
Memorial  Hospital  of  Salem 


County,  Salem.  During  his 
medical  career,  Dr.  Pashuck  was 
a member  of  our  Salem  County 
component  and  of  the  American 
Medical  Association.  Dr.  Pashuck 
retired  from  the  practice  of 
medicine  in  1988. 


SALVADOR  D.  PENTECOST 


Born  on  February  11,  1910,  in 
Bloomfield,  Salvador  Dante 
Pentecost,  MD,  passed  away  on 
June  23,  1994.  Dr.  Pentecost  was 
a 1936  graduate  of  the  University 
of  Maryland  School  of  Medicine, 
Baltimore.  Dr.  Pentecost  special- 
j ized  in  general  surgery  and  urolo- 

| gy  and  was  affiliated  with  Clara 

Maass  Medical  Center,  Belleville; 


St.  Michael’s  Medical  Center, 
Newark;  and  Newark  City 
Hospital.  He  was  a member  of 
our  Essex  County  component  and 
of  the  American  Medical  Associa- 
tion, and  a fellow  of  the  American 
College  of  Surgeons.  Dr.  Pente- 
cost served  in  the  United  States 
Army  during  World  War  II.  Dr. 
Pentecost  retired  to  Florida. 


FRANCIS  W.  PIZZI 


Ninety-year-old  Francis  Walter 
Pizzi,  MD,  passed  away  on 
September  10,  1994.  Dr.  Pizzi 
practiced  in  Orange  for  many 
years.  He  was  born  on  May  24, 
1904,  and  was  awarded  a medical 
degree  from  Bellevue  Hospital 
Medical  College,  New  York,  in 
1927,  and  a New  Jersey  medical 
license  the  following  year.  During 
his  medical  career  as  a family 
practitioner,  Dr.  Pizzi  was  chief  of 
obstetrics  and  gynecology  and 
president  of  the  staff  at  St.  Mary’s 
Ambulatory  Care  Hospital,  Or- 
ange; was  affiliated  with  St. 
Michael’s  Medical  Center,  and 
Presbyterian  Hospital,  both  in 
Newark;  was  a member  of  our 
Essex  County  component  and  ol 
the  Academy  of  Medicine  of  New 


Jersey;  and  was  a fellow  of  the 
American  College  of  Surgeons. 
Dr.  Pizzi  served  in  the  United 
States  Navy  during  World  War  II. 
Dr.  Pizzi  resided  in  Orange  and 
West  Orange. 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  VERDICTS 


Mammography  report  read- 
ing. When  the  summary  of  a 
mammography  report  did  not 
mention  any  abnormality,  and  a 
box  for  normal  findings  was 
checked,  a family  physician 
neglected  to  read  the  full  report. 
Noted  in  the  report  was  an  in- 
creased asymmetric  stroma  of 
undetermined  significance,  and 
the  report  further  contained  a 
suggestion  for  a biopsy  if  clinical- 
ly appropriate. 

The  subject  of  the  report  was 
a 55-year-old  woman  who  had  as- 
siduously been  obtaining  mam- 
mograms annually.  Almost  one 
year  later,  on  Mother’s  Day,  the 
patient  palpated  a lump.  Shortly 
thereafter  breast  cancer  was 
diagnosed,  and  the  lump  mea- 
sured 1.5  cm. 

The  patient  opted  for  a mastec- 
tomy. There  was  no  evidence  of 
node  involvement,  and  the  cancer 
did  not  progress  past  stage  1. 

A malpractice  action  was 
brought  in  New  Jersey  against  the 
family  physician  and  against  the 
radiologist  who  had  checked  the 
normal-findings  box  on  behalf  of 
the  patient’s  health  maintenance 
organization.  In  the  suit,  the  pa- 
tient alleged  that  she  had  a non- 
palpable  mass  of  .5  cm  at  the 
time  of  initial  presentation  and 
would  have  obtained  a lumpec- 
tomy on  the  basis  of  a timely  and 
correct  biopsy  report. 

The  suit  did  not  list  the 
radiologist  who  had  performed 
the  test  and  prepared  the  report. 
The  defense  disputed  the  claim 
that  the  patient  would  have  opted 
for  lumpectomy  at  the  .5  cm 
phase.  Expert  evidence  disclosed 
that  the  patient’s  survival  odds 
diminished  from  98  percent  to  85 
percent  due  to  the  delay. 

The  jury  found  the  family 
physician  was  75  percent  negli- 
gent and  the  defendant  radiologist 


was  25  percent  negligent.  The 
jury  assessed  damages  at 
$850,000  for  the  patient  and 
$150,000  for  her  husband. 

Foot  infection  in  diabetic.  A 
23-year-old  waitress  with  diabetes 
bruised  her  heel  while  on  the  job. 
She  obtained  physical  therapy  at 
the  office  of  her  internist  during 
several  summer  visits,  while  she 
also  attended  college  courses  and 
prepared  for  her  wedding. 

The  condition  worsened.  A 
blood  blister  formed,  with  pro- 
gressive pain  and  discoloration. 
The  patient  suffered  necrosis  that 
required  debridement  and  led  to 
a loss  of  some  soft  tissue  around 
the  heel. 

Claiming  that  the  physician 
should  have  hospitalized  the  pa- 
tient and  administered  a course  of 
antibiotics  intravenously,  the  pa- 
tient brought  a malpractice  action 
against  the  physician  in  New 
Jersey.  The  physician  argued  that 
the  patient’s  condition  had  de- 
teriorated when  she  failed  to 
follow  his  advisements  to  avoid 
bearing  weight.  The  jury  found 
for  the  defendant. 

Hernia  repair  complication. 
Following  surgical  repair  of  an  in- 
guinal hernia,  a man  in  his  50s 
experienced  testicular  atrophy 
that  led  to  surgical  removal  of  a 
testicle.  In  a New  Jersey  malprac- 
tice action  against  the  general 
surgeon,  the  patient  alleged  that 
the  injury  resulted  from  negligent 
ligation  of  the  spermatic  cord 
with  a suture  during  the  opera- 
tion. 

An  expert  general  surgeon  tes- 
tified for  the  plaintiff  that  the  in- 
jury would  not  have  occurred  in 
the  absence  of  negligence.  The 
defense  asserted  that  the  injury 
probably  was  caused  by  the  un- 
avoidable development  of  a 
hematoma,  and  the  defense  also 
noted  that  the  surgical  record  did 


not  contain  any  mention  of  liga- 
tion of  the  spermatic  cord. 

While  the  action  was  pending, 
the  patient  died  of  a heart  attack. 
The  jury  found  for  the  defendant. 

Glass  in  foot.  A 37-year-old 
physical  education  and  health  in- 
structor, captain  of  the  U.S. 
lacrosse  team  in  World  Cup  com- 
petition, and  an  avid  marathon 
runner  and  sometime  triathlete, 
was  windsurfing  in  Barnegat  Bay. 
As  the  athlete  was  leaving  the 
water  and  wearing  diver’s  booties 
with  half-inch  soles,  she  felt  a 
sharp  pain  in  the  foot,  apparently 
caused  by  stepping  on  a sharp 
object. 

The  woman  presented  at  a 
hospital  emergency  department. 
There  an  emergency  physician 
probed  and  irrigated  the  wound, 
administered  a tetanus  injection, 
and  prescribed  antibiotics.  Over 
the  next  four  days,  the  patient 
experienced  swelling,  pain,  and 
discoloration.  She  returned  to  the 
hospital,  where  the  same  emer- 
gency physician,  answering  a 
page  and  visiting  her  in  a waiting 
room,  advised  her  to  apply  ice 
and  elevate  the  foot. 

The  pain  persisted,  although 
the  swelling  and  discoloration  dis- 
sipated. The  patient  later  recol- 
lected experiencing  a “crunching 
sensation  when  she  touched  the 
wound  site.  She  returned  again  to 
the  hospital,  this  time  visiting  a 
supervising  physician,  who  re- 
moved two  pieces  of  glass  and 
probed  the  wound. 

During  the  patient’s  three 
emergency  department  visits,  x- 
rays  were  not  taken.  When  pain 
persisted  over  the  subsequent 
eight  to  ten  months,  the  patient 
presumed  that  the  healing 
process  was  slow. 

Then,  while  officiating  at  a 
lacrosse  game,  she  ran  and 
pivoted  and  promptly  felt  shoot- 
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ing  pain  travel  up  her  leg.  There- 
after she  noticed  numbness  in  the 
foot,  a clawing  of  the  toes,  and 
occasional  sudden  inability  to  use 
the  foot. 

Another  physician  x-rayed  the 
foot  and  found  glass  particles.  An 
orthopedic  surgeon  removed 
eight  to  ten  pieces  of  glass.  The 
patient’s  new  physician  found  that 
the  glass  had  migrated  and  be- 
came granulated  during  the  seven 
months  of  nontreatment,  causing 
significant  nerve  damage. 

The  patient  brought  a malprac- 
tice action  against  the  two  emer- 
gency physicians  and  the  hospital. 
Her  physician  told  the  New 
Jersey  court  that  permanent  and 
extensive  pain  and  restriction 
were  caused  by  the  neurologic  in- 
sult experienced  on  the  lacrosse 
field. 

Confronting  the  patient,  ac- 
cording to  her  physicians,  is  a 
choice  between  the  serious  risks 
of  surgery  and  a relatively  seden- 
tary lifestyle.  She  made  no  in- 
come claims.  On  cross-examina- 
tion, the  supervising  physician 
admitted  that  he  would  have  or- 
dered an  x-ray  had  he  known  that 
the  test  could  have  detected  the 
presence  of  glass.  The  jury  found 
for  the  plaintiff  and  awarded  $5.2 
million. 

“Tummy  tuck.”  In  an  effort  to 
remove  excess  fat,  a woman  in  her 
mid-30s  chose  to  undergo  cos- 


metic abdominal  surgery.  In  a 
consultation  before  the  surgery,  a 
friend  of  the  strictly  Spanish- 
speaking patient  acted  as  trans- 
lator for  her  and  the  strictly 
English-speaking  plastic  surgeon. 

After  the  operation,  the  patient 
sued  the  plastic  surgeon  for  fail- 
ing to  obtain  informed  consent 
properly.  The  surgeon,  said  the 
plaintiff,  made  a vertical  as  well 
as  horizontal  incision.  Had  she 
known  that  a vertical  incision 
would  be  made  instead  of  only  a 
horizontal  incision  below  the 
pantv  line,  she  insisted,  she  never 
would  have  consented  to  the 
procedure. 

In  defense  the  surgeon  pointed 
to  a diagram  that  he  had  drawn 
for  the  patient  and  placed  in  the 
medical  record.  The  diagram  in- 
cluded a scar  from  a previous 
gallbladder  operation.  Clearly, 
said  the  surgeon,  the  diagram  re- 
vealed his  intention  to  incor- 
porate this  scar  in  the  new  in- 
cision. 

The  written  informed  consent 
was  vague  as  to  incisions.  At  trial, 
the  translator  admitted  receiving 
some  information,  on  another 
aspect  of  the  case,  which  had  not 
been  communicated  to  the  pa- 
tient. 

In  a separate  contention,  the 
plaintiff  claimed  that  two  in- 
cisions constituted  an  improper 
approach  that  compromised  the 


circulation,  causing  an  infection 
and  necessitating  additional  sur- 
gery and  scarring.  The  defense  j 
responded  that  the  two-incision 
approach  was  safer  and  would 
cause  less  tissue  to  be  disrupted. 

The  verdict  was  for  the  defense 
on  all  issues. 

Finger  laceration.  Falling  on 

glass,  a man  in  his  30s  lacerated 
his  wrist  in  the  dorsal  area.  An 
emergency  physician  sutured  the 
wound  and  scheduled  a followup 
visit  for  two  days  later. 

Ten  days  after  the  accident, 
when  the  sutures  were  removed, 
a tear  was  found  in  the  patient  s 
little  finger,  running  across  the 
site  of  the  original  lateral  lacera- 
tion. Despite  orthopedic  surgery, 
the  patient  apparently  will  be 
unable  to  bend  the  finger. 

The  patient  sued  the  emergen- 
cy physician  for  malpractice  for 
failing  to  diagnose  the  tear.  An 
expert  orthopedic  surgeon  testi- 
fied for  the  plaintiff  that,  because 
of  the  restriction  in  the  fingers, 
the  injury  should  have  been  ob- 
servable upon  the  original  ex- 
amination. 

Hut,  the  tear  must  have  ex- 
tended afterwards,  countered  the 
defendant,  who  also  noted  that 
the  patient  had  failed  to  keep  the 
appointment  for  the  initial  fol- 
lowup visit.  The  jury  found  that 
the  defendant  was  not  negligent. 


MALPRACTICE  POLICY  DEVELOPMENTS 


Clinical  guidelines  debate.  Are 

clinical  guidelines  — “practice 
protocols  — of  greater  benefit  to 
defendants  or  to  plaintiffs  in 
malpractice  suits?  The  evidence 
remains  murky,  reflects  Medical 
Liability  Monitor  in  a recent 
article. 

Last  fall,  a Wall  Street  Journal 
report  of  a Harvard  School  of 


Public  Health  study  suggested 
that  plaintiffs  use  guidelines  three 
times  more  frequently  than  de- 
fendants. But,  when  a defendant 
can  prove  adherence  to  guide- 
lines, the  defense  is  greatly 
strengthened,  said  the  report. 

According  to  an  American 
Medical  Association  official  cited 
by  the  newsletter,  trial  lawyers 


are  attending  seminars  about  the 
guidelines.  But,  leading  spokes- 
men for  anesthesiology  organiza- 
tions are  quoted  as  saying  that 
anesthesiology  guidelines  prevent 
mortality  and  serve  defendants. 


MALPRACTICE  AND  OTHER  CASES 


Overworked,  undertrained  re- 
sidents. Libby  Zion  was  partly 
responsible  for  her  own  death,  a 
New  York  county  jury  has  found. 
In  the  celebrated  1984  medical 


case  that  partially  led  to  tighter 
state  restrictions  on  the  use  of 
residents  in  emergency  depart- 
ments, the  daughter  of  journalist 
Sidney  Zion  died  eight  hours  after 


presenting  with  a high  fever. 
Three  of  four  physicians  who 
were  defendants  in  the  Zion  case 
were  found  negligent  for  adminis- 
tering Demerol®.  But.  the  patient 
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was  50  percent  responsible  for 
her  death  for  failing  to  mention 
that  she  had  used  cocaine  and 
several  other  drugs  before  coining 


HEALTH  CARE  FINANCING 


Immunosuppressive  drug 
phase-in.  Beginning  with  patients 
discharged  in  July,  Medicare  will 
provide  reimbursement  for  36 
months’  worth  ol  immunosup- 
pressive drugs  in  organ  transplant 


to  the  hospital,  according  to  the 
jury. 

Damages  were  assessed  at 
$750,000,  and  reduced  by  one- 


cases.  The  1993  version  ol  the 
Omnibus  Budget  and  Reconcilia- 
tion Act  (OBRA  93)  extended  the 
limit  gradually  past  the  12-month 
cap  then  in  effect.  For  additional 
information,  contact  the  supplier 


half.  The  jury  cleared  the  hospital 
ol  wrongdoing. 


hotline  for  The  Travelers,  which 
is  the  Region  A durable  medical 
equipment  carrier,  at  717/ 
735-9445.  □ James  E.  George, 
MD,  JD,  and  Neil  E.  Weisfeld, 
JD,  MSHvg 
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BOOK  REVIEWS 


LUPUS  HANDBOOK  FOR  WOMEN 


Robin  Dibner,  MD ■ Carol  Cole- 
man. “Doctor,  where  can  I find 
more  information  on  lupus?”  This 
question  often  is  posed  to  physi- 
cians across  the  state.  There  now 
is  a reliable  source  to  recommend 
to  patients.  Lupus  Handbook  for 
Women  is  a comprehensive,  well- 
written  handbook  for  female  pa- 
tients with  lupus.  One  of  the 
authors  suffered  from  Crohn’s 
disease  as  a young  woman,  which 
has  helped  her  to  develop  ex- 
cellent insight  into  the  problems 
of  coping  with  chronic  diseases 
such  as  lupus.  Chapters  on 
managing  health  and  living  with 
lupus  obviously  are  written  by 
someone  who  has  suffered  from  a 
chronic  disease  and  has  great  em- 
pathy. These  chapters  contain 


very  practical  solutions  for  com- 
plex problems.  The  authors  seem 
very  upbeat  and  attempt  to  get 
patients  involved  with  their  care 
as  manifested  by  statements  such 
as,  “The  patients  who  fare  the 
best  are  the  ones  who  early  on 
become  active  partners  with  their 
physicians  in  managing  their  ill- 
ness.” There  also  is  an  excellent 
chapter  on  the  lupus  patient  deal- 
ing with  her  children  and  other 
family  members.  These  aspects 
often  have  been  neglected  in 
other  texts.  Overall,  this  is  an  ex- 
cellent handbook,  particularly  for 
the  new  patient  diagnosed  with 
lupus.  I will  gladly  recommend 
this  book  to  patients  in  the  future. 
□ Sheldon  D.  Solomon,  MD 


SOLVING  PROSTATE  PROBLEMS 


Martin  Gelbard,  MD , William 
Bentley.  New  York,  NY,  Fireside, 
1995.  I recommend  this  book  to 
any  layperson  interested  in  or 
concerned  about  his  prostate.  It  is 
well  written  and  covers  every 
aspect  of  the  prostate.  Solving 
Prostate  Problems  has  the  right 
amount  of  detail,  presenting  in- 


formation without  a lot  of  filler 
material. 

As  I suspected,  Dr.  Gelbard 
prepared  the  illustrations  in  this 
book.  They  are  clear  enough,  but 
the  book  could  have  been  im- 
proved by  the  assistance  of  a 
professional  illustrator.  □ Robert 
Zufall,  MD 


SPORTS  MEDICINE  FOR 


PRIMARY  CARE  PHYSICIAN 


Richard  B.  Birber.  Boca  Raton, 
FL,  CRP  Press.  This  textbook 
does  exactly  what  the  title  im- 
plies: it  provides  an  excellent 
generalized  reference  for  the 
primary  care  physician  involved 
in  the  care  of  athletes. 

This  softcover  book  of  636 
pages  reviews  all  aspects  of  the 
care  and  treatment  of  the  athlete, 
but  does  not  go  into  details  of 
specialized  care.  The  chapters  are 
well  defined  and  concise.  Most  of 
the  53  chapters  have  specific  ref- 
erences and  suggested  readings. 


The  chapters  are  well  arranged 
by  topics;  most  are  readable,  but 
some  are  more  esoteric  than 
others.  There  are  several  illustra- 
tions that  are  well  done. 

This  is  a very  useful  and  com- 
prehensive book  for  the  family 
practitioner  involved  in  the  care 
of  athletes.  It  is  recommended 
reading  for  those  for  whom  it  is 
intended.  □ Christine  E.  Hay- 
cock, MD 
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Right  foot,  plantar 
surface  of  a 45-year-old 
male  with  diabetes. 


Week  one 


complete 
treatqpfent  program 

ronic  wounds 


Only  the  Wound  Care  Center®  offers  a comprehen- 
sive outpatient  wound  management  program  pro- 
vided by  an  expert  team  of  physicians,  nurses,  and 
technicians.  Located  in  select  hospitals,  each  center 
provides  a treatment  program  that  includes: 

• wound  assessment  and  classification 

• vascular  studies 

• infection  control 

• aggressive  debridement 

• growth  factor  therapy 

• protective  devices 

• patient  education 

When  you  refer  your  patient  to  the  Wound  Care 
Center  you  will  remain  an  active  member  of  your 
patient's  health  management  team.  As  an  adjunc- 
tive therapeutic  service,  the  Wound  Care  Center 
assists  in  your  total  wound  management. 

To  refer  a patient  or  obtain  further  information, 
contact  the  Wound  Care  Center  nearest  you. 


To  refer  a patient  or  obtain  further  information, 
contact  the  Wound  Care  Center  nearest  you. 


For  your  patients  with  wounds  that  won’t  heal. 


Clara  Maass  Health  System  Inc. 

36  Newark  Avenue  • Belleville  • NJ  • 07109  • 201-450-0066 


Englewood  Hospital  and  Medical  Center 

350  Engle  Street  • Englewood  • NJ  • 07631  • 201-894-3361 


Mercer  Medical  Center 

446  Bellevue  Avenue  • Trenton  • NJ  • 08607  • 609-695-0022 
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Morristown  Memorial  Hospital 

95  Mt.  Kemble  Avenue  • Morristown  • NJ  • 07962  • 201-971-4551 


William  B.  Kessler  Memorial  Hospital 

630  S.  White  Horse  Pike  • Hammonton  • NJ  • 08037  • 609-561-5? 


Wound  Care  Center*  is  a registered  iradcmaric  of  Curative  Technologies.  Inc,  East  Sciaukrt.  NY 
Wound  Care  Centers  are  owned/operated  by  select  hospitals  affiliated  with  Curative  Technologies.  Inc 


Copyright  © 1995,  Curative  Tecluiokigies,  Inc  All  rights  reserved. 
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Princeton  Pain  Management  Center 

Leslie  M.  Greenberg,  M.D.,  Director 

A Multidisciplinary  Approach  to  Pain 

Coordinated  By  Board  Certified,  Harvard  Trained 
Anesthesiologists  In  a Caring,  Supportive  Atmosphere 

727  State  Road,  Princeton,  NJ  08540 
609-683-9779 


, ARE  YOUR  GROUP  HEALTH  COSTS 

* SIPHONING  OFF  YOUR  PROFITS??? 

“ We  have  been  Successful  in  Saving  other 
practices  as  much  as  $600  per  month!! 

Call  or  FAX  Angela  Tartell 
(201)  347-9041 

10  + years  experience  in  life  and  disability  insurance, 
business  buyouts,  financial  planning  techniques  as- 
sociated with  pension  plans  and  estate  liquidity,  as  well 
as  group  health  coverage. 

MEMBER:  NALU 


MANAGED 

OnE^SjonP 


We  can  help 


Now  is  the  time  for  you  to  solidify  contracts  with 
managed  care  organizations  that  can  direct  patients 
to  your  office  - HMOs,  PPOs,  TPAs,  self-insured 
companies  and  others. 

MedHealth  Management  Corporation  maintains  a 
complete  database  of  managed  healthcare 
companies  licensed  to  operate  in  New  Jersey.  Our 
experienced  team  can  handle  all  of  your  contracting 
needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 


This  service  is  available  to  individual  and  group 
practices  as  well  as  specialty  centers. 

MedHealth  Management  Corporation 

370  North  Street 

T eterboro,  N J 07608  (20 1)  641-1911 


Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 

For  more  information,  please  contact 
Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  and  Dover  • Delaware 
New  York  • New  York 
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LETTERS  AND  VIEWPOINTS 


GOOD  MEDICAL  CARE 


The  editorial  in  the  January 
1995  issue  of  New  Jersey 
MEDICINE  has  provided  me 
(through  your  always  astute, 
scientific,  yet  humanistic  com- 
ments on  sundry  subjects)  a 
stimulus  to  reply  to  your  sugges- 
tion for  comments. 

In  the  seemingly  daily  con- 
tusion of  “providers-corisumers,” 
managed  care,  and  improved 
quality  of  care  plus  many  other 
euphemistic  phrases,  you  have 
published  a reprint  of  the  most 
brilliant,  proper,  understandable, 
and  correct  viewpoint  of  what  all 
in  medicine  feel  but  are  unable  to 
express  so  clearly.  Namely,  the 
article  by  Patricia  Macchia,  PhD. 
It  should  be  read  by  even'  private 
practitioner  of  medicine.  Presi- 
dent Clinton,  senators,  represen- 


tatives, and  all  patients.  She 
should  receive  a commendation 
worthy  of  her  clearly  outlined 
diagnosis  and  treatment  of  the 
very  vital  issue  of  health  care  in 
this  country.  I salute  her  from  a 
distance  but  would  like  to 
personally  congratulate  her. 

I am  77  years  old,  retired  after 
52  years  of  private  practice  and 
disturbed  by  the  forces  that  mean 
well  but  can  cause  chaos,  yet 
elated  at  a light  in  the  darkness 
of  private  and  selfish  corporations 
that  seek  to  replace  person-to- 
person  care  with  a telephone  that 
has  buttons  to  push  for  personal 
contact. 

Continue  your  good  work.  Your 
editorials  are  informative  and 
necessary  in  these  troubled  times. 
□ Nicholas  J.  Arcomano,  MD 


HELLO  OUT  THERE 


Hello.  Is  there  anyone  out 
there?  Or  am  I the  only  one  who 
feels  this  way?  I remember  when 
I was  applying  to  medical  school 
there  was  a standard  question 
asked,  “Why  do  you  want  to  be 
a doctor?  Some  of  the  interview 
taboos  were  to  state  that  you  were 
applying  to  medical  school  be- 
cause it  was  a good  way  to  earn 
lots  of  money  or  it  was  better  than 
being  a lawyer.  The  answer  then, 
as  it  probably  still  is  today,  was 
that  one  wanted  to  be  a doctor 
because  of  the  desire  to  help  peo- 
ple, because  you  wanted  to  re- 
lieve the  suffering  of  mankind 
even  in  some  small  way  or  to 
dedicate  yourself  to  the  comfort 
of  those  who  could  not  help  them- 
selves. Though  it  sounds  like  an 
application  to  saint  school,  I know 
these  or  similar  words  were 
spoken  by  every  applicant.  I 
would  like  to  see  those  appli- 
cation essays  today  that  some  of 
my  fellow  colleagues  wrote  back 


then!  I too,  said  those  things  and 
I believed  what  I said.  I was 
sincere.  No,  I did  not  become  a 
missionary  to  tend  to  the  sick  in 
some  distant  land.  I went  home 
to  practice. 

The  credo  in  our  office  was  that 
we  would  treat  all  patients  regard- 
less of  their  ability  to  pay.  This 
may  be  said  by  many,  but  we 
practiced  it.  We  worked  hard  and 
derived  a great  deal  of  satisfaction 
from  our  work.  Despite  the  large 
numbers  of  patients  we  saw,  I 
earned  a modest  income. 

I continued  to  practice  my 
idealized  notion  of  medicine.  I 
felt  if  I remained  honest  and  a 
patient  advocate  and  practiced  my 
art  at  a high  level,  I would  be  able 
to  survive.  But  there  has  been  a 
fundamental  change  in  medicine 
where  physicians,  like  myself, 
who  really  believe  that  it  is  a gift 
to  practice  medicine  are  soon  to 
be  extinct. 

The  practice  of  medicine  is 
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being  dismantled  for  all  the 
wrong  reasons.  I never  viewed 
myself  as  economically  aggressive 
but  I was  recently  told  that  if  I 
do  not  change,  I will  not  survive 
as  a physician.  Unfortunately, 
what  we  were  told  about  working 
hard  for  our  patients  does  not 
seem  to  cut  it  anymore.  You  need 
an  angle.  I do  not  like  the  idea 
that  patients  are  sent  to  me  be- 
cause my  name  is  on  a preferred 
HMO  list.  If  a person  comes  to 
my  office  I hope  they  are  there 
because  they  want  to  be  there. 
Whether  they  were  recommend- 
ed by  a friend  or  a family 
member,  or  just  happy  with  what 
I do  as  a physician  should  be  their 
sole  motivation.  I feel  there  still 
is  hope  for  the  way  I practice 
medicine.  However,  seeing  hope 
in  places  where  no  one  else  looks 
perhaps  is  my  fatal  flaw. 

How  can  the  torch  of  medicine 
be  passed  if  a young  person  (who 
gives  up  almost  a decade  of  life 
for  training  and  accumulates  a 
mountain  of  debt)  keeps  a straight 
face  when  asked  why  he  wants  to 
be  a doctor?  (I’m  sorry  but  I think 
we  now  are  called  providers).  Is 
the  answer  now  that  he  enjoyed 
being  thrifty  as  a youth  and  be- 
lieves these  principles  can  be  use- 
ful as  an  HMO  doctor  or  that  as 
a good  corporate  player,  cus- 
tomers can  be  served?  Does  the 
answer  really  make  a difference 
when  the  managed  care  physician 
panels  are  closed  even  before  the 
first  medical  book  is  opened? 

Unfortunately,  the  essence  of 
medicine  is  in  that  undefinable 
aspect  of  loving  what  you  do. 
How  else  can  you  get  out  of  bed 
night  after  night  or  miss  your 
child’s  birthday  party?  You  do  it 
because  it  counts,  not  to  some 


coiporate  bottom  line,  but  it 
counts  to  you  and  to  the  patient, 
and  the  world  is  made  a little 
better  for  it.  Once  this  notion  is 
transposed  into  a job — a corpo- 
rate entity— something  is  lost  and 
cannot  be  regained  or  taught.  It 
is  within  and  is  the  essence  of  the 
question  of  why  do  you  want  to 
be  a doctor. 

Both  patient  and  doctor  lose 
something  when  this  trans- 
position takes  place.  The  doctor 
views  his  patient  as  a capitation, 
a co-payment,  or  as  a client  or 
customer.  Self-interest  becomes 
the  primary  concern  and  sincerity 
falls  by  the  wayside.  The  patient 
views  the  physician  as  an 
employee  and  not  a friend.  A pa- 
tient becomes  demanding  and 
suspicious  of  the  physician. 
Employees  try  to  make  you  happy 
or  they  might  get  fired.  Friends 
try  to  tell  you  the  truth  and  help 
get  you  through  tough  times.  But 
as  an  employee,  resources  cannot 
be  wasted  or  a pink  slip  awaits, 
so  the  doctor  cannot  make  the 
patient  too  happy. 

I am  told  I am  not  practical  and 
I had  better  get  in  step.  I am 
sorry  but  I seem  to  be  lost  in 
time.  Anyway,  someone  has  to 
keep  the  torch  burning,  and  those 
of  us  who  do  will  find  each  other 
in  this  corporate  darkness.  Be- 
cause when  the  corporate  types 
have  sucked  all  the  profits  out, 
they  will  drop  us  like  they  did  the 
savings  and  loan  institutions,  leav- 
ing us  torehees  to  clean  up  the 
mess. 

So  let  me  ask  the  question 
again — why  do  you  want  to  be- 
come a doctor?  Or  perhaps  it 
should  be,  why  did  you  become 
a doctor?  □ Richard  J.  Wein,  MD 


298 


NEW  JERSEY  MEDICINE 


DO  YOU  HAVE  THE  RIGHT  TIME? 


It's  9:40 

In  the  morning  . . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It's  8:05 

In  the  evening  and 
you  begin  to  wonder 
"How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS  AGENCY 

1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 

FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  3 EXECUTIVE  BLVD.  YONKERS,  NY  10701 
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Joseph  A.  Britton  Agency 


As  specialists  in  medical  malpractice 
for  over  20  years,  we  understand  the 
unique  insurance  needs  of  New 
Jersey  physicians.  Our  advantages: 

• Currently  serve  thousands  of  the 
state's  physicians 

• Prompt  premium  quotes 

• Discounts  for  new  practitioners 

• Directly  issue  policies  and 
endorsements 

• Easy  payment  options 

• Prompt  guidance  in  claim  matters 

• Princeton  Insurance  Company’s 
Largest  Agent 

Our  fully  licensed,  knowledgeable  staff 
responds  to  questions  and  special 
requests  promptly  and  professionally. 

Joseph  A Britton  Agency,  Inc. 

855  Mountain  Avenue 
Mountainside,  NJ  07092 
908/654-6464  


Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costly  mistakes— have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

• Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

• Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

• Customized  OSHA  Safety  Training  Programs 

• NEW!  Infection  Control  Plan  for  TB 
v*  Authorized  distributor  of  NIOSH 

approved  HEPA  respirators 
v*  Training  and  fit  testing  available 


P.O.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P.O.L.  Experience 
Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance— our  Clients  Pass  Inspections! 
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We  know  that  practicing  medicine 
is  your  primary  concern. 

The  professionals  at  Healthcare  Management  Partners  will  take  away 
the  time-consuming  administration  and  pressures  of  billing,  collections, 
follow-up,  office  management,  and  system  maintenance,  so  you  can 
concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find  out  more. 

Practice  Assessments  • Billing  & Collection  • MIS  Systems 
Group  Practice  Formation  • Practice  Management  • Income  Distribution 

T 

HEALTHCARE  MANAGEMENT  PARTNERS 

PARTNERS  IN  PROFIT 

200  Canal  Pointe  Boulevard  • Princeton,  N]  08540-5998  • 609-734-0443  • FAX  609-243-9799 

A Division  of  Health  Information  Consulting  Services,  Inc. 
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EDITOR  S DESK 


MANAGED  CARE:  PART  II 


If  I were  to  say  that  I am  am- 
bivalent about  what  is  happening 
to  the  delivery  of  health  care  in 
this  country,  it  would  be  like  call- 
ing the  Magna  Carta  a minor 
episode  in  the  history  of  our  civ- 
ilization. Sometimes  I am  psy- 
chotic about  it.  At  times  I am 
schizophrenic.  At  other  times  I 
am  manic-depressive — manic  to 
the  point  of  taking  arms  against 
those  who  control  the  purse- 
strings, and  severely  depressed 
about  what  is  happening  to  a once 
proud  and  respected  profession. 
(Please  forgive  the  archaic 
psychiatric  terminology.) 

Robert  M.  Goldberg,  senior  re- 
search fellow  at  Gordon  Public 
Policy  Center  at  Brandeis  Univer- 
sity, is  cited  in  the  October  1994, 
issue  of  Reader's  Digest,  in  which 
he  discusses  the  reality  behind 
five  myths  driving  the  rapid 
changes  we  see.  He  notes  that 
America’s  health  spending  is  not 
out  of  control.  He  disagrees  that 
drug  prices  are  woefully  inflated. 
As  a corollary,  he  also  disagrees 
with  the  widely  held  notion  that 
drugs  are  uniformly  cheaper  in 
other  countries.  He  tries  to  dis- 
suade us  from  the  idea  that  large 
amounts  of  money  and  resources 
are  being  wasted  on  the  dying. 
And  he  condemns  the  adverse  ef- 
fect on  health  by  the  removal  of 
specialists  from  their  necessary' 
place  in  the  system— a prime 
premise  of  managed  care. 

Vincent  Navarro,  author  of 
Dangerous  to  Your  Health:  Capi- 
talism in  Health  Care,  published 
in  1993,  analyzes  portions  of  the 
recent  health  policy  debates.  He 
points  out  that  the  United  States 
health  care  system  is  layered  by 
social  class;  and  that  the  United 


Howard  D.  Slobodien,  MD 


States  is  the  only  economically 
developed  nation  in  which  losing 
one’s  job  also  means  losing  one’s 
health  care  benefits,  and  in  which 
most  of  the  uninsured  had  jobs. 
He  participated  in  President  Clin- 
ton s Health  Care  Task  Force  and 
feels,  contrary  to  popular  belief, 
that  people  are  cost-conscious 
even  when  they  are  responsible 
for  little  of  the  payment,  and  that 
large  insurance  companies  cannot 
control  both  the  costs  and  the 
quality  of  delivering  health  care. 
Nevertheless,  despite  the  opin- 
ions of  Navarro  and  others,  the 
insurers,  large  and  small,  have 
taken  over. 

There  should  be  no  doubt  that 
insurers  and  insured  employers 
make  money  by  cutting  payments 
to  physicians,  hospitals,  and  other 
providers.  Along  with  discounted 
fees,  we  have  had  to  swallow  the 
increased  number  of  hassle  fac- 
tors that  tie  us,  and  our  office 
personnel,  to  hour  after  hour  of 
anger  and  frustration.  Would  any 


of  us  have  believed,  as  recently  as 
two  years  ago,  that  the  Medicare 
patient  would  be  among  the 
easiest  to  handle  administra- 
tively? (Do  all  of  you  realize  that 
Medicare  must  provide  the  lowest 
reimbursement  in  an  area,  and,  as 
insurers  begin  paying  at  lower 
rates  than  Medicare,  the  latter’s 
rates  also  must  decline?)  The 
reader  also  is  advised  to  read  the 
articles  in  the  February  22,  1995, 
issue  of  JAMA  that  discuss  the 
discounting  of  fees,  now  and  as 
originally  portrayed  in  JAMA  ex- 
actly 100  years  before. 

There  have  been  some  prob- 
lems, to  say  the  least,  and  our 
county  medical  societies  have 
responded.  In  an  effort  to  help 
reduce  the  hassle  factors,  they 
have  sent  forms  to  our  offices  ask- 
ing us  to  document  problems  we 
have  encountered.  The  response 
has  been  meager.  Even  with  con- 
siderable input,  the  chances  of  af- 
fording meaningful  change  are 
small.  Many  conferences  have 
been  held,  and  many  more  are 
being  scheduled,  to  discuss  the 
various  aspects  of  managed  care. 
One  of  the  best  was  held  at  the 
Medical  Society  of  New  Jersey 
(MSNJ)  on  March  15,  1995,  enti- 
tled, ‘Issues  in  Managed  Care. 

Fred  M.  Palace,  MD,  presi- 
dent, MSNJ,  opened  the  con- 
ference in  his  usual  way  — smiling 
and  cordial,  but  challenging  us  to 
reflect  and  evaluate.  His  remarks 
included  the  following:  "We’ve  all 
heard  the  doom  and  gloom  proph- 
esies of  30  percent  bed  occupan- 
cy; 40  out  of  108  hospitals  closing; 
thousands  of  physicians  unem- 
ployed and  perhaps  driving  taxi- 
cabs as  nurses  and  physicians’  as- 
sistants deliver  care  to  the  80  per- 


VOL.  92-NUMBER  5 MAY  1995 


301 


cent  of  the  population  covered  by 
managed  care  companies— all  to 
take  place  by  the  end  of  the  cen- 
tury. We  have  seen  old-fashioned 
indemnity  insurance  companies 
attempt  to  manage  care  in  an  ef- 
fort to  cut  costs — with  the  resul- 
tant physician  hassling  ....  We 
have  seen  IIMOs  ‘marketing 
quality  while  competing  on  price 
and  price  alone  ....  We  already 
have  seen  a disheartening  loss  of 
physician  autonomy  ....  What 
does  the  future  really  hold?  Walt 
Kelly’s  comic  strip  character  Pogo 
said,  ‘We  are  facing  insurmoun- 
table opportunities.’  Today’s 
speakers  hopefully  will  give  us  in- 
sights into  behaviors  that  might 
maximize  our  chances  of  coming 
unscathed  into  the  21st  century 
and  maintain  the  tradition  of  the 
physician  as  professional  practi- 
tioner caring  for  his  patient. 

Richard  H.  Sharrett,  MD, 
chair,  MSNJ  Council  on  Medical 
Services,  conducted  the  con- 
ference and  introduced  the 
participants. 

William  Trombetta,  JD,  PhD, 
discussed  various  aspects  of  con- 
tracting with  managed  care  com- 
panies. lie  pointed  out  the  ten 
top  sighs  warning  of  danger: 
where  the  plan’s  obligations  oc- 
cupy three  paragraphs,  but  the 
physician’s  obligations  total  three 
pages;  the  presence  of  “hold 
harmless  -type  clauses  (as  dis- 
tinguished from  “ban  on  balance 
billing”);  termination  provisions 
without  cause  or  due  process; 
“distance  clauses  that  tend  to  ex- 
empt the  insurer  from  respon- 
sibility for  cost-related  decisions; 
exclusive  contracts  that  reject  the 
participation  of  the  physician  with 
other  plans;  unreasonable  utiliza- 
tion and  quality  assurance  pro- 
grams; capitation  without  escape 
mechanisms;  restrictive  covenants 
that  assess  unfair  damages  to  the 
physician;  requirements  that  the 
physician  must  determine  the  co- 


ordination of  benefits;  and  stric- 
tures against  the  ability  of  the 
physician  to  reject  new  patients 
under  certain  conditions,  such  as 
leaving  a practice.  Other  caveats 
of  lesser  degree  also  were  dis- 
cussed. 

Ann  Bitton  Gavzy,  Esq,  gave  a 
measured  and  erudite  presenta- 
tion entitled,  “Managed  Care  in 
New  Jersey:  Trends,  Strategies, 
and  Options  for  Physicians.  The 
objectives  were  to  give  an  over- 
view of  the  ABCs  of  managed 
care,  to  delineate  the  changes  in 
the  traditional  role  of  providers  in 
the  New  Jersey  landscape,  and  to 
point  out  some  strategies  for 
physician  survival.  She  discussed 
the  continuum  of  care,  from  the 
least  restrictive  (pure  indemnity), 
through  PPOs  and  HMOs,  to  the 
most  restrictive  (group  or  staff 
model  HMOs).  All  were  analyzed 
in  some  detail  and  Ms.  Gavzy, 
noting  again  the  oft-quoted 
golden  rule,  “Those  with  the 
gold  make  the  rules,  advised 
physicians  to  move  toward  inte- 
grated organizations,  both  hori- 
zontal and  vertical. 

Len  Fishman,  Esq,  commis- 
sioner of  health,  spoke  about 
managed  care.  The  talk  was  meaty 
and  is  presented  in  this  issue  in 
its  entirety.  He  also  accepted 
questions  from  the  audience.  In 
answering,  he  pointed  out  that 
the  New  Jersey  State  Department 
of  Health  (DOH)  oversees 
HMOs,  not  other  insurers,  al- 
though it  could  oversee  networks. 
DOH  will  do  more  monitoring 
and  followup  of  HMOs  after  giv- 
ing certificates  of  authority.  DOH 
also  will  consider  protocols  for 
uniform  disclosure  (“truth  in 
advertising  ) and  may  consider 
developing  a booklet  to  sum- 
marize the  various  plans,  as  is 
done  in  California.  Data  on  out- 
come and  quality  also  are  being 
prepared  as  a long-term  project. 

Joseph  W.  Sokolowski,  Jr,  MD, 


focused  on  quality  issues  in  the 
relationship  between  physician 
and  patient.  He  spoke  of  the 
Demings  and  Duran  criteria  relat- 
ing to  continuous  quality  im- 
provement. He  emphasized  that 
health  care  is  a marketable  com- 
modity and  that  a satisfied  patient 
is  a compliant  one.  Dr.  Sokolow- 
ski familiarized  the  audience  with 
the  American  Medical  Review  Ac- 
tivity Corporation  (AM  RAC), 

owned  by  MSNJ,  which  is  de- 
veloping methods  of  evaluating 
both  quality  itself  and  quality  con- 
trols. (Parameters  of  care  are  both 
praised  and  condemned,  but,  na- 
tionwide, 1,500  to  1,600  already 
have  been  formulated.) 

The  afternoon  session  of  the 
conference  was  devoted  to  a 
roundtable  on  the  quality  of  care 
and  the  quality  of  its  delivery. 
Steve  Adubato,  Jr,  teacher, 
columnist,  radio  and  television 
personality,  and  former  legislator, 
was  the  dynamic  interlocutor. 
Representatives  of  most  of  the 
prominent  managed  care  com- 
panies were  there  and  exhibited 
a remarkable  equanimity  in  the 
face  of  many  incisive,  critical,  and 
often  barbed  comments  and  ques- 
tions. The  common  theme  of  the 
audience  was,  “The  nonphysician 
companies  are  interested  only  in 
the  bottom  line.  When  these  or- 
ganizations say  they  are  improv- 
ing the  quality  of  care,  they  have 
no  scientific  basis  to  say  so. 
(Ralph  Kristeller,  MD,  knowl- 
edgeable in  such  matters,  opined 
privately  that  “one  anecdote  is 
considered  anecdotal,  two  anec- 
dotes constitute  data,  and  three 
anecdotes  represent  statistics 
upon  which  to  base  conclusions. ”) 

Some  of  the  statements  and 
recommendations  by  the  nonphy- 
sician HMO  administrators  war- 
rant repetition:  “Medical  doctors 
are  upset  because  they  are  being 
asked  to  market  and  to  compete 
and  they  don’t  know  how”; 
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“Medical  doctors  now  are  com- 
peting against  medical  doctors  in 
the  same  fields  to  maintain  ex- 
clusivity”; “Large  employers,  as 
well  as  HMOs,  can  dictate 
choices  of  providers,  including 
hospitals”;  “Physicians  need  to 
develop  statistics  about  their 
practices.’ 

Bragging  about  better  health 
care  is  merely  self-serving  if  the 
proof  is  lacking.  Even  if  it  were 
true,  are  the  important  in- 
tangibles being  ignored?  So- 
called  preventive  care,  whose 
equivocal  values  I critiqued  in  a 
previous  editorial,  is  inexpensive 
when  compared  to  the  amount  it 
would  cost  to  give  people  the  ap- 
propriate care  or  consultations 
now  being  denied  in  too  many 
instances.  Can  you  imagine  what 
would  happen  if  insurers  could  be 
sued,  and  pay  out,  for  non- 
economic damages  like  pain  and 
suffering? 

The  future  is  unknown,  but  it 
is  depressing  to  many  physicians, 
especially  old-timers,  who  feel 
like  dinosaurs.  An  article  in  the 
American  Medical  News  ol  March 


VOL.  92-NUMBER  5 MAY  1995 


13,  1995,  noted  that  Minnesota 
researchers  are  trying  to  ascertain 
why  more  than  2,300  doctors  gave 
up  their  Minnesota  licenses  in 
1993,  the  year  a $400  surcharge 
was  placed  upon  them.  Was  it  the 
surcharge?  Was  it  the  pervasive- 
ness of  the  managed  care  environ- 
ment in  one  ol  the  two  states  most 
heavily  blanketed  by  managed 
care?  What  will  happen  to  the 
delivery  of  care  in  the  state  of 
Minnesota?  What  will  happen  to 
the  delivery  of  care  in  the  coun- 
try? Julie  Brown,  president,  Na- 
tional Managed  Health  Care  Con- 
gress, is  quoted  in  the  March 
1955  issue  of  Managed  Care , 
when  discussing  the  future  (ex- 
plosion) of  managed  care,  that  it 
will  go  “from  managing  care  for 
individuals  to  managing  the 
health  of  entire  communities.” 
Patients  may  suffer,  physicians 
may  suffer,  nurses  (whose  hos- 
pital positions  also  now  are  in 
jeopardy)  may  suffer,  but  the 
health  industry  entrepreneurs 
and  managers  will  prosper.  In 
1982,  I wrote  and  spoke  about 
hospitals  as  the  enemy.  In  1983, 


I wrote  and  spoke  about  govern- 
ment as  the  enemy.  In  1995,  the 
hospital  and  government  are  not 
our  bosom  buddies,  but  the  bully 
on  the  block  is  now  the  for-profit, 
nonphysician-oriented,  nonhos- 
pital-oriented, totally  business- 
oriented,  in-it-for-the-bucks  man- 
aged care  corporation.  If  Robert 
Goldberg  is  correct,  we  have  al- 
lowed a megalosaurie  cash  cow  to 
be  created  and  nourished  by  mere 
myth.  Q Howard  D.  Slobodien, 
MD 

We  have  met  the  enemy  and 
he  is  not  just  us. 

Howard  D.  Slobodien,  MD, 
with  apologies  to 
Wait  Kelly,  1995 

There  is  a strange  and 
mighty  race  of  people  called  the 
Americans  who  are  rapidly  be- 
coming the  coldest  in  the  world 
because  oj  this  cruel , man-eater 
idol  lucre. 

Edward  Dahlberg, 
Alms  for  Oblivion , 1964 
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The  MSNJ  Health  Care  Program,  now  underwritten  by  the  Provident  Life  and 
Accident  Insurance  Company,  has  not  had  a premium  rate  increase  for  over  three 
years!  When  was  the  last  time  your  insurer  increased  your  health  care  premium  rates? 


Now  is  the  right  time  to  compare  the  outstanding  benefits  and 
premium  rates  the  MSNJ  Health  Care  Plan  offers  its  members: 


Total  freedom  of  choice  when 
selecting  providers 

Full  plan  benefits  for  special 
condition  hospitals 

Full  coverage  while  traveling 
at  home  or  abroad 

Full  coverage  for  dependent 
children  to  age  23 


Continuance  of  coverage  for 
emeritus  members,  widows 
and  widowers 

Optional  dental  coverage 
available 

Dedicated  staff  of 
professionals  providing 
enrollment,  billing  and 
claims  submission  assistance 


For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  227-6484 

Plans  are  not  available  to  residents  of  New  York  State. 


DONALD  F.  SMITH 


ASSOCIATES 
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GUEST  EDITORIAL 


MANAGED  CARE 


Since  the  publication  of  NEW 
Jersey  Medicine's  first  special 
issue  on  health  care  system  re- 
form in  July  1994,  the  focus  of 
attention  has  shifted.  Demise  of  a 
federal  initiative  has  switched 
emphasis  from  the  national  scene 
to  individual  states.  Here  in  New 
Jersey,  a pro-competitive  environ- 
ment has  led  to  the  reshaping  of 
health  care  delivery  systems 
driven  by  commercial  insurers 
and  medical  center-based  health 
industry  conglomerates. 

A principal  phenomenon  of  the 
evolving  new  face  of  medical 
practice  is  that  of  managed  care. 
This  refers  to  a system  of  care  in 
which  service  is  based  on  con- 
tracts established  between  se- 
lected physicians  and  hospitals. 
Such  contracts  represent  a cost 
control  device  in  which  physi- 
cians and  hospitals  agree  to 
provide  services  at  a discounted 
rate  in  exchange  for  a guarantee 
of  patient  supply.  Many  variations 
and  many  different  models  exist. 
Although  they  accomplish  their 
purposes  in  different  ways,  all 
share  a common  characteristic, 
namely  an  attempt  to  control 
costs  by  influencing  professional 
behavior.1 

Managed  care  seeks  to  control 
costs  through  various  mech- 
anisms, including  fixed  budgets, 
prepayment  methods,  establish- 
ment of  practice  guidelines,  and 
quality  and  utilization  assessment, 
all  of  which  have  implications  for 
medical  practice.2  Managed  care 
companies,  intent  on  cutting 
costs,  have  been  accused  of 
undermining  quality  of  care,  in 
effect,  by  directing  treatment  in 
impersonal,  inflexible,  and,  some 
would  say,  arbitrary  ways. 

One  area  where  the  impact 
seems  particularly  strong  may  be 
that  of  psychiatry,  where  health 
professionals  in  the  field  and 


managed  care  companies  appear 
frequently  to  be  at  odds  over  the 
efficacy  and  legitimacy  of  treat- 
ment methods.3 

A number  of  problems  have 
been  identified  in  the  application 
of  managed  care  strategies  as  ap- 
plied to  the  practice  of  medicine. 
One  is  the  assessment  of  quality. 
How  can  quality  of  care  be  objec- 
tified to  allow  for  rational  com- 
parisons of  cost  effectiveness 
among  providers?  In  one  study 
comparing  hospital  mortality  in 
adult  patients  with  pneumonia, 
outcome  analysis  (a  technique  uti- 
lized by  managed  care  companies 
to  judge  quality  of  care)  failed  to 
reveal  any  important  differences 
between  hospitals  having  high 
and  low  mortality  rates.4 

For  physicians,  other  problems 
raised  by  the  managed  care 
philosophy  include  what  many  re- 
gard as  its  intrusiveness,  that  is, 
the  tendency  to  interpose  barriers 
between  physician  and  patient  by 
defining  limits  of  service  in  what 
may  be  seen  as  artificial  and 
capricious  ways.  Thus,  treatment 
alternatives,  second  opinions,  and 
adherence  to  practice  guidelines 
are  regarded  as  threats  to  the 
trust  traditionally  ascribed  to  the 
physician-patient  relationship. 

For  patients,  limitations  on 
choice  of  provider,  whether 
physician  or  health  facility,  may 
be  regarded  as  counterproductive 
and  divisive. 

Other  disadvantageous  features 
of  managed  care  include:  the 
seemingly  discriminatory  manner 
in  which  plans  select  their  doc- 
tors; restrictions  plans  use  to  dis- 
courage members  from  seeking 
care  from  nonparticipating  doc- 
tors; and  an  ideology  based  on 
profit-orientation  for  manage- 
ment. 

Quality  assurance  procedures, 
treatment  protocols  or  algorithms, 


regulations,  administrative  con- 
straints, practice  guidelines,  and 
utilization  review  can  all  appear 
stifling  and  seemingly  arbitrary. 

Conditions  now  are  such  that 
newly  trained  doctors  may  find 
solo  fee-for-service  practice 
prohibitive  while  restrictions  may 
apply  to  entry  into  desirable 
managed  care  programs,  creating 
a dilemma. 

On  the  other  hand,  managed 
care  may  provide  certain  advan- 
tages in  the  current  health  care 
environment  making  it  a desirable 
alternative  in  an  economically 
constraining  time.  With  the 
decline  of  traditional  indemnity 
insurance,  managed  care  rep- 
resents a workable  and  realistic 
methodology  for  providing  health 
care  coverage  to  the  greatest 
number  at  the  most  attractive 
premium.  In  addition,  managed 
care  places  a “cap  on  patient 
(“consumer  ) costs,  thus  reducing 
risk;  for  employers,  both  large  and 
small,  there  are  significant 
economic  advantages;  and  for  the 
uninsured  and  underinsured, 
alternative  funding  mechanisms 
may  provide  a means  to  sustain 
programs  like  Medicaid. 

Apart  from  the  pragmatic 
aspects  of  managed  care,  a 
number  of  fundamental  ethical  is- 
sues may  be  raised.  Physicians 
have  been  said  to  have  an  ethical 
obligation  to  provide  care  to  those 
in  need,  regardless  of  resources. 
Additionally,  individuals  have  an 
obligation  to  be  responsible  for 
their  own  health  and  health  care. 
How  can  these  ideals  be  recon- 
ciled under  a managed  care 
philosophy? 

Managed  care  presents  conflict- 
ing loyalties  for  the  physician. 
Doctors  are  expected  to  balance 
the  interests  of  their  patients  with 
those  of  other  patients,  and  the 
needs  of  patients  may  be  in  con- 
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flict  with  the  financial  interests  of 
their  payors. 

Concern  has  been  expressed 
regarding  threats  by  managed 
care  to  the  integrity  of  the  physi- 
cian-patient relationship.  Based 
on  principles  expressed  by 
Emanuel  and  Dubler,7  the  ideal 
physician-patient  relationship  re- 
quires: 

Choice.  Patients  desire  to  re- 
tain discretion  with  respect  to 
selection  of  physician  and  setting 
of  service. 

Competence.  Patients  require 
assurance  that  the  physician  is 
knowledgeable  and  technically 
adept,  and  exercises  good  judg- 
ment. 

Communication.  Physicians 
ought  to  be  capable  of  explaining 
diagnosis  and  prognosis  to  pa- 
tients in  language  they  can  under- 
stand and  with  respect  for  pa- 
tients values. 

Compassion.  Patients  want  em- 
pathetic  physicians  who  can  sup- 
port them  in  times  of  stress. 

Continuity.  Once  established, 
the  physician-patient  relationship 
ought  to  endure  over  time. 

No  conflict  of  interest.  The 
physician’s  primary  concern 
should  be  the  individual  patient’s 
well-being. 

Some  or  all  of  these  ideals  may 
be  incompatible  with  concepts  of 
managed  care.  For  example,  pa- 
tient care  needs  may  conflict  with 
the  interests  of  third-party  payors 
to  keep  costs  down.  How  to 
preserve  and  promote  the  ideal 
model  remains  a challenge  to  the 
medical  profession  as  the 
managed  care  system  evolves. 

Despite  the  criticisms  leveled 
at  managed  care,  do  opportunities 
exist  to  promote  effective  health 
system  reform?  Some  believe 
so.8'10 

One  benefit  of  an  efficient  and 
effective  integrated  health  system 
is  prevention.  Individuals  may  be 
empowered  to  make  healthful 
choices,  in  lifestyles  and  in  selec- 
tion of  prevention-oriented  pro- 
viders and  plans.  Benefit 
packages  can  be  designed  to  in- 
clude preventive  care.  Communi- 


ty and  social  programs  can  be 
geared  toward  the  same  goal.  In- 
centives can  be  provided  for 
primary  care  providers  to  under- 
take clinical  preventive  services. 
The  system  may  be  enabled  to 
broaden  its  focus  beyond  in- 
dividual services  to  include  the 
health  of  the  entire  community. 

Central  to  this  concept  is  the 
question,  "Does  investment  in 
public  health  and  preventive  care 
lead  to  reduced  expenditures 
later  on  for  illness  care?' 

Can  the  demands  of  managed 
care  be  made  congruent  with  the 
proposals  set  forth  nearly  five 
years  ago  by  the  Medical  Society 
of  New  Jersey  (MSNJ)  in  its  posi- 
tion paper.  Health  Access  New 
Jersey?"  That  position  paper 
called  for  increasing  access  to 
care  through  various  insurance 
mechanisms,  professional  liability 
reform,  development  of  profes- 
sional practice  parameters,  sup- 
port for  medical  education  and 
research,  reduction  of  the  admin- 
istrative burden  of  health  care  de- 
livery, encouragement  of  health 
promotion  and  disease  preven- 
tion, and  adherence  to  the  highest 
ethical  standards. 

With  the  advent  of  managed 
care,  MSNJ  has  specifically  ad- 
dressed a number  of  relevant  is- 
sues, summarized  in  its  recently 
published  Policy  Compendium. 
Among  others,  MSNJ  has  sup- 
ported the  following  principles: 

• Assurance  that  managed  care 
programs  afford  freedom  of 
choice  for  patients  and  physi- 
cians. With  regard  to  the  latter, 
support  for  the  concept  that  “any 
willing  provider”  who  meets 
selection  criteria  be  eligible  for 
participation  in  any  managed  care 
program  of  choice. 

• Provision  for  exemption  re- 
garding urgent/emergent  care  so 
that  individuals  will  not  be  unfair- 
ly deprived  of  needed  care. 

• Establishment  of  a managed 
care  resource  advisory  body. 

• Endorsement  of  the  concept 
of  a physician-owned  or  con- 
trolled HMO  or  independent 
practice  association. 


• Provision  for  a mechanism  of 
redress  or  appeal  in  the  event  of 
adverse  encounters  with  managed 
care  companies. 

• A regulatory  mechanism  for 
HMOs. 

Managed  care  clearly  is  impact- 
ing on  the  practice  of  medicine  in 
New  Jersey.  Physicians  must  play 
an  active  role  in  defining  the 
mechanisms  for  change  in  our 
state  s health  care  system.  □ Alan 
J.  Lippman,  MD,  guest  editor 
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COUNSELORS  AT  LAW 


Personalized  Legal  Services  for  Physicians: 
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Corporate  and  Commercial  Matters 
Employment  Issues 
Fraud  & Abuse  Audits  and  Defense 
Managed  Care  Initiatives 
Medical  Board  Proceedings 
Reimbursement  Disputes 

A Physician's  Legal  Needs  Receive  Our 
Specialized  Care 


Member,  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician  Hospital  Organizations 

/Integrated  Health  Delivery  Systems 
1044  Route  22  West,  Mountainside,  New  Jersey  07092 
908/789-7977  908/789-9699  Fax 
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t*ress  a button. 
Process  a claim.  ' 


Introducing  StatLink™  Available  through  United  Jersey  Bank,  StatLink™  is 
an  on-line,  real  time  electronic  data  interchange  (EDI)  system  that  links  your 
medical  practice  to  healthcare  carriers  around  the  country.  StatLink™  allows 
you  to  process  all  your  patients’  insurance  information  in  seconds,  at  the  touch 
of  a button,  saving  you  time  and  money.  It’s  the  fastest  and  easiest  way  to: 


(i 

t 

i 


• verify  your  patients’  insurance  eligibility 

• perform  pre-admission  certification 

• submit  clean  insurance  claims 

• check  the  status  of  claims 

• accelerate  your  reimbursement 

• perform  credit  card  and  electronic 
check  authorizations 


r ^ 

Sivr  link 

V ) 


This  greater  access  translates  into  increased  cash  flow, 
improved  productivity  and  reduced  administrative 
costs.  And  as  an  added  bonus,  if  you  sign  up  for 
StatLink™  through  United  Jersey  Bank,  you’ll  get  a free  Business  Checking 
Account  for  one  year. 


For  more  information  about  StatLink,"1  call  Tom  Ferris  at  (201)  646-5858 
or  Norm  Buttaci  at  (609)  987-3561.  And  start  operating  more  efficiently  today. 


StatLink1  M is  a registered  trademark  of 
Cooperative  Healthcare  Networks,  an  Equifax  Company. 
StatLink™  is  a wholly  owned  service  of  CHN  and  is  not 
a product  of  United  jersey  Bank. 

Member  EDIC. Member  of  LjJ B Financial  Corp.,  a financial 
services  organization  with  over  $14  billion  in  assets. 


UNITED 
JERSEY  BANK 


308  NEW  JERSEY  MEDICINE 


COMMENTARY 


COMMISSIONER  FISHMAN  ON  MANAGED  CARE 


The  following  essay  was  the 
prepared  statement  from  New 
Jersey  State  Department  of  Health 
(DOH)  Commissioner  Len  Fish- 
man. Commissioner  Fishman  ad- 
dressed a physician  audience  at 
the  MSN] -sponsored  conference 
on  managed  care  on  March  15, 
1995. 

I would  like  to  begin  by  saying 
how  much  I have  enjoyed  work- 
ing with  Fred  Palace,  MD,  and 
the  staff  of  the  Medical  Society  of 
New  Jersey  (MSNJ)  over  the  last 
year.  Dr.  Palace’s  work  on  my 
department’s  HMO  Advisory 
Committee  and  on  the  managed 
care  working  group  has  dem- 
onstrated that  he  is  an  articulate 
and  passionate  spokesman  for 
both  physicians  and  their  pa- 
tients. 

Virtually  from  the  day  the 
Whitman  administration  took  of- 
fice it  has  been  my  privilege  to 
speak  to  New  Jersey  physicians 
about  many  topics,  including 
health  care  reform.  The  last  time 
I was  here,  my  remarks  centered 
on  two  topics:  New  Jersey’s  own 
health  care  reform  initiatives,  and 
the  likely  impact  of  federal  reform 
on  the  state. 

No  doubt  like  many  of  you,  we 
expected  that  major  health  care 
reform  would  be  forthcoming 
from  Washington,  DC.  I even 
convened  a panel  of  experts  to 
assess  its  probable  impact  on  New 
Jersey. 

Of  course,  federal  reform  never 
happened.  But  here  in  New 
Jersey  reforms  in  the  public  and 
private  sectors  have  continued. 

The  public  sector  reforms  have 
three  goals:  to  increase  access  to 
care;  to  protect  the  health  of  New 
Jerseyans  by  emphasizing  preven- 
tive medicine  and  primary  care; 
and  to  ensure  that  New  Jerseyans 
get  value  for  the  dollars  they 
spend  on  health  care. 


These  goals  are  quite  similar  to 
the  four  themes  that  guide  all  our 
work  at  DOH.  To  access,  value, 
and  protection  we  have  added 
responsiveness  — a responsiveness 
that  has  manifested  itself  in  this 
case  through  the  creation  of  the 
HMO  Advisory  Committee. 

And,  because  we  believe  that 
government  should  not  do  what 
the  private  sector  can  do  better, 
we  have  encouraged  competition 
in  the  health  care  marketplace 
through,  for  example,  the  de- 
regulation of  hospital  rate  setting. 

The  cornerstone  of  this  process 
has  been — and  continues  to  be — 
insurance  reform:  reform  of  the 
individual  and  small  group  mar- 
kets, and  reform  through  the  crea- 
tion of  a subsidized  insurance 
program  called  Health  Access 
New  Jersey. 

In  every  case,  we  have  in- 
creased access  by  emphasizing 
such  features  as  guaranteed  issue, 
portability,  open  enrollment,  the 
preclusion  of  pre-existing  con- 
ditions, and  the  phasing-in  of 
community  rating.  And,  whenever 
possible,  we  have  required  that 
policy  benefits  packages  include 
coverage  of  preventive  and 
primary  care. 

As  of  today,  113,000  New 
Jerseyans  are  covered  by  the  in- 
dividual health  insurance  policies 
mandated  by  the  reform  legisla- 
tion— and  this  number  is  growing 
by  about  20  percent  a quarter. 
This  is  extremely  encouraging, 
particularly  since  nearly  one-half 
of  these  people  previously  were 
uninsured. 

With  Health  Access  New 
Jersey,  this  state  joins  the  van- 
guard of  a small  number  of  states 
that  have  created  subsidized  in- 
surance programs.  Health  Access 
New  Jersey  will  target  women 
coming  off  welfare,  the  temporari- 
ly unemployed,  and  families  with 


children.  The  program,  which  will 
be  unveiled  next  -month,  will 
provide  $50  million  in  subsidies 
this  year,  increasing  to  $150 
million  in  1997,  when  we  expect 
to  be  covering  about  100,000  New 
Jerseyans.  I would  like  to  mention 
that  Andrew  Coronado,  MD, 
played  the  lead  role  in  developing 
this  program. 

We  also  now  are  enrolling 
400,000  New  Jersey  Medicaid 
clients  into  IIMOs.  We  are  eager 
to  see  how  well  managed  care  can 
provide  disadvantaged  New 
Jerseyans  w ith  the  preventive  and 
primary  care  they  need,  and  that 
has  been  one  of  the  major  goals 
of  our  reform  effort. 

Insurance  reform  and  Medicaid 
managed  care,  along  with  the  ade- 
quate subsidies  for  charity  care 
we  now  are  try  ing  to  secure,  all 
these  initiatives  further  our  over- 
arching goal  of  increasing  access 
to  appropriate  health  care  for  all 
New  Jerseyans. 

That  is  the  scorecard  for  public 
sector  reform.  But  just  as  striking- 
ly, reform  continues  to  proceed  at 
a rapid  pace  in  the  private  sector. 
In  the  private  sector  we  are  wit- 
nessing nothing  less  than  a rev- 
olution in  the  way  health  care  is 
financed  and  delivered. 

This  revolution  is  driven  by  the 
dramatic  growth  of  managed 
care  — the  focus  of  our  attention 
today. 

The  New  York  Times  reported 
at  the  end  of  last  year  that  a ma- 
jority of  privately  insured  Ameri- 
cans now  are  enrolled  in  a 
managed  care  organization  that 
places  some  limits  on  physician 
and  treatment  choices. 

According  to  a recent  article  by 
Donna  Leusner  in  The  Star- 
Ledger,  21  percent  of  New  Jersey 
employers  responding  to  a New 
Jersey  Business  and  Industry  As- 
sociation survey  said  they  joined 
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a managed  care  organization  in 
1994  — that  is  up  from  6 percent 
in  1993. 

This  makes  even  more  plau- 
sible the  Garvey  Group  forecast 
that  as  many  as  70  percent  of  all 
New  Jerseyans  will  be  enrolled  in 
managed  care  by  1997. 

The  New  York  Times  also  re- 
ported that  in  the  course  of  the 
last  two  years,  as  many  as  three 
in  four  American  physicians 
signed  contracts  providing  for 
outside  oversight  of  their  clinical 
decisions. 

Let  me  say  at  the  outset  that 
I believe  managed  care  holds 
great  promise. 

There  are  early  indications  that 
managed  care  can  help  hold  the 
line  on  health  care  costs.  There 
also  is  reason  to  believe  that  it 
will  improve  access  to  preventive 
and  primary  care.  That  is  why  we 
think  enrolling  Medicaid  clients 
in  HMOs  is  good  policy. 

But  I would  be  less  than  candid 
il  I did  not  say  that  managed  care 
also  poses  some  potential  prob- 
lems. 

I have  been  concerned,  for  ex- 
ample, that  physicians  in  man- 
aged care  networks  have  not  been 
sufficiently  involved  in  clinical 
decision  making,  or  in  the  financ- 
ing and  operation  of  these  or- 
ganizations. 

I know  this  issue  concerns 
many  of  you,  too. 

On  the  other  hand,  I have  been 
pleased  to  learn  that  many  New 
Jersey  physicians  are  beginning  to 
finance  and  operate  their  own 
HMOs.  By  the  end  of  last  year, 
for  example,  the  Physician 
Healthcare  Plan  of  New  Jersey 
raised  $17.5  million  Irom  3,500 
doctors— 20  percent  of  the  state’s 
physicians. 

QualCare,  a joint  venture 
among  physicians  and  hospitals, 
had  4,000  New  Jersey  physicians 
and  33  hospitals  in  its  network  by 
the  end  of  last  year.  It  now  covers 
100,000  people. 

Finally,  by  last  December, 
First  Option  Health  Plan,  another 
joint  venture  between  physicians 
and  hospitals  — that  started  out  by 


insuring  the  employees  of  just 
one  hospital  — had  a total  of  more 
than  7,400  participating  physi- 
cians. It  currently  covers  130,000 
people. 

As  an  article  in  The  New  York 
Times  pointed  out  just  two  days 
ago,  the  creation  of  doctor-owned 
and/or  doctor-operated  managed 
care  organizations  in  New  Jersey 
is  part  of  a growing  national 
trend. 

The  article  went  on  to  say  that 
many  of  these  physician-operated 
organizations  have  developed  the 
capacity  to  duplicate  the  services 
HMOs  generally  provide.  Med- 
ical societies  in  no  fewer  than  21 
states  are  developing  managed 
care  organizations. 

I strongly  support  the  Physi- 
cian Healthcare  Plan  ol  New 
Jersey  and  other  managed  care 
organizations  where  physicians 
have  an  equal  or  better  equity 
interest  and  management  role. 

This  development  is  a good 


thing  in  itself.  It  is  not  likely  to 
drive  more  conventional  managed 
care  organizations  from  the 
marketplace — something  none  of 
us  wants  to  see. 

But  it  may  influence  these 
same  organizations  to  give  physi- 
cians the  prominent  role  in 
clinical  decision  making  that  they 
deserve. 

Conversely,  it  will  force  physi- 
cians to  confront  and  help  resolve 
the  tensions  inherent  between 
cost  containment  and  high-quality 
care. 

The  rapid  growth  of  managed 
care  also  demands  that  state  gov- 
ernment redefine  its  oversight 
procedures.  As  you  may  know, 
our  current  HMO  regulations  de- 
rive from  statutes  enacted  in 
1978.  They  have  clearly  been 
overtaken  by  events. 

That  is  why  I convened  a 
broadly  based  advisory  committee 
to  propose  new  regulations  for 
HMOs.  These  regulations  will 
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help  define  the  role  of  state  gov- 
ernment in  the  oversight  of 
HMOs  — oversight  that  will  pro- 
tect the  interests  of  providers  and 
consumers,  while  at  the  same 
time  allowing  well-run  HMOs  to 
prosper  as  businesses. 

The  committee  now  is  de- 
liberating, and  consensus  has  de- 
veloped on  several  basic  issues. 
In  many  respects,  it  is  in  general 
accord  with  the  MSNJ  s position 
paper  on  HMO  regulation. 

For  example,  there  is  clear  sup- 
port for  the  development  and  use 
of  outcome  measures,  per- 
formance indicators,  and  member 
satisfaction  surveys  in  measuring 
the  quality  of  care. 

1 would  emphasize  that  the 
committee’s  chief  goal  — and 

mine — is  to  provide  incentives  for 
HMOs  to  compete  for  business 
on  the  basis  of  quality,  as  well  as 
cost. 

The  advisory  committee  also 
agrees  with  MSNJ’s  recommenda- 
tion that  each  HMO  be  required 
to  have  an  internal  quality 
management  program  that  builds 
in  continuous  quality  improve- 
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ment,  and  that  a set  of  tough  utili- 
zation review  standards  should  be 
developed  for  implementation  by 
every  HMO. 

There  also  is  consensus  that  a 
timely  appeals  process  and  24- 
hour-a-day,  seven-days-a-week 
access  to  a knowledgeable  health 
care  professional  should  be 
among  the  essential  features  of  a 
satisfactory  utilization  review  pro- 
gram . 

Finally,  the  committee  now  is 
considering  issues  related  to 
physician  involvement  in  clinical 
protocols,  as  well  as  the  adequacy 
of  the  health  care  delivery 
networks  our  HMOs  will  provide. 

We  hope  to  have  the  commit- 
tee’s draft  regulations  by  the  end 
of  the  summer.  Thanks  to  the 
committee’s  work,  and  the  con- 
tributions of  organizations  like 
MSNJ,  and  individual  physicians, 
like  you,  I believe  that  our  final 
regulations  will  be  effective  ones. 
Ultimately,  they  should: 

• Allow  for  continued  growth 
and  creativity  in  the  marketplace. 

• Pi  ■ovide  checks  and  balances 
that  ensure  quality  care. 


• Improve  health  by  emphasiz- 
ing preventive  and  primary  care. 

• Ensure  access  to  providers. 

I am  pleased  to  have  had  this 

opportunity  to  share  my  thoughts 
with  you.  1 am  doing  all  I can  to 
ensure  that  in  our  health  care 
system  of  the  future — and  regard- 
less of  the  extent  to  which  it  is 
characterized  by  managed  care — 
clinical  decisions  will  continue  to 
be  made  primarily  by  those  best 
trained  to  make  them:  New  Jersey 
physicians.  It  is  in  all  our  best 
interests  that  the  practice  of 
medicine  continues  to  be  a call- 
ing, and  not  just  a job. 

If  the  demise  of  federal  health 
care  reform  taught  us  anything,  it 
is  that  in  today’s  health  care  en- 
vironment, we  must  expect  the 
unexpected.  So,  we  must  remain 
vigilant  to  ensure  that  New  Jersey 
continues  to  move  down  the  road 
to  accessible,  affordable,  and 
high-quality  care. 

Nothing  furthers  vigilance 
more  than  open  communication. 
More  than  ever,  I value — 1 
need — your  comments  and  ideas 
about  New  Jersey  health  care.  □ 
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Health  care  system  reform  and 
the  changing  physician-patient 

relationship 

David  E.  Swee,  MD 


The  increasing  management  of  medicine  has  meant  an 
increasing  intrusion  into  the  physician-patient  relationship.  This 
has  caused  a shift  in  the  balance  of  the  basic  principles  of 
medical  ethics  and  of  the  major  aspects  of  the  physician- 
patient  relationship. 


Until  recently,  a common 
public  assumption  was 
that  the  legislative 
process  was  pushing 
health  care  system  reform.  It  now 
is  clear  that  while  some  legislative 
mandates  will  have  an  impact  on 
the  delivery  ol  health  care,  the 
more  powerful  changes  are  due  to 
the  shifts  in  regulations  and  the 
marketplace.  Legislatively,  the 
federal  government  has  backed 
away  from  any  significant  reform, 
which  means  that  at  the  earliest, 
there  will  be  no  major  changes  in 
that  regard  until  the  turn  of  the 
century.  In  New  Jersey,  there 
have  been  some  modest  changes 
in  terms  of  hospital  deregulation 
and  a shift  in  the  way  charity  care 
at  hospitals  is  funded,  but  sweep- 
ing positive  reform  has  yet  to  take 
place.1  Currently,  the  certificate 
of  need  program  continues  to 
control  marketplace  development 
of  services,  but  this  too  may  be 
deregulated  in  the  coming  year. 

Surprisingly,  while  there  has 
been  increasing  regulation  of 
medicine  for  the  last  30  years, 
there  still  is  little  regulation  of  the 
managed  care  marketplace.  This 
has  meant  an  almost  entirely 
unfettered  development  and  cost- 
shifting  environment.  This  open 
market  has  been  the  prime  mover 


in  the  shaping  of  health  care 
system  reform  and  the  changing 
physician-patient  relationship. 

PHYSIC  IAN  - PATIENT 
RELATIONSHIP  MODELS/ 
PHYSICIAN  ROLES 

Physician-patient  relationships 
have  been  studied  and  charac- 
terized for  many  years.  One  wide- 
ly known  paper,  written  by 
Veatch,  distinguishes  among  four 
major  relationship  categories  or 
models.2  These  models  provide 
caricatures  of  the  physician-pa- 
tient experience,  each  of  which  is 
supposed  to  typify  some  aspect  of 
reality.  In  the  engineering  model, 
physicians  act  without  any  input 
from  their  own  values  and  merely 
cany  out  the  wishes  of  their  pa- 
tients, much  as  engineers  or 
plumbers.  In  the  priestly  model, 
physicians  are  all-seeing,  all- 
knowing, and  they  make  all  the 
decisions  on  behalf  of  their  pa- 
tients, with  their  patients  best  in- 
terests always  in  the  forefront.  As 
a result,  in  this  model,  patients 
have  very  little  freedom  or  auton- 
omy. The  collegial  model 
proposes  physicians  and  patients 
are  colleagues  who  share  the 
common  goals  of  eliminating  the 
patients  illnesses  and  preserving 
their  health.  An  inherent  difficul- 


ty with  this  model  is  that  a doctor 
and  patient  can  never  truly  be  on 
equal  footing.  (The  patient  has  the 
illness  and  the  doctor  has  the  ex- 
pertise.) The  contractual  model 
describes  a relationship  where 
there  is  a covenant  between  the 
two  parties;  a sense  of  obligations 
and  expected  benefits  on  both 
sides.  Whether  a contractual  busi- 
ness relationship  also  can  hold  the 
moral  obligations  and  duties  of  a 
traditional  religious  or  marriage 
contract  (as  implied  by  the  term 
covenant)  is  an  interesting  ques- 
tion. Certainly,  such  a rela- 
tionship requires  a high  level  of 
trust  and  confidence  in  each 
other.  The  preservation  of  the 
rules  of  veracity,  privacy,  con- 
fidentiality, and  fidelity  is  central 
to  that  trust. 

A reinterpretation  of  these 
models  has  been  supplied  by 
Emanuel  and  Emanuel.3  Al- 
though not  exactly  parallel,  in 
their  construct  the  engineering 
model  becomes  the  informative 
model,  the  priestly  model  be- 
comes the  paternalistic  model, 
the  collegial  model  becomes  the 
deliberative  model,  and  the  con- 
tractual model  becomes  the  in- 
terpretive model.  That  is,  in  the 
informative  model  the  physician 
is  the  engineer,  carrying  out  the 
patient  wishes.  In  the  paternal- 
istic model,  the  physician  dictates 
to  the  patient  what  will  happen. 
However,  in  the  deliberative 
model,  the  physician  is  not  just  a 
friend  (colleague),  but  someone 
who  helps  the  patient  achieve  a 
fuller  moral  development.  And  in 
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the  interpretive  model,  the  physi- 
cian has  a similar  facilitating  role, 
but  here  the  quest  is  for  the  pa- 
tient to  discover  and  make 
coherent  the  patient’s  own  values. 

It  is  interesting  that,  particular- 
ly in  this  set  of  models,  the  titles 
are  much  more  descriptive  of  ac- 
tions taken  by  physicians  than 
descriptions  of  the  relationship 
between  physicians  and  patients. 
However,  patients  do  have  an  im- 
portant place  in  these  models; 
Table  1 outlines  the  patients 
values,  physicians’  obligations,  pa- 
tient autonomy,  and  physician 
role  in  each  of  the  four  models. 

Any  discussion  of  doctor-pa- 
tient relationships  would  be  in- 
complete without  a consideration 
ol  the  various  roles  assumed  by 
physicians  in  the  health  care 
system.  We  can  think  of  the 
health  care  system  as  having  in- 
surance reimbursement  mecha- 
nisms that  run  along  a continuum 
of  regulation  over  the  physician- 
patient  relationship  (Figure  1).  At 
one  end  is  the  fee-for-service 
system  that  allows  the  doctor  to 
establish  fees  and  a relationship 
with  the  patient  that  is  indepen- 
dent of  the  intrusion  of  the  in- 
surance company.  In  that  context, 
the  insurance  company  is  a pas- 
sive bystander,  merely  facilitating 
an  exchange  of  finances  (Figure 
2).  The  physician  and  patient  are 
removed  from  the  impact  of 
higher  costs  since  someone  else 


pays,  so  there  is  little  incentive  to 
be  efficient.  This  allows  the  physi- 
cian to  advocate  for  the  patient, 
unfettered  by  societal  consider- 
ations, i.e.  the  ethical  principle  of 
justice  is  not  applied,  in  that  the 
needs  of  the  individual  patient  are 
not  outweighed  by  the  needs  of 
other  patients.  On  the  other  hand, 
the  physician  is  rewarded  for  ac- 
tions on  behalf  of  the  patient 
(beneficence)  as  discussed  later. 

As  the  insurance  mechanism 
becomes  more  involved  in 
supervising  the  delivery  of  health 
care,  e.g.  second  opinion  pro- 
grams, preprocedure  authori- 
zation, there  is  a corresponding 
effect  on  the  physician-patient  re- 
lationship. For  example,  the  pa- 
tient may  be  obligated  to  notify 
the  insurance  company  of  an 
emergency  use  of  services  or  to 
seek  its  council  when  second  opi- 
nions are  warranted.  The  physi- 
cian also  is  obligated  to  clear 
many  regulatory  hurdles  before 
performing  certain  procedures  or 
examinations  that  previously 
would  have  been  provided  with- 
out such  roadblocks. 

At  the  other  end  of  the  spec- 
trum is  a physician  who  works 
directly  for  a managed  care  com- 
pany, i.e.  a staff  model  health 
maintenance  organization  (HMO), 
so  that  the  physician’s  primary  ob- 
ligation is  to  the  company.  In  this 
context,  the  physician  has  a rela- 
tionship with  the  patient  closer  in 


style  to  the  relationship  between 
a workplace  physician  and  patient 
than  that  between  a personal, 
private  office  physician  and  pa- 
tient. The  physician,  while  trying 
to  care  for  the  welfare  of  the  pa- 
tient, always  is  balancing  two 
masters,  by  necessity,  and  may 
very  well  eventually  side  with  the 
employer.  In  response  to  this 
dilemma,  the  American  Medical 
Association  (AMA)  has  taken  the 
position  that  regardless  of  the 
health  care  delivery  system  in 
which  the  physician  practices,  the 
interests  of  the  patient  must  come 
first.4 

In  the  managed  care  setting, 
the  insurance  company  is  taking 
an  active  stance  and,  in  turn,  the 
patient  is  more  sensitive  to  the 
true  costs  of  the  health  care 
system  (Figure  3).  However,  the 
physician  and  patient  no  longer 
have  totally  compatible  goals  and 
the  physician  may  be  loath  to  ad- 
vocate on  behalf  of  a patient  who 
is  making  “unrealistic  demands 
on  the  system.  On  the  other  hand, 
the  physician  is  rewarded  for  not 
intervening,  obeying  the  rule  of 
"first  do  no  harm  (non- 
maleficence). 

Given  either  end  of  the  spec- 
trum, how  is  a physician  sup- 
posed to  provide  “ethical  care  in 
a just  and  even  manner?  The 
following  short  review  will  cover 
the  basic  moral  principles  pre- 
viously referred  to,  which  then 
can  be  applied  to  the  analysis  of 
physician-patient  relationships. 

MEDICAL  ETHICS 
PRINCIPLES  AND  RULES 

According  to  Beauchamp  and 
Childress,  there  are  four  major 
principles  of  importance  in 
medical  settings:  respect  for 

autonomy,  nonmaleficence,  bene- 
ficence, and  justice.5  Respect  for 
autonomy  means  not  only  having 
the  attitude  of  respect  but  allow- 
ing the  individual  patient  to  act 
autonomously,  regardless  of  the 
beliefs  of  the  physician.  Most 
physicians  recognize  outright 
paternalism  (treating  the  patient 
as  a child)  as  usually  inap- 
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propriate  behavior.  They  are 
much  less  likely  to  recognize  that 
a common  physician-patient  rela- 
tionship pattern  might  he  likened 
to  a parent-adolescent  rela- 
tionship. That  is,  you  can  make 
autonomous  decisions  as  long  as 
your  decisions  have  little  chance 
of  harm,  e.g.  you  can  wear  your 
hair  long  but  you  cannot  ride  a 
motorcycle.  True  respect  for 
autonomy  treats  the  patient  as  an 
adult  who  may  decide  to  ride  the 
motorcycle  anyway. 

Nonmaleficenee  is  somewhat 
equivalent  to  the  famous  quote, 
“ Primurn  non  nocere.  The  con- 
flict between  this  basic  principle 
and  the  next,  beneficence,  con- 
tinues to  lie  at  the  root  of  much 
of  our  societal  discord.  Bene- 
ficence demands  much  of  us,  in 
that  it  implies  that  not  only  do  we 
not  cause  harm,  but  that  we  ac- 
tively seek  to  promote  good.  The 
conflict  arises  in  the  problems  as- 
sociated with  doing  good.  In  so 
seeking  to  do  good,  do  we  do 
more  good  than  harm  or  not?  The 
natural  outgrowth  of  much  of  the 
instinct  to  beneficence  has  been 
a resulting  paternalism  that  has 
been  widely  decried  in  the 
medical  literature. 

Finally,  the  principle  of  justice, 
or  the  related  principle  of  dis- 
tributive justice,  has  a clear  place 
in  the  current  health  care  debate. 
One  could  distribute  health  care, 
for  example,  according  to  an 
equal  share  (every  patient  gets 
the  same  number  of  visits 
whether  they  need  them  or  not), 
to  need,  to  effort  (only  if  the  pa- 
tient comes  to  the  office),  and  to 
contribution  (only  if  the  patient 
pays).  What  society  has  not  yet 
decided,  but  what  affects  the  daily 
physician-patient  relationship,  is 
how  to  determine  which  of  these 
rules  applies.  In  consequence,  the 
relationship  is  not  controlled  by  a 
societal  decision,  but,  for  the  most 
part,  by  a health  insurance  de- 
cision. 

Beauchamp  and  Childress 
outline  four  rules  that  are  affected 
by  the  preceding  principles:  ve- 
racity, privacy,  confidentiality. 


Freedom  at  little  cost 
(autonomy  increased). 

Other  patients  not  considered 
(justice  not  emphasized). 


Less  freedom  and  only  for  a 
price  (less  autonomy). 
Other  patients  considered 
(justice  emphasized). 


Figure  3.  Managed  care  model. 

and  fidelity.5  In  the  health  care 
system  reform  now  taking  place, 
these  rules  are  being  put  to  the 
test.  As  can  be  seen  in  Table  2, 
there  is  a gradual  shift  in  what  is 
acceptable  as  patients  move  from 
fee-for-service  to  preferred 
provider  organization  (PPO)/in- 
dependent  practice  arrangements 
to  a full  staff  model  HMO. 

Telling  the  truth  or  veracity  ap- 
pears to  be  a rule  without  possible 
challenge.  However,  for  many 
years  the  medical  profession 
chose  to  distribute  the  truth  much 
as  a medication,  in  the  amount 
needed  by  and  acceptable  to  the 
patient.  It  has  been  only  recently 


Charges  often  fully  reimbursed. 
Rewarded  for  action  on  behalf 
of  the  patient  (beneficence). 


Often  works  for  insurer. 
Rewarded  for  nonaction 
on  behalf  of  the  patient 
(nonmaleficence). 


that  physicians  have  decided  to 
be  generally  more  forthcoming, 
even  with  bad  news.  Within  fee- 
for-serviee  medicine,  it  would  ap- 
pear that  physicians  are  free  to 
practice  as  they  see  fit.  And  yet, 
uncomfortable  obligations  in  that 
setting  can  lead  to  a physician 
shying  away  from  full  disclosure. 
Given  the  administrative  ov- 
ersight that  occurs  within  the  con- 
text of  an  independent  PPO  prac- 
tice, truth  telling  is  more  en- 
couraged. This  is  even  more  the 
case  within  the  confines  of  a staff 
model  HMO. 

On  the  other  hand,  truth-tell- 
ing includes  not  only  disclosure 


Patient 


Physician 
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Table  1.  Models  of  the  physician-patient  relationship.3 

Informative 

Interpretive 

Deliberative 

Paternalistic 

Patient  values 

Defined, 
fixed,  and 
known  to  the 
patient 

Inchoate  and 
conflicting, 
requiring 
elucidation 

Open  to 
development 
and  revision 
through  moral 
discussion 

Objective  and 
shared  by 
physician  and 
patient 

Physician’s 

obligation 

Providing 

relevant 

factual 

information 

and 

implementing 

patient’s 

selected 

intervention 

Elucidating  and 
interpreting 
relevant  patient 
values  as  well 
as  informing 
the  patient  and 
implementing 
the  patient’s 
selected 
intervention 

Articulating  and 
persuading  the 
patient  of  the 
most  admirable 
values  as  well 
as  informing 
the  patient  and 
implementing 
the  patient’s 
selected 
intervention 

Promoting  the 
patient’s  well- 
being 

independent  of 
the  patient’s 
current 
preferences 

Conception  of 

patient’s 

autonomy 

Choice  of, 
and  control 
over,  medical 
care 

Self- 
understanding 
relevant  to 
medical  care 

Moral  self- 
development 
relevant  to 
medical  care 

Assenting  to 
objective  values 

Conception  of 
physician’s  role 

Competent 

technical 

expert 

Counselor  or 
adviser 

Friend  or 
teacher 

Guardian 

about  the  risks  inherent  in  an  ac- 
tion but  the  risks  associated  with 
no  action.  While  it  is  difficult  to 
document  such  risks,  in  managed 
care,  where  diagnostic  tests  are 
not  done  or  procedures  are  not 
carried  out  in  the  name  of  effi- 
ciency, there  is  a natural  pressure 
on  the  physician  to  provide  full 
disclosure  without  mentioning 
these  risks.  That  is,  physicians 
who  stand  to  gain  financially  from 
not  doing  a procedure  may  have 
a hard  time  disclosing  such  a fact 
to  their  patients.  (In  a fee-for- 
serviee  relationship,  if  nothing 
else,  there  is  an  obvious  transfer 
of  information  regarding  how  the 
physician  benefits  when  the  pa- 
tient receives  the  bill.) 

Finally,  in  staff  model  situa- 
tions there  can  be  a total  loss  of 
even  the  awareness  that  full  dis- 
closure is  not  occurring.  This  has 
been  most  dramatically  demon- 
strated in  England  where  the  na- 
tional health  system  has  been  in- 


grained in  the  psyche  of  the 
physicians.  In  that  setting,  physi- 
cians do  not  even  offer  patients  a 
full  discussion  about  the  alterna- 
tives, since  the  alternatives  have 
been  a priori  ruled  out,  e.g.  no 
renal  transplant  for  those  over  55 
years  of  age. 

While  privacy  and  confiden- 
tiality are  separate  rules,  they  are 
closely  linked  in  practical  terms 
and  will  be  discussed  together. 
Privacy  has  to  do  with  the  limita- 
tion of  access  to  a person.  This 
includes  not  only  a limitation  on 
information  about  the  person,  but 
on  other  aspects  such  as  physical 
and  relational,  e.g.  family,  friends, 
colleagues.  Confidentiality  refers 
to  the  specific  guarding  of  in- 
formation about  the  patient  at  the 
behest  of  the  patient. 

In  terms  of  insurance  com- 
panies and  patient  information, 
there  always  has  been  access  for 
companies  to  patient  information, 
because  of  their  requirements  for 


patients  to  sign  waivers.  Since,  by 
definition,  it  is  not  a true  loss  of 
confidentiality  if  the  patient  has 
given  permission,  the  reality  of 
much  of  the  information  transfer 
can  best  be  described  as  a loss  of 
confidentiality  disproportionate  to 
the  patient’s  expectations  of  such 
confidentiality.  What  was  a small 
transfer  of  information  in  a fee- 
for-serviee  environment  has 
routinely  become  a major  in- 
formation gathering  exercise 
under  the  more  restrictive 
managed  care  enterprises.  It  is 
not  unusual  for  insurance  com- 
panies to  routinely  ask  for  de- 
tailed information  about  patients 
admitted  to  the  hospital,  includ- 
ing copies  of  admitting  histories 
and  physicals  that  easily  may  have 
personal  information  on  them  of 
a highly  confidential  nature.  In 
staff  model  HMOs,  there  is  a total 
level  of  disclosure  between  the 
physicians  and  the  II MO,  since  it 
is  all  one  organization. 
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Table  2.  Rules  in  the  physician-patient  relationship. 

Fee-for-Service 

PPO/Independent 

Practice 

Staff  Model  HMO 

Veracity 

Free  to  choose, 
discomfort  can 
lead  to  less  than 
full  disclosure,  bill 
reveals  incentives 

Management 

pressure 

toward  disclosure, 
but  hesitancy  to 
reveal  incentives 

Management 
pressure  toward 
disclosure, 
incentives  routinely 
not  revealed, 
potential  loss  of 
awareness  of  lack 
of  disclosure 

Privacy/ 

Confidentiality 

Small  transfer  of 
information  from 
provider  to  insurer 

Significantly  more 
information  sought 
and  obtained  by 
insurance-based 
health  care 
managers 

Total  information 
transfer  from 
provider  to  insurer 
(who  are  the  same) 

Fidelity 

Patient  comes  first 

Some  pressure 
from  the  insurer, 
but  patient  can 
switch  payment 
mechanisms 

Patient  comes 
second  (first  loyalty 
is  to  HMO) 

Fidelity  refers  to  promise  keep- 
ing. Of  particular  importance  are 
the  implications  involved  in 
promise  keeping  or  obligations  re- 
lated to  a third  party.  It  is  this 
rule  that  is  at  the  heart  of  physi- 
cians difficulties  with  the  current 
trend  toward  managed  care. 
Throughout  the  history  of 
medicine,  physicians  have  placed 
their  patients  first.  This  has  meant 
getting  court  orders  when 
Jehovah’s  Witness  parents  wanted 
to  deny  children  blood  trans- 
fusions, or  ignoring  a family’s  con- 
cerns about  the  cost  of  health  care 
if  the  patient’s  life  hung  in  the 
balance. 

Now,  under  the  new  paradigm, 
physicians  find  themselves  re- 
peatedly caught  between  their  ob- 
ligations to  their  patients  and  to 
the  third  parties  that  pay  their 
salaries.  In  the  intermediary 
model,  in  which  physicians  work 
with  PPOs,  physicians  can  ask  the 
patient  to  switch  insurance,  or 
offer  to  treat  the  patient  for  cash 
or  for  free  if  they  wish  to  avoid 
a conflict  with  the  insurance  com- 
pany. In  the  third  model,  there  is 
no  such  luxury.  The  physicians 
are  the  employees  of  the  staff- 
model  HMO,  and  must  side  with 
the  company.  There  is  no  option 
to  go  against  company  policy 
without  keeping  a secret  from  the 
company  and  engaging  in  decep- 
tive practices.  Given  the  danger 
of  such  negative  actions,  for  such 
systems  to  succeed,  what  is 
needed  is  an  open  system  of  pa- 
tient advocacy,  appeal,  and  dis- 
pute resolution,  and  financial  in- 
centives based  on  quality  of  care. 

CONCLUSION 

The  new  world  of  managed 
care  brings  changes  in  the  bal- 
ance of  the  four  basic  principles 
of  medical  ethics.  Previously,  pa- 
tient autonomy  (and  physician 
autonomy)  along  with  bene- 
ficence were  reinforced.  There 
was  freedom  to  act,  and  physi- 
cians generally  were  paid  more 
when  acting,  thereby  promoting 
more  good  deeds.  Less  stressed 
were  maleficence  and  justice,  be- 


cause there  was  little  reward  for 
not  acting  or  for  considering  other 
patients  (Figure  2).  Now,  under 
increasing  managed  medical  care, 
there  appears  to  be  less  patient 
and  physician  autonomy,  and  less 
rewarding  of  beneficence  (since 
actions  usually  result  in  costs  to 
the  system).  Instead,  there  is  an 
increased  reward  for  emphasizing 
the  principles  of  nonmaleficence 
(do  no  harm)  and  justice  (take  into 
consideration  groups  of  in- 
dividuals, not  just  the  one  patient; 
Figure  3). 

This  has  left  many  patients  and 
physicians  angry  and  confused. 
Certainly,  as  the  system  stabilizes 
everyone  will  become  adjusted 
and  less  anxious.  But  it  also  is 
important  for  physicians  to  work 
within  the  political  system  in 
order  to  create  HMO  regulations 
that  will  ensure  better  physician- 
patient  relationships.  Then,  as  the 
marketplace  matures,  a strong 
physician-patient  relationship  will 
be  seen  as  a positive  value  and 
actively  sought  after  and  en- 
couraged. This  will  help  both 
physicians  and  patients.  H 
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Physician  control  of 
health  care  delivery  in  the 
managed  care  environment 

Steven  I.  Kern,  Esquire 


Managed  care  is  a part  of  nearly  every  physician’s  practice. 
Physicians  need  not,  however,  lose  control  of  their  practices. 
By  taking  predetermined  risks,  physicians  can  maintain  control 
over  the  quality  of  medical  care,  the  manner  in  which  that  care 
is  provided,  their  incomes,  and  their  futures. 


Physician  control  of  the 
practice  of  medicine  has 
eroded  since  the  label 
“managed  care”  first  was 
attached  to  medical  insurance 
programs.  Yet,  under  increased 
pressure  from  business  and  gov- 
ernment, managed  care  has  be- 
come the  buzzword  of  those  at- 
tempting to  control  the  ever- 
escalating  costs  of  medical  and 
hospital  care.  And,  as  pressures  to 
control  costs  increase,  medical  ef- 
ficiency experts,  most  of  whom 
lack  medical  training,  are  direct- 
ing more  and  more  medical  care. 

How  did  this  occur  under  the 
noses  of  those  responsible  for  the 
delivery  of  quality  medical  care? 
In  large  part,  it  resulted  from 
benign  neglect.  Physicians  re- 
fused to  believe  that  managed 
care  could  compete  with  the  prac- 
titioner’s care  and  concern  and 
with  the  relationship  and  trust  be- 
tween physician  and  patient. 
Failure  to  understand  the 
economic  pressures  created  by 
business  and  industry — far  more 
than  by  government — to  control 
the  costs  of  health  care  also  con- 
tributed substantially  to  today’s 
environment. 

Another  often  ignored  factor  is 
that  well-operated  managed  care 
programs  provide  excellent  public 


relations  programs  aimed  at  con- 
vincing patients  that  they  are  re- 
ceiving the  highest  quality  of 
medical  care.  Indeed,  managed 
care  programs  can  cite  survey 
after  survey  demonstrating  the 
high  levels  of  satisfaction  with  the 
quality  of  the  medical  care  of- 
fered. Of  course,  from  the  pa- 
tient s perspective,  quality  of  care 
is  perceived  in  ways  far  different 
from  the  manner  in  which  physi- 
cians evaluate  quality  of  care. 
Nonetheless,  and  of  primary  im- 
portance in  today’s  environment, 
managed  care  sells.  Indeed, 
managed  care  will  be  the  domi- 
nant form  of  health  care  delivery 
by  the  year  2000  — like  it  or  not. 

OPPORTUNITIES  UNDER 
MANAGED  CARE 

While  the  prospect  of  managed 
care  offers  little  joy  to  most  physi- 
cians, the  reality  is  that  enormous 
opportunities  exist  for  physicians 
to  turn  managed  care  to  their  ad- 
vantage and  to  the  advantage  of 
their  patients.  While  managed 
care  almost  invariably  suggests 
outside  interference  with  sound 
medical  judgment,  this  need  not 
be  the  case. 

Care  can  be  far  more  effective- 
ly, far  more  efficiently,  and  far 
more  intelligently  managed  by 


those  providing  the  care  than  by 
those  paying  for  it.  Given  the  op- 
portunity, physicians  directly 
responsible  for  caring  for  patients 
can  best  determine  the  most 
effective  and  most  efficient 
methods  for  treating  patients. 
After  all,  it  is  the  physician  who 
exercises  the  power  of  the  pen — 
the  power  to  order  hospitaliza- 
tion, the  power  to  order 
pharmaceuticals,  the  power  to 
order  diagnostic  tests,  and  the 
power  to  order  therapeutic  care. 

Unfortunately,  the  payment 
system  has  never  provided  the 
proper  balance  of  incentives  to 
physicians  to  encourage  efficient 
as  well  as  effective  medical  care. 
Physicians  have  been  paid  based 
upon  the  amount  of  care 
rendered,  not  the  efficiency  of  the 
care  rendered.  Thus,  insufficient 
attention  has  been  paid  to  the 
economic  considerations  of 
prescribing  one  medication  rather 
than  a less  expensive  alternative, 
or  performing  laboratory  or 
radiologic  tests  on  a selective 
basis  rather  than  a global  basis. 
Similarly,  little  effort  has  been 
placed  on  encouraging  patients  to 
obtain  preventive  care,  especially 
since  insurance  companies  tradi- 
tionally do  not  reimburse  for  an- 
nual physical  examinations  and 
evaluations.  However,  in  today’s 
competitive  environment,  an  op- 
portunity exists  for  physicians  to 
use  the  power  of  their  pens  to 
reduce  the  total  cost  of  health 
care,  improve  patient  care,  and, 
reap  increased  financial  rewards. 
Like  most  other  opportunities, 
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however,  this  is  one  not  without 
risk. 

How  does  a physician  provide 
better,  less  costly  care,  and 
substantially  increase  profits?  By 
assuming  the  financial  risk  of  car- 
ing for  patients,  including  the 
costs  of  hospital  and  ancillary 
care.  Crazy?  Not  necessarily.  In 
fact,  in  places  where  this  concept 
has  been  adopted,  physicians 
have  reaped  enormous  profits,  pa- 
tients have  benefitted  dramatical- 
ly, and  the  total  cost  of  health  care 
has  diminished.  Let’s  begin  with 
an  example. 

In  the  greater  Philadelphia 
area,  a program  has  been  in- 
stituted that  pays  a fixed  sum  per 
patient  to  a group  of  obstetricians 
and  pediatricians  for  all  services 
related  to  prenatal  care,  labor  and 
delivery,  and  the  first  18  months 
of  life.  The  physician  group  is 
responsible  for  all  costs  associated 
with  hospital  care,  diagnostic  test- 
ing, preventive  care,  and  acute 
care.  If  one  accepts  the  fact  that 
it  is  less  costly  to  deliver  and  care 
for  healthy  babies  than  sick 
babies,  one  can  readily  under- 
stand the  benefits  to  be  achieved. 
Outreach  programs  instituted 
throughout  the  community  bring 
pregnant  women  in  for  prenatal 
care.  Pregnant  women  receive  in- 
centives for  following  good 
prenatal  practices,  keeping  ap- 
pointments, and  maintaining  good 
medical  habits.  The  result  is 
fewer  sick  babies  and,  therefore, 
fewer  hospital  costs.  The  pediatri- 
cians, also  recognizing  the  advan- 
tage of  good  preventive  care,  en- 
courage mothers  to  bring  their 
children  in  for  regular  checkups, 
to  obtain  required  vaccines,  and 
to  provide  good  child  care. 
Educational  programs  and  sup- 
port groups  have  been  instituted 
to  improve  child  care  and,  as 
such,  reduce  illness.  The  net  re- 
sult is  fewer  hospital  days,  less 
acute  care,  and  less  expensive 
medical  and  surgical  intervention. 
Every  penny  saved  by  reducing 
hospital  days  and  other  ancillary 
services  goes  directly  to  the 
physicians’  bottom  line.  Thus,  the 


better  the  results  achieved  in 
keeping  patients  healthy,  the 
more  money  each  physician  re- 
ceives. As  importantly,  every  de- 
cision concerning  the  best  in- 
terests of  the  patient  is  made  by 
the  physician,  whose  primary 
concern  is  maintaining  the  good 
health  of  his  patients,  or  restoring 
that  good  health. 

Not  only  do  these  programs  en- 
courage better  care  and  potential- 
ly greater  physician  profits,  but 
they  return  the  decision  making 
process  to  where  it  belongs  — the 
physician.  Indeed,  even  the  gov- 
ernment is  supporting  these  pro- 
grams. 

THE  BOTTOM  LINE 

Those  who  still  doubt  the  ad- 
vantages of  a full  risk-assumption 
practice  need  only  analyze  the 
numbers.  The  greatest  cost  of 
health  care  occurs  when  a patient 
no  longer  is  able  to  be  treated  as 
an  outpatient  but  requires  inpa- 
tient hospital  care.  No  matter  how 
much  effort  is  expended  to 
ratchet  down  the  fees  of  health 
care  providers  and  suppliers,  no 
substantial  savings  will  occur 
without  controlling  the  utilization 
of  hospital  days.  Hospital  costs  ac- 
count for  more  than  50  percent  of 
total  health  care  dollars  ex- 
pended. By  contrast,  the  cost  of 
physician  care  is  19  percent  of  the 
total  health  care  cost. 

The  ability  of  a managed  care 
program  to  reduce  the  total 
number  of  hospital  days  is  depen- 
dent upon  the  plan  model.  Ac- 
cording to  GHAA  HMO  Industry 
Profile,  1992  Edition , a traditional 
HMO  model  will  reduce  the  total 
number  of  hospital  days  by  more 
than  50  percent  when  compared 
to  the  national  average.  Physician- 
directed  managed  care  programs 
that  place  the  physician  directly 
at  risk  for  the  costs  of  hospital 
care,  according  to  that  same 
study,  can  reduce  the  number  of 
hospital  days  by  another  36  per- 
cent. To  put  it  another  way, 
based  upon  these  numbers,  a 
properly  structured,  physician- 
directed  managed  care  program 


can  reduce  the  total  number  of 
hospital  days  by  approximately  70 
percent  when  compared  to  the 
national  average.  Similar  savings 
also  may  be  realized  when  the 
physician  is  at  risk  for  the  cost  of 
pharmaceuticals,  laboratory  ser- 
vices, physical  therapy,  radiology, 
and  other  related  health  services. 

AVOIDING  SIGNIFICANT 

RISK 

Physicians  should  not  be  re- 
quired to  take  on  all  risk.  Stop 
loss  insurance  must  be  available 
to  assure  that  physicians  will  not 
be  personally  responsible  for  the 
cost  of  catastrophic  cases  or 
unanticipated  utilization.  As  such, 
all  that  is  at  risk  is  the  amount  of 
profit  a physician  will  realize  from 
the  managed  care  program.  If  the 
physician  group  is  able  to  effec- 
tively cut  costs,  physicians’  in- 
comes could  easily  double.  If 
physicians  are  able  to  do  no  better 
than  the  average  HMO,  their  in- 
comes should  be  commensurate 
with  what  other  plans  are  paying. 
Only  if  physicians  are  totally 
unable  to  control  their  own  costs 
without  outside  interference  and 
pressure  — a highly  unlikely 
scenario — should  their  profits 
be  diminished. 

GOVERNMENT’S  POSITION 

Even  the  government  is  willing 
to  bet  on  physicians’  ability  to 
best  manage  health  care  costs. 
Recent  joint  pronouncements  by 
the  United  States  Department  of 
Justice  and  the  Federal  Trade 
Commission  (FTC),  for  example, 
strongly  suggest  that  the  pro- 
grams that  return  management 
decisions  and  cost  control  to 
physicians  will  be  treated  most 
favorably  when  deciding  whether 
antitrust  violations  may  exist.  The 
FTC  and  the  Department  of 
Justice  have  created  "health  care 
safety  zones  that  permit  physi- 
cians to  join  together,  take  risk, 
and  engage  in  activities  that  are 
procompetitive,  without  risk  of 
antitrust  liability.  Those,  however, 
who  refuse  to  join  together  to  take 
significant  risk  will  not  be  af- 
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forded  protection  from  antitrust 
suits. 

The  importance  of  this  pro- 
nouncement cannot  be  exag- 
gerated. Physicians  must  join  to- 
gether to  avoid  being  picked  apart 
by  insurance  companies,  HMOs, 
government,  hospitals,  and  others 
seeking  to  control  the  delivery  of 
health  care  and  rachet  down  the 
cost  of  the  physician  component 
of  health  care.  Unfortunately, 
under  existing  laws,  physicians 
generally  are  deemed  to  be  in 
competition  with  one  another, 
and  physicians  are  prohibited 
from  organizing  to  bargain  collec- 
tively or  to  get  together  to  set 
prices.  Doing  so  could  result  in 
severe  monetary  penalties  and 
even  jail.  To  understand  the  issue 
fully  would  require  a course  on 
antitrust  law.  Suffice  to  say,  for 
purposes  of  this  discussion,  that 
the  “health  care  safety  zones  for 
physicians,”  created  by  the  De- 
partment of  Justice  and  the  FTC, 
require  that  the  following  two  ele- 
ments be  met  in  order  to  fall 
outside  of  anti-trust  concerns:  the 
physician  group,  e.g.  I PA,  PPO, 
groups  without  walls  or  multi- 
specialty group  practice,  does  not 
include  more  than  30  percent  of 


the  physicians  in  each  physician 
specialty  in  a relevant  geographic 
market;  and  the  physicians  share 
substantial  risk. 

Yet  even  groups  that  cannot 
meet  these  strict  requirements 
still  may  fall  within  the  antitrust 
safety  zones,  according  to  the 
FTC  and  Department  of  Justice. 
To  do  so,  the  group  needs  to 
prove  that  it  is  proeompetitive.  To 
be  proeompetitive,  a group  must 
demonstrate  that  it  is  taking 
substantial  risk  or  that  it  is  offer- 
ing new  products  in  an  effort  to 
expand  the  choice  of  health  de- 
livery packages  available.  These 
new  products,  of  necessity,  will 
almost  all  involve  capitated  rates, 
internal  quality  assurance  and  uti- 
lization review,  and  bundling  of 
health  care  into  defined  groups  — 
such  as  a bundled  rate  for  cardiac 
bypass  surgery,  including  the  cost 
of  the  surgery,  anesthesiology, 
cardiology,  diagnostic  services, 
and  hospital  care,  in  one  fixed  fee 
package. 

By  engaging  in  these  types  of 
activities,  not  only  will  doctors 
avoid  antitrust  problems,  they  will 
also  avoid  fraud  and  abuse  issues. 
The  greater  the  integration,  the 
more  formalized  the  cost-contain- 


ment goals,  the  more  meaningful 
the  utilization  review  programs,  ■ 
and  the  greater  the  centralization  1 
of  administrative  functions,  the 
less  likely  that  a fraud  and  abuse 
problem  will  develop. 

CONCLUSION 

The  marketplace  and  the  gov- 
ernment are  actively  encouraging 
physicians  to  organize  together  to 
meet  the  demands  of  managed 
care.  Properly  organized,  physi- 
cians can  regain  control  of  the 
care  of  their  patients  and  assure 
fair  reimbursement  for  the 
services  they  provide.  Physicians 
should  organize  by  specialty  and 
by  region — but  they  should  do  so 
with  a clear  strategy  and  a firm 
commitment  to  take  full  risk 
capitation.  H 

Steven  I.  Kern  is  an  attorney  with  Kern 
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1995.  Address  reprint  requests  to  Mr. 
Kern,  Kern  Augustine  Conroy  & 
Schoppmann,  P.C.,  1120  Route  22 
East,  Bridgewater,  NJ  08807. 
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The  purposes,  formation, 
and  legal  implications 
of  PHOs 


Joseph  M.  Gorrell,  Esquire 
Gary  W.  Herschman,  Esquire 
Wendy  Goldstein 


In  response  to  rapid  changes  in  the  health  care  delivery  system, 
hospitals  and  physicians  are  exploring  collaborative  efforts. 

One  of  these  efforts  is  the  physician  hospital  organization 
(PHO).  This  article  explores  the  purposes  for  forming  PHOs, 
their  actual  formation,  and  related  legal  issues. 


No  one  knows  precisely 
where  health  care  re- 
form is  headed.  The 
only  thing  certain  is 
that  change  is  occurring  at  an  ac- 
celerating pace  and  hospitals  and 
physicians  will  be  forced  to 
change  their  methods  of  deliver- 
ing care.  Thus,  the  primary 
purpose  of  the  PHO  is  position- 
ing. 

Hospitals  are  being  flooded 
with  contracts  from  a variety  of 
payors,  often  without  gauging 
their  impact  on  their  physicians. 
For  example,  some  of  these  con- 
tracts may  require  rebundling  of 
hospital-based  services.  Other 
contracts  may  have  terms  that  are 
favorable  to  the  hospital,  but  not 
to  physicians  in  private  practice. 
In  such  cases,  physicians  may  re- 
fuse to  participate,  and  if  the 
hospital  moves  forward,  signifi- 
cant discontent  may  occur.  There- 
fore, it  is  in  the  hospital’s  and 
physicians’  interests  to  be  in  a 
position  to  address  these  con- 
tracts together. 

PHOs  enable  the  hospital  and 
their  physicians  to  negotiate 
third-party  payor  contracts  from  a 
strengthened  position.  But,  the 
significance  of  negotiating  togeth- 
er goes  well  beyond  simply  an 
issue  of  strength;  it  forces  the 


hospital  and  the  physicians  to 
pursue  contracts  that  will  be 
mutually  advantageous  and  not 
work  at  cross  purposes. 

PHOs  typically  have  as  a goal 
the  development  of  a new  prod- 
uct—a package  of  health  care  ser- 
vices for  the  hospital’s  employees, 
the  physicians’  employees,  and 
other  payors,  such  as  self-insured 
employers.  PHOs  that  offer  their 
own  health  care  plans  can  elim- 
inate insurance  company  middle- 
men, thereby  saving  the  health 
care  system  substantial  sums  of 
money,  while  keeping  control  of 
health  care  decisions  in  the  hands 
of  those  most  qualified  to  direct 
health  care,  i.e.  physicians  and 
hospitals. 

A further  purpose  of  the  PHO 
is  to  provide  services  for  the  ben- 
efit of  its  members  — services  that 
will  achieve  economies  of  scale 
and  cost  effectiveness,  whether  it 
be  through  group  purchasing  ar- 
rangements or  shared  adminis- 
trative services.  Often  over- 
looked, this  may  be  the  most 
important  function  a PHO  can 
perform  in  its  infancy. 

ORGANIZING  PHOs 

The  organizational  process  of 
forming  a PHO  is  not  com- 
plicated. First,  the  physician- 


hospital  relationship  must  be 
carefully  developed.  PHOs  that 
are  successful  have  as  their  basis 
a good  working  relationship  be- 
tween the  hospital  and  the  physi- 
cians, a relationship  based  on 
mutual  trust  and  respect.  Without 
those  elements,  a PHO  will  not 
be  successful,  regardless  of  its 
legal  structure. 

The  legal  structures  available 
for  PHOs  vary.  A PHO  can  be 
established  as  a corporation, 
either  nonprofit  or  for  profit.  As 
a nonprofit,  the  PHO  typically 
would  have  two  members — the 
hospital  (or  an  affiliate)  and  the 
I PA  or  other  physician  group.  Be- 
cause the  PHO  is  organized  for 
business,  it  does  not  qualify  for 
federal  tax-exempt  status.  A PHO 
also  may  be  organized  as  a for- 
profit  corporation. 

Regardless  of  the  corporate 
form,  organizational  documents 
include  the  certificate  of  in- 
corporation, bylaws,  and, 
possibly,  a membership  agree- 
ment (for  a nonprofit  corporation) 
or  a shareholder  agreement  (for  a 
for-profit  corporation).  A PHO 
also  should  develop  policies  and 
procedures  to  deal  with  ereden- 
tialing  requirements,  utilization 
review,  and  quality  assurance, 
and  the  process  for  contract 
negotiations  and  ratification. 

Finally,  there  is  a new  type  of 
business  entity  in  New  Jersey 
called  the  limited  liability  com- 
pany (LLC).  LLCs  enjoy  the 
beneficial  attributes  of  a 
partnership  for  income  tax 
purposes,  and  the  limited  liability 
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attribute  of  corporations,  and  as  a 
result,  LLCs  may  be  the  prefer- 
ential structure  in  the  future  for 
PHOs.  (Although  subchapter  “S” 
corporations  have  limited  liability 
and  are  afforded  the  same  tax 
treatment  as  partnerships,  such 
corporations  are  limited  to  35 
shareholders,  none  of  which  can 
be  corporations  or  partnerships.) 

Regardless  of  the  legal  form, 
the  primary  organizational  issues 
to  be  addressed  are  governance 
and  capitalization.  The  physician 
entity  must  be  well  organized  and 
representative  of  its  members. 
Primary  care  physicians,  special- 
ists, and  hospital-based  physi- 


cians, whose  services  are  the 
primary  targets  of  rebundling  by 
insurance  companies  and  other 
managed  care  entities,  all  should 
have  a voice.  Most  importantly, 
physicians  should  have  equal  vot- 
ing power  on  the  board  of  direc- 
tors. It  is  equally  axiomatic  that 
physicians  and  the  hospital  should 
approve  all  major  decisions. 

Further,  equal  capital  should 
be  contributed  by  both  blocs. 
Moreover,  a common  mistake  in 
setting  up  a PHO  is  under- 
capitalization. Because  it  may  be 
difficult  to  seek  funds  more  than 
once,  it  is  important  to  decide 
early  in  the  process  what  capi- 
talization is  appropriate  and  to 
raise  that  amount  in  one  offering. 

LEGAL  ISSUES 

There  are  various  legal  risks  as- 
sociated with  PHOs.  Antitrust 
laws  aimed  at  eliminating  prac- 
tices that  interfere  with  free  com- 
petition are  of  concern  in  both  the 
formation  and  the  operation  of  a 
PHO.  Tort  and  contract  liability 
also  may  be  of  concern. 

1.  Antitrust.  The  key  federal 
antitrust  statute,  the  Sherman 


Act,  prohibits  “contracts,  com- 
binations, and  conspiracies  in 
restraint  of  trade.  (15  U.S.C.A. 
§ 1 .)’  Because  of  the  breadth  of 
activities  that  may  disrupt  the  free 
market  or  “restrain  trade,’  the 
risk  of  a Sherman  Act  violation 
always  is  present  and  demands 
careful  planning.  Of  particular 
concern  are  price  fixing,  group 
boycotts,  and  exclusive  dealing 
contracts.  In  analyzing  whether 
an  antitrust  violation  has  oc- 
curred, the  courts  will  adopt  one 
of  two  standards:  per  se  or  the 
rule  oj  reason.  It  a per  se  violation 
exists,  the  activity  is  deemed  to  be 
so  harmful  to  competition  that  it 


is  conclusively  presumed  to  be 
illegal.  In  all  other  situations,  the 
rule  of  reason  approach  is 
followed,  which  involves  analyz- 
ing “the  nature,  purpose,  and  ef- 
fect of  the  restraint  to  determine 
whether  the  activity  has  an  over- 
all procompetitive  or  anticom- 
petitive effect. 

a.  Price  fixing.  It  is  illegal  for 
competitors  to  collude  as  to 
prices.  Mere  discussion  of  prices, 
however,  is  not  necessarily  illegal. 
For  example,  competitors  may 
join  together  as  a single  entity  to 
compete  with  other  competitors 
in  the  market.  The  fact  that  the 
competitors  who  are  principals  in 
such  an  entity  agree  as  to  the 
entity’s  prices  does  not  necessari- 
ly render  such  activity  illegal.  If 
the  entity  is  deemed  to  be  a 
legitimate  joint  venture,  the  ar- 
rangement will  be  examined 
under  the  rule  of  reason. 
However,  a sham  joint  venture  is 
per  se  illegal.  [Arizona  v. 
Maricopa  County  Medical  Society , 
457  U.S.  332,  342-57  (1982)] 

The  key  factor  in  distinguishing 
legitimate  ventures  from  sham 
ventures  is  the  degree  of  integra- 


tion. Criteria  commonly  used  to 
determine  integration  include: 
whether  members  of  the  venture 
contribute  capital  and  share 
economic  risks;  whether  the  joint 
venture  creates  a new  product  or 
service;  whether  the  joint  venture 
establishes  separate  marketing 
and  sales  efforts  (separate  from 
efforts  of  the  hospital  alone,  or  the 
physicians,  alone);  and  whether 
the  venture  performs  various  ad- 
ministrative functions,  such  as 
billing,  collections,  purchasing, 
claims  administration,  quality  as- 
surance, and  utilization  review 
and  credentialing. 

Case  law  provides  some 
guidance  on  this  issue.  In  the 
well-known  Maricopa  case,  the 
Court  ruled  that  physician  “foun- 
dations formed  primarily  to 
create  maximum  fee  schedules 
were  sham  joint  ventures  and  per 
se  illegal.  The  Court  distin- 
guished the  facts  in  Maricopa 
from  other  cases  where  legitimate 
joint  ventures  resulted  in  the 
creation  of  new  products,  “in 
which  persons  who  would 
otherwise  be  competitors  pool 
their  capital  and  share  the  risks  of 
loss  as  well  as  opportunities  for 
profit. 

Because  a PHO  is  comprised  of 
a large  group  of  physicians  (com- 
petitors) and  a hospital,  to  the  ex- 
tent the  PHO  is  regarded  as  a 
sham  joint  venture,  there  will  be 
a per  se  violation.  However,  if  a 
PHO  incorporates  the  above- 
enumerated  characteristics, 
agreements  among  the  PHOs 
members  relating  to  price  may  be 
analyzed  under  the  rule  oj  reason 
approach,  under  which  an  agree- 
ment is  lawful  if  its  effect  on  the 
market  is  procompetitive. 

To  enhance  the  likelihood  of 
being  considered  to  be  integrated, 
and  hence  legitimate,  the  PHO 
should  adhere  to  as  many  of  the 
following  guidelines  as  possible. 
All  members  of  the  PHO  should 
incur  a financial  risk  upon  joining 
the  entity.  This  can  be  achieved, 
in  part,  by  requiring  participants 
to  invest  their  own  capital,  which 
they  risk  losing  if  the  PHO  is 


PHOs  typically  have  as  a goal  the  development  of  a new 
product— a package  of  health  care  services  for  the  hospital’s 
employees,  the  physicians'  employees,  and  other  payors,  such 
as  self-ensured  employers. 
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unsuccessful.  It  also  is  advisable 
for  PHO  members  to  incur  finan- 
cial risk  by  participating  in  capita- 
tion contracts  or  by  subjecting  re- 
imbursement to  a substantial 
withhold  amount. 

Further,  the  PHO  should  offer 
new  services,  such  as  a new  type 
of  health  plan.  Development  of  its 
own  sales  and  advertising  cam- 
paign also  is  advisable.  Finally, 
the  PHO  should  be  responsible 
for  administrative  tasks,  such  as 
billing,  claims  administration,  uti- 
lization, and  quality  review  and 
eredentialing. 

Because  the  precise  degree  of 
integration  necessary  to  be 
deemed  a legitimate  joint  venture 
is  uncertain,  a PHO  should  use 
procedures  to  further  protect 
against  price-fixing  liability.  A 
PHO  can  employ  agents  to  gather 
fee  information  and  to  negotiate 
with  third-party  payors.  Under 
this  messenger  approach,  fee  in- 
formation is  transmitted  only  to 
agents  of  the  PHO,  thereby  avoid- 
ing the  sharing  of  fee  information 
among  PHO  members. 

Additionally,  proposed  con- 
tracts with  third-party  payors  (in- 
cluding fee  schedules)  may  be 
transmitted  to  members  of  the 
PHO,  who  each,  independently, 
must  decide  whether  to  accept 
the  contract. 

b.  Group  boycotts.  Where  in- 
dividuals concertedlv  refuse  to 
deal  with  other  persons  or  en- 
tities, they  may  be  engaged  in  an 
unlawful  group  boycott.  Examples 
may  be  exclusion  of  certain 
providers  from  participating  as 
members  in  the  PHO,  expulsion 
from  the  PHO,  or  refusal  to  con- 
tract with  a particular  payor. 
However,  in  order  for  such  con- 
duct to  constitute  a per  se  viola- 
tion, the  PHO  must  possess  a 
dominant  share  of  the  market  for 
health  care  services  or  have 
unique  access  to  a business  ele- 
ment that  is  necessary  for  effec- 
tive competition.  If  these  charac- 
teristics are  not  present,  a rule  of 
reason  analysis  will  be  utilized 
and  the  alleged  boycott  may  well 
be  deemed  to  be  lawful. 


[Northwest  Wholesale  Stationer, 
Inc.  v.  Pacific  Stationery  6-  Print- 
ing Co.,  472  U.S.  284,  293-299 
(1985)]* 

c.  Exclusive  dealing  arrange- 
ments. In  the  PHO  context,  un- 
lawful exclusive  dealing  may  re- 
sult when  an  organization 
prohibits  its  physician-members 
from  participating  in  other  com- 
peting managed  care  plans  or  if 
a PHO  prohibits  its  members 
from  contracting  with  payors 
directly  (outside  the  PHO).  Be- 
cause the  effect  of  such  arrange- 
ments is  to  deny  the  PHO  s com- 
petitors and  payors  access  to  the 
services  of  the  PHO  s members, 
the  practice  potentially  restrains 
trade.  Generally,  the  courts  will 
find  an  exclusive  dealing  arrange- 
ment to  be  a violation  of  the  anti- 
trust laws  if  the  entity  that  ben- 
efits controls  a substantial  share  of 
the  market  and  if  the  arrangement 
significantly  forecloses  competi- 
tion. [Standard  Oil  Co.  v.  United 
States,  337  U.S.  293,  299-314 
(1949);  Tampa  Electric  Co.  v. 


*A  physician  who  has  been  expelled 
from  a PHO  and  is  considering  an 
antitrust  action  has  two  other  poten- 
tial obstacles.  First,  an  excluded 
member  of  a PHO  has  a difficult 
burden  to  demonstrate  that  competi- 
tion as  a whole  has  been  affected  by 
the  adverse  action  taken  against  him. 
A physician’s  showing  of  mere 
personal  economic  injury  is  insuffi- 
cient to  support  the  cause  of  action. 
[Cf.  Jefferson  Parish  Hosp.  Dist.  No. 
2 v.'  Hyde,  466  U.S.  2 (1984)]  Ad- 
ditionally, the  Health  Care  Quality 
Improvement  Act  of  1986  (HCQIA) 
[42  U.S.C.A.  §11101  et  seq.  (Supp. 
1992)]  may  undermine  an  antitrust 
claim  brought  by  a provider  who  was 
terminated  from  a PHO.  The  HCQIA 
affords  professional  review  bodies  of 
hospitals  and  other  health  care  en- 
tities limited  immunity  from  damages 
in  a private  civil  suit  when  their 
professional  review  activities  are  con- 
ducted in  good  faith  and  in  ac- 
cordance with  the  appropriate  due 
process.  Id.  at  §11111.  HCQIA, 
however,  does  not  preclude  the 
United  States  or  a state  attorney 
general  from  bringing  an  antitrust 
suit  for  injunctive  or  monetary  relief. 


Nashville  Coal  Co.,  365  U.S.  320, 
325-34  (1961)] 

d.  Antitrust  safety  zones.  In 
September  1994,  the  Department 
of  Justice  (DOJ)  and  the  Federal 
Trade  Commission  (FTC)  issued 
revised  Statements  of  Enforcement 
Policy  and  Analytical  Principles 
Related  to  Health  Care  and  Anti- 
trust ( Guidelines ).  Unlike  prior 
guidelines  issued  a year  earlier, 
the  Guidelines  include  analytical 
principles  relating  to  multi-pro- 
vider networks,  such  as  PHOs. 

The  prior  Guidelines  included 
provisions  applicable  to  physician 
network  joint  ventures,  which 
arguably  only  applied  to  the 
physician  component  of  the  PHO. 
In  a July  6,  1994,  Business  Review 
Letter,  issued  pursuant  to  the 
prior  Guidelines,  DOJ  had  ap- 
proved the  formation  of  a Col- 
laborative Provider  Organization, 
Inc.  (CPO),  a network  of  physi- 
cians and  a hospital  in  Iowa, 
which  was  nonexclusive  and 
employed  the  messenger  ap- 
proach for  pricing  data.  The 
participants  would  provide 
services  under  capitation  or  on  a 
discounted  fee-for-serviee  basis 
subject  to  a 20  percent  withhold. 
The  hospital  controlled  only  11 
percent  of  the  hospital  beds  in  the 
relevant  geographical  area. 
Further,  CPO  had  over  30  per- 
cent geographic  representation  of 
six  physician  specialties.  This  opi- 
nion was  issued  pursuant  to  the 
1993  Guidelines,  which  set  forth 
a “safety  zone  for  physician 
network  joint  ventures  that  com- 
prised 20  percent  or  less  of  physi- 
cians in  each  specialty  with  active 
hospital  staff  privileges  in  the  rel- 
evant geographic  market  as  long 
as  the  network  participants 
shared  substantial  financial  risk, 

e.g.  capitation  or  significant  with- 
hold arrangement.  The  agencies 
would  not  challenge  networks 
that  met  the  safety  zone  criteria. 
Networks  that  fall  outside  of  the 
safety  zone  were  subject  to  a rule 
of  reason  analysis  to  determine 
their  legality  under  antitrust  laws. 

The  revised  1994  Guidelines 
contain  a 20  percent  safety  zone 
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for  exclusive  networks,  and  a 30 
percent  safety  zone  for  truly 
nonexclusive  ventures.  The  DOJ 
determined  that  CPO  was  a bona 
fide  joint  venture,  its  members 
share  substantial  financial  risk, 
and  would  be  procompetitive  by 
offering  an  alternative  health  care 
delivery  system. 

The  new  Guidelines,  which  are 
similar  in  purpose,  are  clearly  ap- 
plicable to  joint  ventures  such  as 
PHOs.  They  recognize  that  to 
decrease  the  likelihood  of  being 
challenged  by  the  agencies,  PHOs 
should  endeavor  to  be: 
economically  integrated;  use  an 
agent  for  the  purpose  of  insulat- 
ing fee  information  from  partici- 
pants (messenger  approach);  and 
be  nonexclusive. 

2.  Tort  and  contractual  lia- 
bility. In  addition  to  possible  anti- 
trust claims,  PHOs  may  be  sub- 


ject to  tort  and  contract  liability. 
Although  courts  in  New  Jersey 
have  ruled  that  ERISA  pre-empts 
some  claims  for  vicarious  liability, 
e.g.  Butler  v.  Wu,  853  F.Supp. 
125  (D.N.J.  1994),  PHOs  may  be 
held  liable  for  the  negligence  of 
their  members  under  the  theory 
that  a PHOs  responsibility  to 
provide  medical  services  imposes 
malpractice  liability  on  the  entity. 
[Robbins  v.  HIP  of  New  Jersey, 
264  N.J.  Super.  572  (Law  Div. 
1993)]  A PHO  also  may  be  ex- 
posed to  liability  for  negligence  in 
the  credentialing  process.  [ Cor - 
leto  v.  Shore  Memorial  Hospital , 
138  N.J  Super.  302,  308-311 
(1975)] 

CONCLUSION 

There  are  many  considerations 
that  should  be  analyzed  in  the 


formation  of  a PHO.  Such  con- 
siderations should  be  discussed  in 
detail  to  ensure  that  the  PHO 
moves  forward  with  unity  and 
with  objectives  and  goals  that  are 
shared  by  the  hospital  and  by  the 
physician  members.  Pertinent 
legal  issues,  especially  those  per- 
taining to  the  antitrust  laws, 
should  be  continually  assessed  to 
ensure  that  the  common  goals  and 
objectives  of  the  PHO  are  lawful- 
ly achieved.  H 


Mr.  Gorrell,  Mr.  Herschman,  and  Ms. 
Goldstein  are  affiliated  with  Brach, 
Eichler,  Rosenberg,  Silver.  Bernstein, 
Hammer  & Gladstone.  The  paper  was 
submitted  in  December  1994  and  ac- 
cepted in  January  1995.  Address 
reprint  requests  to  Mr.  Gorrell,  101 
Eisenhower  Parkway,  Roseland,  NJ 
07068-1067. 
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Fred  M.  Jacobs,  MD,  JD 


Regulation  of 
medical  practice  in 
New  Jersey 


The  New  Jersey  state  Board  of  Medical  Examiners  (BME)  is 
responsible  for  protecting  the  public  from  impaired,  unethical, 
or  incompetent  practitioners.  This  article  discusses  the 
structure  and  function  of  BME  as  well  as  several  new 
BME  initiatives. 


The  New  Jersey  state 
Board  of  Medical  Ex- 
aminers (BME)  is  auth- 
orized by  the  Legislature 
to  function  as  an  administrative 
agency  whose  principal  purpose 
is  the  protection  of  the  public 
from  incompetent,  unethical,  or 
impaired  practitioners.  A second 
purpose  is  to  enhance  and  im- 
prove the  reputation  of  the 
medical  profession.  This  furthers 
the  public  policy  of  the  state, 
which  is  intended  to  justify  the 
trust  and  confidence  of  the 
citizens  of  New  Jersey  in  licensed 
health  care  providers.  It  serves  to 
discourage  a desire  to  seek  out 
alternative,  less  orthodox,  and, 
perhaps,  even  dangerous  reme- 
dies. 

BME  is  1 of  approximately  30 
professional  boards  within  the 
Division  of  Consumer  Affairs  of 
the  Department  of  Law  and 
Public  Safety,  headed  by  the  at- 
torney general  of  the  state.  BME 
is  composed  of  21  members  who 
are  appointed  by  the  governor  for 
a term  of  three  years  or  until  a 
successor  is  appointed. 

Most  BME  members  are  physi- 
cians, but  there  is  a very  strong 
representation  by  government 
and  the  public.  BME  meets  at 
least  monthly,  and  committees  of 


BME  meet  throughout  the  month 
so  that  every  member  attends  at 
least  two  full-day  meetings  each 
month  and  is  required  to  as- 
similate a vast  amount  of  reading 
material  in  preparation  for  these 
meetings.  BME  is  staffed  by  an 
executive  director  and  an  admin- 
istrative staff  in  Trenton.  BME 
also  is  represented  by  a group  of 
deputy  attorneys-general  assigned 
from  the  Division  of  Law  of  the 
Department  of  Law  and  Public 
Safety.  At  the  present  time,  12 
deputy  attorneys-general  work  for 
BME.  Investigations  are  carried 
out  by  the  Enforcement  Bureau 
of  the  Division  of  Consumer  Af- 
fairs, which  reports  either  directly 
to  BME  or  to  the  prosecuting  de- 
puty attorney-general. 

BME  carries  out  its  mission  by 
adjudicating  individual  cases, 
adopting  regulations  pursuant  to 
the  administrative  procedure  act, 
and  issuing  policy  statements  that 
serve  as  guidelines  to  its  licens- 
ees. In  addition,  central  to  the 
BME  s function  is  the  work  of  the 
Credentials  Committee,  which, 
along  with  the  credentialing  staff 
in  the  office,  reviews  initial  appli- 
cations for  licensure  as  well  as 
renewal  applications  of  existing 
licensees. 

In  adjudicating  cases,  BME 


follows  the  rules  of  the  Office  of 
Administrative  Law  (OAL).  Initial 
hearings  usually  are  heard  in 
OAL  by  an  assigned  adminis- 
trative law  judge,  because  the 
hearing  either  is  complex  or 
lengthy.  However,  in  the  event  of 
applications  for  temporary  sus- 
pension of  a practitioner’s  license 
because  of  claimed  imminent 
danger  to  the  public  health,  safe- 
ty, and  welfare,  the  hearing  may 
be  held  before  the  BME  presi- 
dent and  a small  committee,  or 
before  the  full  Board. 

Summary  proceedings  that  re- 
sult in  temporary  suspension  or 
restriction  of  the  practitioner’s 
license  then  are  subject  to  a full 
plenary  hearing  at  OAL.  The  de- 
cision of  the  administrative  law 
judge  is  rendered  to  BME,  which 
may  accept,  reject,  or  modify  it. 
An  appeal  from  BME’s  finding 
may  be  made  to  the  Appellate 
Division  of  the  Superior  Court.  In 
addition,  an  appeal  of  the  tempo- 
rary suspension  order  also  may  be 
made  to  the  Appellate  Division 
prior  to  the  plenary  hearing  at 
OAL.  The  burden  of  proof  is  on 
the  attorney-general  to  prove  the 
case  by  a preponderance  of  credi- 
ble evidence.  In  cases  of  a tempo- 
rary suspension,  the  statute  re- 
quires that  the  application  to 
BME  “palpably  demonstrates  a 
clear  and  imminent  danger  to  the 
public  health,  safety,  and  welfare" 
(. N.J.S.A . 45:l-22-e). 

BME  also  may  regulate  pro- 
fessional practice  by  rulemaking, 
that  is,  by  issuing  regulations. 
These  rules  are  first  drafted  and 
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approved  by  BME  for  initial 
publication  in  New  Jersey  Regis- 
ter to  give  the  affected  regulated 
community  notice  of  BME  s 
proposed  action.  There  follows  a 
30-dav  comment  period,  when  in- 
terested parties  may  submit  writ- 
ten comments  to  the  BME  office. 
In  the  event  of  particularly  con- 
troversial or  important  rules,  a 
public  hearing  also  may  be  held. 
At  the  end  of  the  comment 
period,  BME  prepares  a response 
to  all  of  the  submitted  comments 
and  then  may  approve  the 
proposed  rule  for  final  publication 
and  adoption.  If  BME  decides  on 
substantive  changes  in  the  rule  as 
a result  of  the  comments  re- 
ceived, then  republication  for  a 
new  comment  period  is  required. 
Once  adopted,  regulations  are 
published  in  New  Jersey  Adminis- 
trative Code  and  carry  the  force 
of  law.  Appeal  of  the  regulation 
may  be  made  to  the  Appellate 
Division  of  the  Superior  Court. 

Credentialing  is  one  of  BME  s 
most  important  activities.  The 
Credentials  Committee,  made  up 
of  three  physicians,  one  physician 
assistant,  and  a public  member, 
meets  monthly  and  reports  to  the 
full  Board,  which  is  responsible 
for  final  decisions.  Credentialing 
is  a particularly  visible  and  impor- 
tant function.  Citizens  of  New 
Jersey  expect  that  BME  will  ade- 
quately and  thoroughly  screen  all 
applicants  for  medical  licensure 
to  assure  that  they  are  competent 
to  practice  the  profession  in  this 
state. 

The  preceding  summary  is  by 
no  means  an  exhaustive  review  or 
analysis  of  BME  s structure  and 
functions.  To  focus  our  attention 
on  pressing  issues,  let  us  turn  to 
several  areas  where  professional- 
ism and  BME’s  role  in  protecting 
and  enhancing  the  reputation  of 
the  medical  profession  are 
focused. 

Professionalism  is  a commit- 
ment by  the  practitioner  to  main- 
tain the  interests  of  the  patient 
first;  that  is,  the  patient  s interests 
are  put  above  the  interest  or  “self- 
interest,  of  the  individual  practi- 


tioner. Public  confidence  in  the 
medical  profession  depends  on 
the  patient’s  trust  that  the  physi- 
cian will  do  what  is  in  the  best 
interests  of  the  patient.  To  the 
extent  that  this  confidence  and 
trust  is  eroded,  the  stature  of  the 
medical  profession  is  diminished. 
Anything  that  diminishes  the 
profession’s  stature  is  properly 
subject  to  scrutiny  by  BME.  The 
physician-patient  relationship  is  a 
fiduciary  one;  it  is  a relationship 
based  upon  the  trust  and  con- 
fidence of  the  patient,  and  the 
commitment  to  the  patient’s  best 
interest  by  the  physician. 

BME  has  addressed  the  physi- 
cian s fiduciary  relationship  to  pa- 
tients by  adopting  several 
provisions  of  the  professional 
practice  regulations  ( N.J.A.C . 
13:35-6.16,  6.17).  These  regula- 
tions address  the  issues  of  physi- 
cian self-referral,  the  sale  of  goods 
or  devices  to  patients,  and  the 
giving  or  receiving  of  kickbacks 
with  the  expectation  of  patient  re- 
ferral. 

Physician  self-referral  has  re- 
ceived national  attention  for 
several  years.  New  Jersey  law 
prohibits  referral  of  patients  to  a 
health  care  service  in  which  the 
physician  has  any  financial  in- 
terest if  that  interest  was  acquired 
after  the  effective  date  of  July  30, 
1991.  All  interests  acquired  prior 
to  that  time  do  not  prohibit  refer- 
ral but  require  disclosure  of  the 
interest  to  the  patient. 

Perhaps  the  most  controversial 
portion  of  the  professional  prac- 
tice regulations  addresses  the  sale 
of  goods  or  devices  by  physicians 
to  their  patients.  The  physician- 
patient  relationship  is  one  of  trust 
and  confidence  that  the  interests 
of  the  patient  will  be  placed  first. 
This  fiduciary  relationship  is  a 
traditional  and  historical  one. 
BME’s  initial  reaction  was  that 
the  imposition  of  a commercial 
transaction  into  the  traditional 
physician-patient  relationship 
eroded  confidence  that  a physi- 
cian would  put  the  patient’s  in- 
terest first.  The  initial  proposal 
was  to  limit  the  actual  charge  over 


cost  that  could  be  made  on  these 
sales.  Subsequently,  a proposal 
was  made  to  allow  whatever  ad- 
ministrative charge  was  necessary 
to  cover  overhead  and  other 
legitimate  expenses  connected 
with  the  provision  of  the  sale. 

The  proposal  was  met  with 
widespread  opposition  from  parts 
of  the  medical  community.  BME 
acted  to  stay  this  provision  and 
has  been  discussing  its  implica- 
tions ever  since.  A roundtable  dis- 
cussion is  being  convened  to  ad- 
dress the  issue  of  commercialism 
in  the  practice  of  medicine. 

The  professional  practice  reg- 
ulations also  address  the  fiduciary 
character  of  the  physician-patient 
relationship  by  banning  kick- 
backs.  In  the  past,  it  was  common 
practice  for  physicians  and  other 
health  care  providers  to  receive 
gifts  from  pharmaceutical  manu- 
facturers, medical  technology 
firms,  and  other  organizations 
seeking  to  induce  the  referral  of 
patients.  The  giving  and  receiving 
of  these  kickbacks  so  erodes  the 
trust  and  confidence  of  the  public 
that  the  practice  was  forbidden  by 
BME.  Nothing  is  more  destruc- 
tive to  the  physician-patient  rela- 
tionship or  to  the  reputation  of 
the  medical  profession  at  large  as 
the  giving  or  receiving  of 
kickbacks  in  a professional  con- 
text. 

Continuing  competence  is 
another  area  of  concern.  BME 
does  not  require  continuing 
medical  education  (CME)  credits 
for  renewal  of  licensure.  Many 
states  in  the  United  States  do  re- 
quire various  forms  of  CME  tar- 
geted in  some  states  to  specific 
diseases  or  health  problems.  In 
addition,  some  states  require 
CME  credits  in  risk  management. 

BME  has  discussed  the  CME 
issue  in  the  past  but  has  not  yet 
reached  a conclusion  as  to  the 
desirability  of  requiring  the  mere 
acquisition  of  CME  credits  for 
licensure.  However,  in  my  view, 
the  public  generally  feels  that 
physicians  and  other  health  care 
providers  should  be  kept  current 
in  a chosen  field  and  that  one  of 
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the  responsibilities  of  state  licens- 
ing authorities  is  to  assure  the 
public  of  this  currency.  While 
MSNJ  requires  150  hours  of 
CME  credit  every  three  years  to 
maintain  membership,  it  seems 
incongruous  that  BME  has  not 
required  at  least  some  CME  for 
continuing  licensure.  This  issue 
will  be  an  agenda  item  for  an 
open  meeting. 

Th  ree  other  initiatives  address 
the  congruent  interests  of  patients 
and  physicians.  First,  is  the  alter- 
nate resolution  program  to  enable 
physicians  impaired  by  drug  or 
alcohol  abuse,  as  well  as  by 
psychiatric  disability,  to  enter  into 
a nondisciplinary  track  allowing 
the  physician  to  continue  in  prac- 
tice while  in  treatment.  A special 
committee  would  be  organized, 
which  would  consist  of  BME 
members  and  representatives  of 
the  MSNJ  Physicians'  Health  Pro- 
gram or  other  treatment  organiza- 
tions if  sufficiently  active  in  the 
state.  This  committee  would  be 
charged  with  the  overall 
responsibility  for  the  program. 
This  initiative  is  intended  to  en- 
courage physicians  who  are  suf- 
fering from  drug  or  alcohol  abuse 
to  come  forward  and  seek  treat- 
ment rather  than  remain  under- 
ground due  to  fears  of  disciplinary 
consequences. 

Secondly,  BME  is  pursuing  the 
development  of  a focused  re- 
education program  for  physicians 
who  have  lost  competence  in 
specific  areas  because  of  the 
erosion  of  their  knowledge  base 
and  practice  skills.  BME  intends 
to  organize  a program  to  evaluate 
the  deficiencies  of  individual 
physicians  and  devise  a remedia- 
tion plan  to  restore  these  physi- 
cians to  competent  practice. 
When  remediation  is  not  feasible, 
appropriate  restrictions  on  prac- 
tice or  revocation  of  licensure 
may  be  required. 

Thirdly,  BME  is  addressing 
diverse  issues  in  clinical  practice. 
BME  is  developing  a regulation 
setting  anesthesia  and  surgical 
standards  in  office  practice.  BME 
recently  has  adopted  a policy 


statement  on  withholding  or  with- 
drawing of  life-sustaining  medical 
treatment  that  will  be  distributed 
to  the  regulated  community. 
BME  also  will  be  addressing  the 
issue  of  sexual  misconduct. 

In  this  era  of  accelerating 
penetration  of  managed  care  into 
the  everyday  practice  of 
medicine,  BME  has  become  con- 
cerned with  the  strict  interpreta- 
tion of  utilization  guidelines  by 
medical  directors  or  reviewers 
who  are  employed  by  insurance 
companies  or  utilization  review 
companies  and  are  located 
outside  of  New  Jersey  and  not 
licensed  to  practice  in  the  state. 
Last  year,  BME  passed  a resolu- 
tion acknowledging  that  the  func- 
tion of  these  physicians  con- 
stituted the  practice  of  medicine, 
and,  as  such,  required  licensure 
in  New  Jersey.  We  are  requesting 
an  opinion  from  the  attorney 
general  on  this  issue. 

In  another  response  to  the  ad- 
vent of  managed  care,  BME  has 
expressed  concern  over  the 
possible  erosion  of  patients'  trust 
when  physicians  may  be  com- 
pensated or  rewarded  through 
negative  incentives,  such  as  pay- 
ments for  lower  utilization  of 
services.  While  negative  incen- 
tives may  be  laudable  for  reduc- 
ing costs,  there  is  a risk  that 
necessary  and  appropriate  ser- 
vices will  be  restricted.  Such  in- 
centives may  diminish  the  reputa- 
tion of  the  medical  profession  by 


eroding  necessary  confidence  that 
the  physician  will  act  in  the  pa- 
tients best  interest.  In  an  era  of 
emphasis  on  price,  physicians 
should  redouble  their  efforts  to  A 

ensure  their  own  professionalism  ^ 

and  protect  the  unique  physician-  . 

patient  relationship.  Accordingly,  f 

BME  action  to  minimize  negative  ;! ^ 

incentives  is  likely. 

BME  is  committed  to  the 
protection  of  public  health,  safety, 
and  welfare.  We  are  cognizant  of 
the  special  relationship  between 
patients  and  physicians  and  are 
dedicated  to  enhancing  the  re-  j ^ 

putation  of  the  medical  profession  Hi 

consistent  with  the  articulated  jf 

policy  of  the  state.  While  BME  ^ 

encourages  and  solicits  dialogue 
from  the  regulated  community,  j ^ 
BME  is  mindful  of  the  very  great 
public  trust  invested  in  the  or- 
ganization and  its  work.  BME  re-  [ 
minds  its  physician  licensees  that 
the  practice  of  medicine  is  a 
privilege  and  an  honor.  The  | 
license  that  BME  grants  to 
engage  in  this  professional  activi-  11 
ty  is  given  in  the  public  interest  e 
and  represents  a public  trust.  M 1 

P 

tl 
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Dr.  Jacobs  is  president  of  BME  and 
senior  vice-president  for  Medical  Af- 
fairs, Saint  Barnabas  Medical  Center, 
Livingston.  The  paper  was  submitted 
in  November  1994  and  accepted  in 
February  1995.  Address  reprint  re- 
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Livingston,  NJ  07039. 
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Health  care  reformation 
and  the  need  for 
tort  reform 

Jan  H.  Gabin,  Esquire 


Health  care  reform  is  changing  the  medical  profession  and  the 
way  physicians  manage  their  patients,  including  reducing  the 
incentive  to  practice  defensive  medicine.  Conflicting  pressures 
on  physicians  make  this  an  ideal  time  for  medical  malpractice 
tort  reform. 


There  is  little  doubt  that 
we  are  in  the  midst  of  a 
health  care  delivery  re- 
formation. The  cost  of 
health  care  has  become  stagger- 
ingly high  and,  despite  the  cost, 
everyone  still  demands  optimal 
care.  Not  only  has  the  cost  to 
patients,  their  employers,  and 
their  governments  become 
overwhelming,  but  the  cost  to 
practitioners,  financially  and  emo- 
tionally, of  starting  and  maintain- 
ing a practice  presents  a major 
obstacle. 

The  ongoing  changes  in  the  de- 
livery of  health  care  are  likely  to 
have  a substantial  effect  on 
medical  malpractice  insurance 
companies  and  their  insured  doc- 
tors. While  many  of  the  implica- 
tions can  be  little  more  than 
speculation,  the  direction  toward 
managed  care  already  has  pro- 
vided an  idea  of  how  insured  doc- 
tors will  be  exposed  to  new  and 
increased  liabilities.  The  Medical 
Inter-Insurance  Exchange  (MIIX) 
already  has  developed  new 
products  to  protect  doctors  from 
these  liabilities. 

The  debate  over  health  care  re- 
form has  been  so  heated  that  re- 
latively little  attention  has  been 
paid  to  the  issue  of  medical 
malpractice  tort  reform.  Several 


areas  of  health  care  reform  will 
have,  and  already  are  having,  an 
effect  on  medical  malpractice. 
Doctors  often  are  exposed  to 
liability  for  their  administrative 
work  in  managed  care  organiza- 
tions and  for  their  role  as 
gatekeepers  within  those  systems. 
In  addition,  they  are  required  to 
provide  optimal  medical  care  in 
accordance  with  practice  guide- 
lines developed  by  managed  care 
organizations  that  have  been,  at 
least  in  substantial  part,  de- 
veloped with  the  intent  of  reduc- 
ing the  cost  of  care. 

The  practice  of  defensive 
medicine  arose  under  a fee-for- 
service  payment  system,  which 
permitted  physicians  to  practice 
low-risk  medicine  without  con- 
cern for  cost.1  The  incentives  for 
physicians  under  a system  domi- 
nated by  managed  care  are  dif- 
ferent. In  light  of  these  often  con- 
flicting pressures  on  doctors,  it 
appears  to  be  an  opportune  time 
for  medical  malpractice  tort  re- 
form. 

Almost  all  the  proposals  for 
health  care  reform  include  some 
provision  for  revising  the  tort 
system.  There  has  been  much  dis- 
cussion on  the  impact  of  medical 
malpractice  claims  on  health  care 
costs,  yet  there  is  little  direct 


evidence  that  these  claims  are  a 
major  component  of  costs.  Pre- 
miums for  medical  malpractice  in- 
surance amount  to  substantially 
less  than  1 percent  of  the  nation’s 
overall  health  care  costs.2  There- 
fore, savings  in  this  area  would 
not  reduce  costs  significantly. 

There  may  be  some  merit  in 
the  suspicion  that  fear  of  medical 
malpractice  suits  compels  doctors 
to  practice  defensive  medicine, 
thereby  indirectly  driving  up  the 
costs  of  health  care.  Physicians 
know  that  they  are  far  more  likely 
to  be  sued  for  failure  to  take  an 
x-ray  or  magnetic  resonance 
image  or  to  perform  other  tests 
than  if  they  order  the  tests,  no 
matter  how  small  the  likelihood 
that  they  will  aid  in  diagnosing 
the  patient’s  problem. 

One  study  of  obstetricians  in 
New  York  documented  a direct 
relationship  between  the  frequen- 
cy of  claims  and  the  performance 
of  caesarean  sections,  which 
would  indicate  that  fear  of 
malpractice  claims  may  compel 
physicians  to  practice  defensive- 
ly.3 Practically  speaking,  however, 
it  is  difficult  to  prove  with  certain- 
ty the  difference  between  medi- 
cine that  is  practiced  to  best 
diagnose  and  to  treat  patients  and 
medicine  that  is  practiced  with 
an  eye  on  preventing  lawsuits. 
Nevertheless,  given  the  pressures 
brought  by  health  care  reform  on 
physicians  to  do  less  rather  than 
more,  forcing  them  to  consider  a 
risk-benefit  analysis  for  each 
procedure  proposed,  reform  of 
the  tort  system  to  remove  or  re- 
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duce  incentives  to  practice  with- 
out concern  for  costs  is  advisable. 

Although  the  health  care  re- 
form movement  has  included  tort 
reform  measures  because  of  a 
suspected  effect  on  costs,  there 
are  other  cogent  reasons  why  tort 
reform  should  have  a life  of  its 
own.  One  reason  is  that  too  many 
medical  malpractice  suits  are 
without  merit.  In  1993,  MIIX 
closed  527  suits  against  insured 
doctors  without  payment  in  which 
the  plaintiffs  were  unable  to 
secure  expert  opinions  that  the 
defendant  physicians  deviated 
from  the  standard  of  care,  or  that 
any  deviation  by  the  doctors 
caused  injuries  to  the  plaintiffs.  In 
other  words,  the  plaintiffs  could 
do  no  more  than  merely  allege 
that  the  defendants  had  com- 
mitted malpractice. 

It  cost  MIIX  more  than  $2.8 
million  to  successfully  defend 
these  lawsuits,  and  it  cost  the  de- 
fendant doctors  from  six  months 
to  four  years  of  psychological 
trauma  before  they  could  be  ex- 
tricated from  these  baseless  suits. 
Furthermore,  plaintiffs  who  ex- 
pect to  win  awards  of  damages  in 
these  cases  are  disappointed,  and 
plaintiff  lawyers  incur  costs  that 
can  only  be  made  up  by  winning 
or  settling  for  larger  amounts  in 
other  cases. 

The  majority  of  current  health 
care  reform  proposals  on  the 
federal  level  incorporate  some 
elements  of  reform  to  the  tort 
system.  The  original  plan  pro- 
posed by  President  Clinton,  to 
which  most  other  proposals  have 
been  compared,  called,  in  part, 
for  the  establishment  of  man- 
datory' alternative  dispute  resolu- 
tion (ADR);  filing  of  a certificate 
of  merit  by  the  plaintiff  s expert 
before  a malpractice  lawsuit  could 
be  filed;  a limit  on  contingency 
fees  for  lawyers;  periodic  pay- 
ments of  damage  awards  in  place 
of  a lump  sum;  and  establishment 
of  practice  guidelines. 

Conspicuous  by  its  absence  is 
any  mention  of  a cap  on  non- 
economic damages,  a reform  that 
already  has  been  enacted  in 


several  states  and  is  proposed  in 
many  others.  A cap  on  noneco- 
nomic damages  also  is  an  integral 
part  of  several  other  proposed 
federal  health  care  reform  bills. 

ADR.  ADR  is  an  attempt  to 
free  the  court  system  from  the 
protracted  time  it  takes  to  con- 
clude medical  malpractice  claims. 
In  addition,  it  is  designed  to  re- 
duce litigation  expenses  so  that 
indemnity  dollars  flow  more 
directly  from  the  guilty  party  to 
the  injured  party,  and  fewer 
dollars  are  spent  on  lawyers  and 
litigation  costs.  (It  is  estimated 
that  plaintiffs  receive  50  cents  for 
every  dollar  spent  by  insurers  in 
a medical  malpractice  case;  most 
of  the  remainder  is  spent  on  legal 
fees.4)  Many  of  these  federal 
proposals  would  require  account- 
able health  care  plans  (AHPs)  to 
establish  mandatory,  but  nonbind- 
ing, arbitration  panels.  A national 
health  board  would  develop 
several  arbitration  models  and  the 
regional  health  alliance  would  be 
mandated  to  adopt  one  for  its  use. 

Arbitration  is  not  a new  con- 
cept. Many  states,  including  New 
Jersey,  have  or  have  had  some 
form  of  mandatory,  nonbinding 
arbitration.  While  the  concept  has 
merit  for  some  types  of  claims, 
e.g.  automobile  accidents  and 
general  liability,  it  probably  is  not 
a helpful  approach  for  resolving 
medical  malpractice  claims,  at 
least  from  a physician-defendant’s 
point  of  view. 

The  largest  ADR  model  for 
medical  malpractice  claims  is  in 
use  by  Kaiser  Permanente  in  Cali- 
fornia. Kaiser’s  five  million 
members  have  agreed  by  contract 
to  accept  mandatory  arbitration  of 
their  claims  against  Kaiser’s  doc- 
tors. Kaiser  reports  that  arbi- 
tration has  reduced  claim  resolu- 
tion time  from  an  average  of  33 
to  18  months,  thereby  decreasing 
litigation  costs.  The  process  not 
only  shortens  the  time  for  dis- 
covery significantly,  but  also  the 
typical  trial  length  of  two  weeks 
is  reduced  to  the  typical  hearing 
time  of  two  to  four  days.5 

There  is,  however,  an  effect  of 


arbitration  that  clearly  is  unfavor- 
able to  doctors.  Under  Kaiser’s 
arbitration  plan,  judgments  for 
the  plaintiff  have  increased  from 
33  percent  at  trial  to  52  percent 
at  arbitration.5  Although  total 
payout  for  indemnity  and  expense 
under  an  alternative  dispute 
system  may  be  reduced,  a greater 
number  of  doctors  may  lose  cases 
or  be  compelled  to  settle  them  in 
ADR  than  under  the  current  trial 
system.  At  MIIX,  for  example, 
more  than  80  percent  of  the 
claims  against  doctors  are  closed 
without  payment,  and  95  percent 
of  the  physicians  who  go  to  trial 
as  defendants  come  away  with 
verdicts  in  their  favor. 

There  are  other  negative  at- 
tributes of  the  Clinton  plan’s 
ADR  approach.  While  the  system 
is  mandatory,  it  is  nonbinding  on 
the  claimant.  Thus,  if  a claimant 
loses  at  arbitration,  or  the  amount 
of  the  judgment  is  not  high 
enough  to  satisfy  the  claimant,  he 
can  bring  an  action  in  court.  As 
a result,  in  many  situations,  the 
mandatory  arbitration  would  sim- 
ply add  an  additional  layer  of  time 
and  cost  to  an  already  lengthy 
process.  Furthermore,  even 
though  some  studies  have  in- 
dicated that  arbitration  can  re- 
duce the  amount  paid  per  claim, 
the  increased  access  that  results 
from  the  lower  cost  to  file  a claim 
significantly  increases  the  fre- 
quency of  claims.6 

Certificate  of  merit.  The  Clin- 
ton plan  would  require  that 
before  a lawsuit  could  be  filed 
against  a physician,  the  plaintiff 
must  secure  an  affidavit  and  writ- 
ten report  from  a qualified  med- 
ical specialist  certifying  that  there 
is  a “reasonable  and  meritorious 
claim  for  medical  malpractice. 

Several  states  already  have 
promulgated  this  type  of  require- 
ment. It  still  is  too  early  to  verify, 
however,  whether  the  rule  has  cut 
down  on  the  number  of  non- 
meritorious  cases  filed  against 
doctors. 

In  1992  and  again  in  1993, 
more  than  500  claims  against 
MUX-insured  physicians  were 
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closed  without  payment  after  the 
plaintiff  was  unable  to  obtain  an 
expert  report  indicating  that  the 
defendant  had  deviated  from  the 
standard  of  care.  Most  of  these 
cases  were  dismissed  voluntarily 
by  the  plaintiff  ’s  attorney.  Almost 
200  cases,  however,  required  the 
defendant’s  lawyer  to  file  a mo- 
tion to  dismiss.  The  cost  of  de- 
fending these  cases  was  almost  $3 
million  in  both  1992  and  1993. 

The  requirement  that  the  plain- 
tiff obtain  a certificate  of  merit 
from  a physician  who  practices  in 
the  same  specialty  as  the  defen- 
dant before  or  shortly  after  the 
filing  of  a medical  malpractice 
lawsuit  clearly  would  reduce  the 
number  of  nonmeritorious  cases. 

Most  experienced  medical  mal- 
practice plaintiff  lawyers  will  not 
accept  a case  until  the  medical 
procedure  involved  has  been 
carefully  reviewed  by  a medical 
professional.  Unfortunately,  many 
less  experienced  plaintiff  lawyers 
use  the  “sue  everyone  now,  in- 
vestigate later  approach. 

Contingency  fees.  The  ability 
of  attorneys  to  advance  the  claims 
of  plaintiffs  on  a contingent  fee 
basis  is  a fundamental  under- 
pinning of  the  American  civil 
justice  system.  Most  would-be 
plaintiffs  are  not  in  a position  to 
invest  extraordinary  sums  for 
legal  fees  and  costs  to  pursue 
even  arguably  valid  claims  when 
the  final  outcome,  at  best,  is  only 
a little  more  likely  than  not  to 
result  in  a monetary  award.  We, 
therefore,  should  recognize  that 
contingent  fees  are  here  to  stay, 
and,  in  fact,  that  they  are  a ra- 
tional tool  for  providing  a way 
to  compensate  for  negligently 
caused  injuries. 

The  Clinton  proposal  would 
cap  attorney  contingent  fees  at 
33.3  percent  of  an  award.  This  is 
not  a new  idea.  Most  states  have 
caps  in  place  that  range  from  25 
to  50  percent  of  the  award.  In 
New  Jersey,  court  rules  place 
limits  on  contingent  attorney’s 
fees  for  claims  involving  medical 
malpractice  as  follows:  one-third 
on  the  first  $250,000;  one-fourth 


on  the  next  $250,000;  and  one- 
fifth  on  the  next  $500,000. 

The  current  rule  allows  at- 
torneys to  apply  to  the  court  for 
additional  fees  when  the  caps 
would  set  an  unreasonable  limit.7 
While  limits  on  attorney  fees  may 
be  reasonable,  studies  have  not 
shown  a relationship  between 
them  and  frequency  or  severity  of 
claims,  or  on  malpractice  in- 
surance premiums.1 

Periodic  payments.  The  Clin- 
ton plan  calls  for  periodic  pay- 
ments of  an  indemnity  upon  the 
request  of  either  party  to  the 
lawsuit.  Under  such  an  approach, 
insurance  carriers  typically  pur- 
chase an  annuity  that  makes 
periodic  payments  over  the  life- 
time of  the  claimant.  In  most 
jurisdictions,  including  New  Jer- 
sey, insurance  carriers  must  re- 
veal to  the  plaintiff  the  cost  of 
annuity.  There  is  rarely  any  sav- 
ings in  paid  indemnity,  but 
periodic  payments  can  address 
the  claimant’s  continuing  medical 
and  economic  needs. 

Certain  categories  of  claims 
lend  themselves  to  this  approach. 
Those  claimants  needing  lifetime 
medical  care,  minors  who  are  in- 
jured, and  those  who  have  lost 
earning  capacity  or  require  ex- 
tended institutional  care  can  ben- 
efit by  receiving  periodic  pay- 
ments rather  than  a lump  sum. 
Studies  done  thus  far,  however, 
indicate  no  significant  impact  of 
this  approach  in  reducing  the  size 
of  indemnities  or  the  probability 
that  a claim  would  be  settled. s 

Caps  on  noneconomic  dam- 
ages. The  Clinton  plan  has  no 
provision  for  caps  of  any  sort. 
Many  other  proposals  do.  Run- 
away jury  verdicts  are  the 
nightmare  of  every  defendant, 
whether  it  is  a corporation,  in- 
surance company,  or  physician. 
Witness  the  recent  verdicts  in 
Texas  for  women  allegedly  in- 
jured by  silicone  breast  implants. 
These  verdicts  were  awarded 
without  any  scientific  proof  of  the 
relationship  between  silicone  and 
the  plaintiffs  claimed  illnesses. 
Only  fear  of  a jury  out  of  control 


could  cause  the  manufacturers  of 
implants  to  offer  to  pay  $4.25 
billion  to  settle  the  bulk  of  this 
litigation,  in  light  of  the  recent 
studies  that  find  no  relationship 
between  the  implants  and  the  ill- 
nesses claimed. 

The  most  frequently  legislated 
cap  applies  only  to  the  non- 
economic component  of  a damage 
award.  Losses  for  pain  and  suffer- 
ing, in  fact,  are  impossible  to  ac- 
curately quantify,  and  judges 
provide  juries  with  no  clear  stan- 
dards. 

Fourteen  states  already  have 
enacted  legislation  limiting  non- 
economic damages  to  amounts 
ranging  from  $250,000  to  $1 
million.  A recent  study  by  the  Of- 
fice of  Technology  Assessment  in- 
dicates that  caps  on  damages  have 
been  effective  in  lowering  the 
payment  per  claim.1 

This  effect  is  easy  to  com- 
prehend. Without  the  opportunity 
to  gain  a windfall  by  submitting 
a case  to  a jury,  plaintiffs  are  more 
likely  to  consider  settlement  at  a 
figure  that  more  closely  tracks  the 
real  damages. 

Furthermore,  because  a cap  on 
noneconomic  damages  limits  the 
possibility  of  a jury  rendering  a 
verdict  that  includes  a speculative 
and  unpredictable  award  for  pain 
and  suffering,  doctors  are  more 
willing  to  permit  the  jury  to  de- 
cide all  the  issues  in  a case  rather 
than  settle. 

Establishment  of  practice 
guidelines.  The  development  of 
practice  parameters  and  guide- 
lines is  part  of  several  federal 
proposals.  Whether  or  not  these 
plans  reach  fruition,  practice 
guidelines  are  here  to  stay. 
Managed  care  organizations  can- 
not operate  without  them  if  their 
goal  of  practicing  medicine  com- 
petitively is  to  be  achieved.  But 
the  establishment  of  practice 
protocols,  because  of  their  ten- 
dency to  erode  the  discretion  of 
doctors  to  handle  each  patient 
and  medical  situation  on  its  in- 
dividual merits,  is  fraught  with 
danger. 

The  physician,  ultimately,  is 
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responsible  for  the  patient’s 
medical  care.  While  the  physician 
may  have  a duty,  by  contract,  to 
a third-party  payer  to  provide 
medical  services  in  accordance 
with  written  criteria,  the  physi- 
cian’s duty  to  his  patient  is 
sacrosanct.  In  the  final  analysis, 
third-party  payers  do  not  practice 
medicine.  In  a bona  fide  claim  of 
medical  malpractice,  it  is  no  de- 
fense to  justify  inappropriate  care 
by  reference  to  a third-party 
payer’s  guidelines  for  medical 
care,  guidelines  that  were  de- 
veloped, in  part,  for  economic 
reasons. 

Therefore,  for  practice  guide- 
lines to  be  acceptable  to  physi- 
cians and  helpful  in  reducing  the 
costs  associated  with  defensive 
medicine,  legislation  must  en- 
hance the  use  of  practice 
guidelines  as  evidence  in  court 
that  the  standard  of  care  has  been 
met.  Guidelines  must  be  given 
significant  weight  in  court  pro- 
ceedings, without  barring  a physi- 
cian from  establishing  that  the 
parameters  were  not  appropriate 
in  a given  situation.  Furthermore, 
parameters  first  should  be  de- 
veloped for  areas  in  which  de- 
fensive medicine  is  notably 
prevalent,  that  is,  in  areas  where 
certain  practices  have  low  ex- 
pected benefits  and  high  costs. 

CONCLUSION 

Regardless  of  the  fate  of  pro- 
posed health  care  legislation,  our 
medical  system  is  being  trans- 
formed rapidly  and  extensively. 
The  way  doctors  practice  medi- 
cine must  change  along  with  the 
system.  Doctors  are  being  pres- 
sured to  evaluate  their  treatment 
of  patients  in  light  of  economic 
factors.  The  question  no  longer  is 
simply  whether  a treatment  plan 
would  have  any  possible  benefit 
to  the  patient.  Doctors  are  being 
obliged  to  ask  whether  the  ex- 
pected benefits  of  the  proposed 
treatment  outweigh  the  costs. 

To  entice  doctors  to  adapt  to 
this  new  orientation,  the  goal 
should  be  to  reduce  the  incentive 
to  engage  in  defensive  medicine. 


Some  revision  of  the  tort  system 
is  required.  A few  of  the  more 
traditional  tort  reforms  will  help, 
such  as  caps  on  noneconomic 
damages  and  the  requirement  of 
a certificate  ol  merit  that  would 
limit  the  plaintiff  ’s  access  to  the 
system  or  expected  compensation. 
Development  of  practice  guide- 
lines that  will  protect  physicians 
in  court,  without  compelling  them 
to  use  a cookbook  approach  to 
treatment,  will  go  far  in  promot- 
ing predictability  in  the  legal 
standard  of  care.  Furthermore,  as 
the  health  care  system  changes, 
we  must  be  prepared  to  consider 
other  reforms  to  the  tort  system 
that  will  help  provide  necessary 
and  proper  health  care  to  every- 
one without  bankrupting  us  all.  M 

REFERENCES 

1.  U.S.  Congress,  Office  of  Tech- 
nology Assessment:  Impact  of  legal 
reforms  on  medical  malpractice  costs. 
Washington,  DC,  U.S.  Government 
Printing  Office,  1993. 

2.  U.S.  Congress,  Office  of  Tech- 
nology Assessment:  Defensive  medi- 
cine and  medical  malpractice.  Wash- 
ington, DC,  U.S.  Government  Print- 
ing Office,  1994. 


3.  Localio  AR,  Lawthers  AG, 
Bengtson  JV1,  et  al.:  Relationship  be- 
tween malpractice  claims  and  , 
caesarean  delivery.  JAMA  269:366- 
373,  1993. 

4.  National  Association  of  In- 
surance Commissioners:  Malpractice 
Claims:  Medical  Malpractice  Closed 
Claims.  1975-1978.  Brookfield,  WI, 
1980. 

5.  Felsenthal  E:  What  happens 
when  patients  arbitrate  rather  than 
litigate.  Wall  Street  J , 1994. 

6.  Danzon  PM:  The  frequency  and 
severity  of  medical  malpractice 
claims:  New  evidence.  Law  Contemp 
Prob  49:57-84,  1986. 

7.  Rules  Governing  the  Courts  of 
the  State  of  New  Jersey  (1994  Edi- 
tion). 1:21-7. 

8.  Blackman  G,  Zeckhause  R: 
State  reform  legislation:  Assessing 
our  control  of  risks,  in,  Tort  Law  and 
the  Public  Interest.  New  York,  NY, 
W.W.  Norton  & Co.,  1991. 


Mr.  Gabin  is  assistant  vice-president, 
technical  unit,  MMX.  The  paper  was 
submitted  in  September  1994  and  ac- 
cepted in  December  1994.  Address 
reprint  requests  to  Mr.  Gabin,  MIIX, 
Two  Princess  Road,  Lawrenceville,  NJ 
08648. 


332 


NEW  JERSEY  MEDICINE 


PRACTICE  WITH  A DIFFERENCE. 
NAVY  MEDICINE 
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Managed  care  and 
powerful  networks  result  in 
state  public  utility  commission 
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This  article  focuses  on  why  managed  care,  capitated  payment, 
and  the  health  alliances  could  lead  to  the  formation  of  15  major 
networks  in  New  Jersey  and  require  a Trenton-based  health 
sen/ices  commission.  As  a result,  how  physician  services  are 
organized  in  the  state  could  undergo  significant  change. 


The  meltdown  of  the  Clin- 
ton administration  health 
reform  plan  suggests  that 
managed  care,  capitated 
payment,  and  the  regional  al- 
liances will  serve  as  the  major 
centerpieces  to  improve  the  or- 
ganization, financing,  and  de- 
livery of  our  nation’s  health 
services.  Due  to  the  reluctance  of 
the  American  public  to  embrace 
more  governmental  regulations  or 
more  taxes  and  with  an  increas- 
ingly conservative  Congress,  it  is 
doubtful  that  President  Clinton 
will  sign  any  major  health  legisla- 
tion prior  to  the  1996  election 
that  contains  the  concepts  of 
employer  mandates,  universal  ac- 
cess, or  cost  constraints. 

What  is  so  significant  in  any 
discussions  of  the  efficacy  of  these 
emerging  health  alliances  and 
health  maintenance  organizations 
(HMOs)  for  reforming  the  Ameri- 
can health  system,  is  the  dearth 
of  available  evidence  of  the  poten- 
tial cost  savings  or  other  positive 
fiscal  implications  when  either 
establishing  networks  or  by  im- 
plementing capitated  payment.1 
Recent  studies  lack  valid  bottom- 
line  estimates  of  a significant  dif- 
ference of  expenditures  among 
HMO  subscribers  compared  with 
those  enrolled  in  fee-for-service 


plans.  There  is  only  minimal 
quantitative  evidence  now  avail- 
able that  the  regional  alliances 
can  provide  a broader  range  of 
covered  services  at  a lower  cost 
per  subscriber  than  the  more 
loosely  affiliated  systems  and  the 
indemnity  contracts. 

These  findings  lead  us  to 
speculate  on  the  consequences  for 
the  medical  profession  of  these 
ongoing  trends,  and  whether  the 
American  health  system  should 
anticipate,  by  the  turn  of  the  cen- 
tury, a more  competitive  or  a 
more  regulatory  environment. 
More  specifically,  physicians 
shoidd  be  concerned  about  the 
potential  implications  of  ex- 
periencing two  to  four  health 
networks  being  consummated  in 
Bergen,  Camden,  Essex,  Hudson, 
Middlesex,  Monmouth,  Passaic, 
and  Union  Counties;  alliances  of 
two  or  more  hospitals  from  two  or 
more  contiguous  counties;  several 
facilities  tied  to  networks  based  in 
New  York  City  or  in  Philadelphia; 
and  three  to  five  other  alliances 
throughout  the  state.  Approx- 
imately 80  percent  of  the  state’s 
population,  thereby,  would  be 
served  by  physicians  and  hos- 
pitals in  approximately  15  major 
networks. 

Managed  care  is  no  panacea. 


Thomas  P.  Weil,  PhD 


When  comparing  the  ability  of  ' 
HMOs  and  regional  networks  to 
constrain  costs,  against  the  urgen- 
cy to  implement  long-term 
stringent  cost-containment  efforts  | \ 
to  reduce  our  federal  entitle-  ; 
ments,  the  managed  care  concept 
as  the  key  force  to  control  health 
expenditures  should  be  viewed,  t 
for  a number  of  reasons,  as  a tran- 
sitory or  temporary  solution  with 
a projected  window  of  three  to 
five  years. 

Compared  with  traditional  fee- 
for-service  insurance,  HMOs  and 
other  managed  care  plans  have 
achieved  modest  results;  HMO 
patients  experience  somewhat 
lower  inpatient  admission  rates 
with  slightly  shorter  average 
lengths  of  hospital  stay.2  Those 
enrolled  in  managed  care  plans 
have  the  same  number  or  more 
physician  office  visits.3  As  a direct 
result  of  the  fiscal  incentives  in- 
herent in  capitated  payment, 
HMO  members  use  fewer  ex- 
pensive procedures  and  examina- 
tions.4 There  is  lower  satisfaction 
with  HMO  sendees,  but  this  is 
counterbalanced  by  the  percep- 
tion that  managed  care  is  less  ex- 
pensive than  fee-for-service 
plans.5 

Managed  care  plans,  by  their 
micromanaging  services,  general- 
ly have  achieved  a one-time  7 to 
10  percent  overall  cost  reduc- 
tion.6 While  this  potential  savings 
must  be  considered  a sizeable 
amount,  it  is  equal  to  roughly  one 
year's  inflationary  factor  of  the  na- 
tion’s health  expenditures.  In 
comparison,  based  on  the  most 
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recent  projections.  Medicare, 
Medicaid,  and  Social  Security  are 
estimated  to  consume  all  federal 
revenues  by  the  year  2012,  unless 
we  raise  taxes  or  reduce  benefits 
or  achieve  some  of  both.7 

As  enrollment  in  managed  care 
plans  increases,  physicians  and 
other  providers  will  experience 
more  patients  either  un-  or  under- 
insured because  of  the  increasing 
cost  of  purchasing  coverage  and 
the  inadequate  governmental 
subsidies  provided  to  the  working 
poor  and  their  dependents. 
Smaller  employer  groups  will  wit- 
ness the  most  adverse  effects  of 
cost  shifting,  when  Congress 
enacts  further  reductions  in 
Medicare  and  Medicaid  reim- 
bursement. Concurrently,  the 
managed  care  plans  and  the  re- 
gional networks  will  continue  to 
experience  difficulties  in  deliver- 
ing accessible,  quality  health 
services  to  those  living  in  inner 
cities  and  poor  rural  areas,  where 
most  of  those  now  underserved 
reside  and  where  there  is  the 
most  significant  shortage  of  quali- 
ty providers.8  To  fill  that  slack,  we 
can  expect  that  additional  for- 
profit  managed  care  plans  will  be 
organized  specifically  to  collect 
premiums  and  to  deliver  limited 
care  to  those  in  inner  cities 
eligible  for  Medicaid  and 
Medicare. 

M anaged  care  plans  and  re- 
gional networks  assert  that  to  in- 
sure quality  care  and  to  lower 
costs,  they  are  forced  to  establish 
panels  of  physicians  and  hospitals. 
What  is  worrisome  is  that  too 
many  managed  care  plans  and  al- 
liances will  select  low-quality, 
low-cost  providers,  whose  profes- 
sional loyalties  could  be  domi- 
nated by  the  fiscal  imperatives  of 
the  third-party  payers,  who  assure 
them  of  a steady  revenue  stream, 
rather  than  protecting  their  pa- 
tient’s best  interests. 

Capitated  payment  also  has  the 
inherent  fiscal  incentives  to  dis- 
courage the  number  of  services 
being  provided,  whether  it  be  re- 
ferrals to  specialists  and  sub- 
specialists, or  reduction  in  the  use 


of  expensive  procedures  and  ex- 
aminations, or  in  hospital  ad- 
missions and  patient  days.  HMO 
staff  at  a ratio  of  one  physician  per 
800  subscribers  compared  with 
one  physician  per  415  persons 
available  in  the  United  States  sug- 
gesting a possible  excess  of 
105,000  physicians  by  the  year 
2000. 9 For  similar  reasons,  the  av- 
erage daily  census  of  American 
hospitals  also  is  projected  to 
decline  so  that  there  will  be  a 35 
percent  overall  occupancy  na- 
tionwide. This  excess  capacity 
will  encourage  regional  networks 
to  squeeze  out  many  of  the  area’s 
weakest  providers. 

Even  as  the  managed  care 
plans  micromanage  patient  care 
services  and  the  health  alliances 
establish  powerful  competitive 
positions,  these  organizations  still 
will  exhibit  difficulty  in  decreas- 
ing administrative  and  related  ov- 
erhead expenses.  If  the  United 
States  implemented  a multipayer 
system  with  macro-  rather  than 
micromanaged  controls,  we  could 
generate  significant  fiscal  savings. 
What  prevents  us  from  im- 
plementing global  budgetary  tar- 
gets, as  used  by  other  western 
industrialized  nations  is  that  we 
are  unwilling  to  give  government 
the  power  to  develop  health 
priorities  and  to  allow  public  of- 
ficials to  allocate  available  re- 
sources. 

As  managed  care  plans  imple- 
ment further  cost  reductions  by 
constraining  the  use  and  the 
amount  of  payment  for  serv  ices, 
providers  in  the  United  States 
will  witness  the  slowing  down  in 
the  acquisition  of  greater  cen- 
tralization and  longer  queues  for 
patients  seeking  sophisticated 
services.  Fiscal  restraints  will 
force  providers  to  regionalize  ter- 
tiary care  and  these  sophisticated 
services  eventually  will  not  be 
available  to  patients  in  many  com- 
munity hospitals  “on  demand. 

Some  medical  specialists  and 
subspecialists,  as  a residt,  will 
seek  privileges  reluctantly  in 
nearby  teaching  centers  or 
otherwise  these  specialists  will 


face  a significant  reduction  in  pa- 
tient revenues. 

Networks  evolve  into  regional 
monopolies.  As  more  and  more 
hospitals  and  physicians  are  con- 
cerned about  being  left  out,  ex- 
panded enrollment  in  managed 
care  plans,  capitated  payment, 
and  the  formation  of  powerful 
networks  eventually  will  require 
that  almost  all  acute  care  facilities 
and  doctors  be  associated  with 
one  of  their  area’s  dominant,  geo- 
graphically linked,  vertically  and 
horizontally  diversified  health  al- 
liances. Theoretically,  regions 
that  have  excess  capacity  could 
reduce  expenditures  by  closing 
hospitals  or  by  forcing  some  of 
their  physicians  to  relocate  to 
other  areas.  Faced  with  a poten- 
tially disastrous  financial  con- 
dition, doctors  and  hospitals  often 
will  consider  mergers  or  acquisi- 
tions rather  than  closing  doors  re- 
luctantly. 

These  voluntary  alliances  and 
mergers  being  forged  today  often 
will  foreshadow  the  powerful, 
geographically  linked  regional 
health  networks  under  one  cor- 
porate umbrella  that  will  be  or- 
ganized as  more  stringent  fiscal 
constraints  require  providers  in 
the  future  to  deliver  less  costly, 
and  more  integrated  and  coordi- 
nated services.  By  the  turn  of  the 
centrin’,  almost  every  hospital  in 
the  United  States  could  be  af- 
filiated with  a maximum  of  850 
regional  networks.  A possibly  ov- 
ersimplified calculation  by  stan- 
dard metropolitan  area  to  il- 
lustrate this  point  is  shown  in  the 
Table. 

Among  the  strongest  alliances 
in  any  region  will  be  those  geo- 
graphically linked;  those  com- 
patible with  existing  physician  re- 
ferral patterns;  and  those  able  to 
develop  common  culture  and 
goals  among  trustees,  doctors,  and 
health  executives. 

In  this  projected  three-  to  five- 
years  window,  with  additional 
enrollment  in  managed  care  plans 
and  with  these  alliances  gaining 
additional  market  share,  the  result 
coidd  be  one  network  or,  in  a 
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Table.  Hospital  affiliations  by  the  year  2000. 


Size  of  Standard 
Metropolitan  Area  (SMA) 

Number  in 
U.S. 

Average 
Number  of 
Networks/SMA 

Total 

Networks 

Under  450,000  persons 

221 

2 

442 

450,000  to  1.5  million 

72 

3.5 

252 

Over  1.5  million 

28 

5 

140 

Total 

834 

large  metropolitan  area,  several 
alliances  dominating  each  region 
as  a virtual  monopoly,  i.e.  an 
oligopoly.  With  one  large  network 
eventually  controlling  most  stan- 
dard metropolitan  areas  in  the 
United  States,  classical  economics 
has  taught  us  that  in  a highly 
competitive  marketplace,  a goal  of 
an  oligopolist  is  to  secure  a 
monopoly  position.  The  public,  in 
contrast,  could  become  increas- 
ingly incensed  about  these  im- 
mense regional  health  networks 
as  they  become  too  insensitive 
about  access  to  services,  social 
equity,  the  comprehensiveness  of 
and  quality  of  care,  and  its  cost. 

The  potential  role  of  antitrust 
protection.  In  consummating  a 
corporate  consolidation,  merger, 
or  acquisition,  potential  hurdles 
are  the  federal  antitrust  laws  that 
reflect  a public  policy  principle 
whereby  free  market  competition 
protects  consumers,  restrains 
private  economic  power,  and 
produces  the  best  allocation  of 
quality  goods  and  services  at  the 
lowest  price.10  Potential  antitrust 
decrees  actually  may  not  be  as 
serious  a barrier  for  these 
networks  to  gain  common  gov- 
ernance as  currently  perceived  by 
our  nation’s  health  leadership. 

According  to  a U.S.  General 
Accounting  Office  study  in 
August  1994,  of  the  397  acute 
hospital  mergers  reviewed  by  the 
Department  of  Justice  and  the 
Federal  Trade  Commission  dur- 
ing the  13-year  period  from  the 
fiscal  years  1981  through  1993, 
less  than  4 percent  of  the  mergers 
were  challenged.11  Neither  the 
Department  of  Justice  nor  the 
Federal  Trade  Commission  has 
ever  questioned  a hospital  joint 
venture.  If  this  trend  continues, 
one  or,  at  most,  a few  networks 
eventually  will  dominate  almost 
all  regions  nationally. 

To  protect  the  public  interest 
from  these  potential  "abuses  of 
big  business,”  an  earlier  idea  was 
to  use  a state  health  services  com- 
mission to  allocate  a region’s  capi- 
tal resources.  This  concept  was 
proposed  in  1959  by  the  late  Ray 


Brown,  who  often  is  considered  to 
be  the  dean  of  American  hospital 
administrators.12  In  1970,  the 
American  Hospital  Association’s 
Ameriplan  recommended  the 
formation  of  a National  Health 
Commission  to  oversee  the  or- 
ganization and  financing  of  the 
United  States  health  system;  and 
for  each  state  to  establish  a health 
services  commission  to  control 
the  range  of  services  to  be  offered 
and  set  the  reimbursement  rates 
for  providers.13  This  public  utility 
concept  also  was  the  model  in  the 
1971  formation  of  the  Maryland 
Health  Services  Cost  Review 
Commission. 

Monopolies  may  require  state 
public  utility-type  regulation. 

While  most  physicians,  hospitals, 
insurers,  and  others  in  the  health 
industry  anticipate  that  our  cur- 
rent market-oriented  strategies 
will  generate  a more  competitive 
environment,  by  the  turn  of  the 
century,  we  could  be  heading  to- 
ward this  old  concept — a public 
utility  model  to  regulate  the 
health  field. 

A key  concern  for  the  providers 
is  whether  these  state  health 
services  commissions  could  inte- 
grate and  coordinate  the  com- 
petitive— the  positive  elements  of 
managed  care  and  regional 
networks  — and  implement  only 
the  needed  regulatory  provisions 
so  the  United  States  ends  up  with 
a more  effective  and  efficient 
health  delivery  system.  A more 
fundamental  issue  surrounding 
the  potential  use  of  the  public 
utility  concept  for  the  health  field 
is  finding  the  appropriate  balance 
between  the  rights  of  patients, 
providers,  and  governmental  con- 


trol. What  is  so  disconcerting  to 
those  who  support  the  concept  of 
separation  of  powers,  is  that  our 
nation’s  public  utility  com- 
missions, when  they  regulate  an 
industry,  merge  the  powers  of  the 
legislative,  judicial,  and  executive 
branches.14 

The  Achilles  heel  of  the  public 
utility  approach,  if  it  were  to  be 
used  for  the  health  field,  could  be 
the  delays  that  adversely  affect 
the  public  interest.  Delay  in  the 
regulatory  process  could  hamper 
the  development  of  new  and  in- 
novative health  sendees  and 
operating  efficiencies  among  our 
providers.  Delay  could  prevent 
consumers  from  receiving  their 
share  of  the  benefits  flowing  from 
advances  in  medical  sciences  and 
organizational  efficiencies.  Delay 
could  be  costly  in  terms  of  human 
energies  expended  by  the  health 
providers  in  obtaining  approval  to 
make  those  changes  that  must  be 
accomplished.  These  arguments 
clearly  are  illustrated  by  the  cost 
and  overall  failure  nationally  of 
certificate  of  need  (CON)  legisla- 
tion in  attempting  to  control  capi- 
tal expenditures.15 

What  also  should  be  of  signifi- 
cant concern  with  the  potential 
formation  of  a state  health 
services  commission  is  the  con- 
cern that  the  regulatory  body  and 
not  the  provider’s  management 
would  be  responsible  for  the  pro- 
grammatic and  financial  success 
or  failure  of  the  organization.  As 
the  regulator  can  interfere  with 
management’s  decisions,  the  com- 
mission may  discourage  entre- 
preneurial initiates  and  diminish 
the  sense  of  personal  responsibili- 
ty. Or,  by  providing  the  privilege 
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of  a monopoly  to  specific  organi- 
zations, e.g.  nmlti-  versus  single- 
specialty group,  an  academic 
health  center,  public  hospital,  or 
prestigious  multispecialty  group 
practice,  other  providers  in  the 
region  may  be  left  at  a significant 
disadvantage. 

If  all  of  these  defects  could  be 
remedied  and  even  if  regulation 
could  be  made  more  effective,  the 
performance  of  these  state  health 
I services  commissions  would  fall 
short  because  the  difficulties  with 
regulation  are  largely  in  the 
nature  of  the  undertaking  itself. 

Where  are  we  heading?  The 
American  health  system  is  em- 
bracing the  managed  care  concept 
and  forming  regional  networks, 
thereby  creating  powerful  al- 
liances with  huge  fiscal  resources 
that  result  in  virtual  monopolies. 
To  protect  the  public’s  interest, 
these  alliances  eventually  could 
require  regulation  by  state  health 
services  commissions.  What  is  so 
unexpected  by  these  trends  is  that 
an  aggressive  competitive  envi- 
ronment could  ultimately  evolve 
into  the  need  to  protect  the 
public’s  interest  by  forming  quasi- 
private, quasi-public  bodies. 

Certainly,  reintroducing  the 
state  health  services  commission 
concept  is  alien  to  the  majority  of 
the  health  leadership  who  visual- 
ize that  the  health  reform  solution 
in  the  United  States  is  to  be  im- 
plemented almost  solely  by  com- 
petitive forces.  Some  doctors, 
trustees,  health  services  mana- 
gers, and  insurance  executives 
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may  not  have  considered  that  vir- 
tual monopolies,  as  a result  of 
forming  these  powerful  networks 
and  implementing  capitated  pay- 
ment, in  the  foreseeable  future, 
also  may  require  a more  re- 
gulatory-type ingredient  to  be 
located  in  Trenton.  H 

REFERENCES 

1.  Miller  RH,  Luft  US:  Managed 
care  plan  performance  since  1980:  A 
literature  analysis.  JAMA  271:1512- 
1519,  1994. 

2.  Greenfield  S,  Nelson  EC, 
Zubkoff  M,  et  al.:  Variations  in  re- 
source utilization  among  medical 
specialties  and  systems  of  care:  Re- 
sults from  the  medical  outcomes 
study.  JAMA  267:1624-1630,  1992. 

3.  Udvarhelyi  IS,  Jennison  K, 
Phillips  RS,  Epstein  AM:  Com- 
parison of  the  quality  of  ambulatory 
care  for  fee-for-service  and  prepaid 
patients.  Ann  Intern  Med  115:394- 
400,  1991. 

4.  Rapoport  J,  Gehlbach  S, 
Lemeshow  S,  Teres  D:  Resource  uti- 
lization among  intensive  care  pa- 
tients: Managed  care  versus  tradi- 
tional insurance.  Arch  Intern  Med 
152:2207-2212,  1992. 

5.  Rubin  HE,  Gandeck  B,  Rogers 
WH,  et  al.:  Patients  rating  of  outpa- 
tient visits  in  different  practice  set- 
tings; results  from  the  medical  out- 
comes study.  JAMA  270:835-840, 
1993. 

6.  Robinson  JC:  HMO  market 

penetration  and  hospital  cost  infla- 
tion in  California.  JAMA  266:2719- 
2723,  1991. 

7.  Burner  ST,  Waldo  DR, 
McKusick  DR:  National  health  ex- 
penditures projections  through  2030. 


Health  Care  Financing  Rev  14:1-29, 
1992. 

8.  Kronick  R,  Goodman  DC, 
Wennberg  J:  The  marketplace  in 
health  care  reform:  The  demographic 
limitation  of  managed  competition.  N 
Engl  J Med  328:148-152,  1993. 

9.  Weiner  JP:  Forecasting  effect  of 
health  reform  on  U.S.  physicians 
workforce  requirements:  Evidence 
from  HMO  staffing  patterns.  JAMA 
272:222-230,  1994. 

10.  American  Hospital  Associa- 
tion: Hospital  collaboration:  The 

need  for  appropriate  anti-trust  policy. 
Chicago,  1L,  AHA,  1992. 

11  Jaggar  SF:  Health  care. 

Federal  and  state  anti-trust  actions 
concerning  the  health  care  industry. 
GAO/I  IEHS-94-220.  Washington, 
DC,  General  Accounting  Office, 
August  1994. 

12.  Brown  RE:  Let  the  public  con- 
trol through  planning.  Hospitals 
33:34-39,  108-109,  1959. 

13.  American  Hospital  Associa- 
tion: Ameriplan  ...  A Proposal  for  the 
Delivery  and  Financing  of  Health 
Care  Services  in  the  United  States. 
Chicago,  IL,  AHA,  1970. 

14.  Phillips  CF  Jr:  The  Economics 
of  Regulation:  Theory  and  Practice  in 
Transportation  and  Public  Utility  In- 
dustries. Homewood,  IL,  Richard  D. 
Irwin,  1979. 

15.  Anderson  KB:  Regulation, 

market  structure,  and  hospital  costs: 
Comment.  South  Econ  / 58:529-534, 
1991. 

Dr.  Weil  is  president,  Bedford  Health 
Associates,  Inc.,  Asheville,  NC.  The 
paper  was  submitted  in  October  1994 
and  accepted  in  November  1994.  Ad- 
dress reprint  requests  to  Dr.  Weil,  Flat 
Iron  Building,  Suite  900A,  Asheville, 
NC  28801. 
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TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
March  19,  1995,  at  MSNJ  head- 
quarters in  Lawreneeville.  De- 
tailed minutes  are  on  file  with  the 
secretary  of  your  county  society. 
A summary  of  significant  actions 
follows. 

Report  of  the  president.  Com- 
mended Richard  H.  Sharrett, 
MD,  chair,  and  members  of  the 
Council  on  Medical  Services  for 
the  successful  conference  on 
managed  care. 

Report  of  the  state  Board  of 
Medical  Examiners  (BME). 

Noted  that  BME  approved  the 
Alternate  Resolution  Program  for 
publication  and  public  comment; 
it  is  hoped  that  final  approval  can 
occur  prior  to  the  application  re- 
newal cycle  commencing  in  June. 
[Adoption  of  the  Alternate  Res- 
olution Program  should  provide  a 
legal  mechanism  to  maintain  con- 
fidential therapy  without  risking 
loss  of  license  for  physicians  un- 
dergoing therapy  and  rehabilita- 
tion.] Also,  noted  that  BME  will 
release  its  policy  statement  on 
life-sustaining  medical  treatment 
with  amendments  within  30  days, 
and  voted  to  adopt  the  policy 
statement  on  sexual  misconduct 
as  written. 

Executive  Committee.  Ap- 
proved the  following: 

That  the  Committee  on  Revision  of 
Constitution  and  Bylaws  be  directed 
to  streamline  the  council/committee 
structure  as  follows: 

1.  Sunset  the  Committee  on 
Medicaid,  which  would  be  in- 
corporated into  the  Council  on 
Medical  Services. 

2.  Sunset  the  Council  on  Mental 
Health,  which  would  be  incorporated 
into  the  Council  on  Medical  Services. 


3.  Merge  the  Council  on  Public  Re- 
lations and  the  Committee  on 
Publication  into  a new  Council  on 
Communications. 

4.  Sunset  the  Committee  on 
Membership  Services,  and  transfer 
its  area  of  responsibility  to  NfSMU/ 
MI  IX. 

5.  Sunset  each  committee  at  the  end 
of  each  fiscal  year,  unless  the  Board 
votes  to  continue  it. 

6.  Limit  the  tenure  of  presidential 
appointees  to  all  councils  and  com- 
mittees to  a total  of  nine  years. 

Also,  approved  the  following: 

That  the  Board  of  Trustees  take  ac- 
tion on  the  Strategic  Plan  to 
streamline  the  committee  structure 
as  follows: 

1.  Incorporate  the  Committees  on 
AIDS,  Cancer  Control,  Environmen- 
tal Health,  Maternal  and  Child  Care, 
Seniors,  and  Violence  into  the  Coun- 
cil on  Public  Health,  with  specific 
direction  to  continue  important  ac- 
tivities (such  as  the  program  review- 
ing maternal  mortality). 

2.  Incorporate  the  Committee  on 
Utilization  Review  Systems  into  the 
Council  on  Medical  Services. 

3.  Sunset  the  Ad  Hoc  Committee  on 
Membership. 

4.  Develop  a charge  for  each  coun- 
cil/committee to  be  reviewed  annual- 
ly. 

5.  Remove  from  eouncil/eonmiittee 
rosters  each  member  who  is  absent 
from  three  consecutive  meetings. 

And,  approved  the  following 
actions: 

1.  Develop  a membership  recruit- 
ment and  retention  plan. 

2.  Develop  a plan  to  transition  NEW 
Jersey  Medicine  toward  a health 
policy  journal. 

3.  Develop  a plan  to  improve  in- 
teraction with  specialty  societies. 

4.  Develop  a plan  to  increase  stu- 
dent and  resident  participation  in 
MSNJ. 

5.  Print  and  disseminate,  “Contribu- 
tions to  Meetings:  Hints  for  MSNJ 
Members.’ 


Also,  reaffirmed  the  following 
policy: 


-C( 

lie 


Resolved,  that  the  current  compo- 
sition of  the  Board  of  Trustees  of 
MSNJ,  with  direct  election  of 
members  of  the  Board  of  Trustees  by 
the  House  of  Delegates,  be 
unchanged;  and  be  it  further 
Resolved,  that  the  president  of 
MSNJ  , each  year,  shall  maintain  the 
option  of  inviting  those  groups  cur- 
rently represented  (New  Jersey  As- 
sociation of  Medical  Specialty 
Societies;  MSNJ  Hospital  Medical 
Staff  Section),  or  other  groups,  to  be 
seated  at  the  Board  table  without 
vote;  and  shall  also  have  the  option 
of  inviting  the  Speaker  of  the  House 
of  Delegates  to  sit  at  the  Board  table; 
and  be  it  further 


Resolved,  that  any  person  sitting  at 
the  Board  table,  representing  another  j 
group,  must  be  approved  by  the 
Board  of  Trustees,  which  may  set 
standards  or  qualifications  for  these 
representatives;  and  be  it  further 
Resolved,  that  the  Strategic  Planning 
Task  Force  re-evaluate  Board  compo- 
sition and  report  back  to  the  Board 
of  Trustees  within  one  year. 


Specialty  reports.  Received  re- 
ports from  UMDNJ;  New  Jersey 
Hospital  Association;  MSNJ  Aux- 
iliary; MWW/Strategic  Com- 
munications, Inc.;  Academy  of 
Medicine  of  New  Jersey;  and 
Edward  A.  Schauer,  MD,  for  the 
AM  A Council  on  Legislation. 

Report  of  executive  director. 

Noted  the  following  items:  a brief- 
ing on  certificate  of  need  reform 
was  held  by  the  commissioner  of 
health;  tort  reform  legislative  is 
expected  to  be  reported  out  of 
committee  in  acceptable  form  but 
Assembly  approval  is  speculative 
because  the  leadership  is  as  yet 
not  committed;  the  issue  of 
Medicare/Medicaid  dual  eligibles 
has  been  resolved  with  a retroac- 
tive date  of  February  10,  1995; 
and  MSNJ  will  be  installing  a new 
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computer  system  within  three  to 
six  months. 

Council  on  Legislation.  Ap- 
proved all  the  positions  on  the 
current  state  legislation  for  action 
lists  as  recommended  by  the 
Council  on  Legislation  including 
health  care  reform,  insurance,  tort 
reform,  and  public  health  and  re- 
lated issues,  except  for  S-1364 
(permits  automobile  insurers  to 
offer  PIP  medical  expense  ben- 
efits through  optional  managed 
care  arrangements)  and  voted  to 
take  no  position  on  this  bill.  Also, 
approved  the  positions  reeom- 


MSNJ  AUXILIARY 


At  the  executive  board  meeting 
in  March,  proposed  bylaw 
changes  and  amendments  were 
approved  and  will  be  presented 
for  a vote  at  the  Annual  Meeting 
in  Atlantic  City.  Following  the 
suggestions  of  the  AMA  Alliance 
Strategic  Planning  Committee  to 
have  universal  name  recognition, 
the  Bylaws  Committee  proposed 
a name  change  from  the  Medical 
Society  of  New  Jersey  Auxiliary 
(MSNJA)  to  the  Medical  Alliance 
of  the  Medical  Society  of  New 
Jersey  (MAMSNJ). 

MSNJA  delegates  elected  to 
serve  at  the  AMA  Alliance  Annual 
Meeting  are:  President  Dorothy 
Espinola;  President-Elect  Chris- 
tine Kline;  Vice-President  Josie 
Ragasa;  Treasurer  Valerie  Claps; 
and  Director  Gwen  Jacobs. 

The  legislative  trip  to  Washing- 
ton, DC,  took  place  on  March  22 
to  23,  1995.  MSNJ  President 
Fred  M.  Palace,  MD,  and  MSNJA 
Washington,  DC,  Trip  Chair 
Valerie  Claps  led  the  30  members 
of  the  New  Jersey  delegation.  A 
legislative  briefing  was  held  at 
AMA  headquarters.  Pat  Smith,  as- 
sistant director.  Division  of  Con- 
gressional Affairs,  and  Bill 
Thorne,  regional  political  direc- 
tor, AMPAC,  provided  an  update 
on  the  current  legislation  and  the 
direction  MSNJA  should  take 
when  speaking  with  elected  of- 
ficials. 


mended  by  the  Council  on 
Legislation  on  the  referred 
legislation  list.  Concerning  refer- 
rals to  the  Board  of  Trustees,  ap- 
proved the  following: 

That  no  action  be  taken  regarding  the 
drug  utilization  review  issue  since 
patient  privacy  is  not  at  risk  and 
physicians  have  contact  with  the 
professional  pharmaceutical  repre- 
sentatives they  choose. 

And,  approved  the  positions  for 
the  current  bills  of  interest  rec- 
ommended by  the  Council  on 
Legislation  on  health  care  reform, 
insurance,  tort  reform,  and  public 
health  and  related  issues. 


A Thursday  morning  breakfast 
meeting  took  place  in  the 
Rayburn  Building  where  New 
Jersey  representatives  joined 
MSNJA.  As  senior  member  of  the 
New'  Jersey  representatives,  Con- 
gresswoman Marge  Roukema 
(R-5th)  addressed  the  entire  dele- 
gation. She  is  in  favor  of  patient 
protection  act  II,  antitrust  relief, 
tort  reform,  and  the  other  AMA 
positions.  Her  legislative  aide  re- 
ported that  as  senior  member  of 
the  New  Jersey  delegation,  she 
has  been  scheduling  monthly 
meetings,  including  the  two  New 
Jersey  senators,  to  discuss  state 
affairs.  Representative  Richard 
Zimmer  ( R-  12th)  reported  that  he 
was  not  as  well  informed,  having 
served  on  committees  not  related 
to  health  care,  but  in  an  effort  to 
understand  the  situation,  he 
began  visiting  doctors  in  New 
Jersey,  local  pharmacies,  and 
listening  to  the  people  at  town 
meetings.  He  gave  a positive  im- 
pression that  he  is  in  favor  of 
AMA  positions.  Representative 
Frelinghuvsen  (R-llth)  addressed 
the  group  and  was  put  to  the  test 
for  not  voting  in  favor  of  cap 
limitations.  Representative  Men- 
endez  (D-13th)  spoke  and  was  the 
least  knowledgeable  about  health 
system  reform.  He  agreed  to  meet 
with  the  Hudson  County  Medical 
Society  and  discuss  legislative  is- 
sues. Time  was  allotted  to  visit 


Committee  on  Medical  As- 
pects of  Sports.  Approved  as 
amended  the  following  recom- 
mendation: 

That  MSNJ  encourage  and 
promulgate  the  National  Standards 
for  Youth  Sports  espoused  by  the  Na- 
tional Youth  Sports  Association. 
(Italics  indicates  amendment  by  the 
Board  of  Trustees.) 

Speakers’  Committee.  Adopted 
a policy  on  conflict  of  interest. 
Also,  approved  the  proposed  draft 
of  "Procedures  of  the  House  of 
Delegates.’ 


the  Subcommittee  on  Health  of 
the  Committee  on  Ways  and 
M eans  that  was  conducting  hear- 
ings on  graduate  medical  educa- 
tion and  Medicare  cuts.  Dr.  Wil- 
liam E.  Jacott  of  the  AMA  was  to 
testify'.  We  concluded  our  Wash- 
ington, DC,  visit  with  lunch  at 
Powerscourt  to  discuss  the  day’s 
events,  meetings,  and  progress. 

The  "Keys  to  Good  Health 
teen  health  seminar  was  held  on 
March  28  at  the  National  Guard 
Armory,  Lawrenceville.  Chair 
Rosi  Bohn- Rivas  did  an  outstand- 
ing job  in  coordinating  the  day. 
Th  ree  hundred  students  from  30 
New'  Jersey  high  schools  attend- 
ed. Fred  M.  Palace,  MD,  de- 
livered the  opening  remarks. 

An  educational  display,  with  in- 
formation on  family  violence,  dat- 
ing violence,  child  abuse,  stalking 
laws,  and  where  to  find  assistance 
such  as  abuse  shelters  and  hotline 
numbers  was  set  up  in  the  rotun- 
da of  the  State  House  in  Trenton 
on  March  30,  National  Doctors’ 
Day.  Networking  with  Clark 
Martin,  an  invitation  was  issued 
to  each  state  senator  to  stop  and 
visit  the  educational  display.  The 
New  Jersey  Psychiatric  Associa- 
tion joined  forces  with  MSNJA 
and  sent  a representative  with 
literature  to  assist  MSNJA 
members  in  educating  society 
about  domestic  violence.  □ 
Dorothy  V.  Espinola,  president 
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UMDNJ's  managed  care  net- 
work delivers  health  care  in  21 
counties.  The  nation’s  first 
statewide  managed  care  network 
operated  by  a group  of  coordi- 
nated academic  health  centers  has 
been  launched  by  UMDNJ.  The 
University  Healthcare  Corpora- 
tion (UHC)  is  a self-governed 
subsidiary  of  UMDNJ  directed  by 
a separate  Board  of  Trustees.  It 
will  be  capable  of  delivering 
health  care  services  to  all  of  the 
state’s  21  counties. 

UHC  delivers  care  through  six 
regions,  each  served  by  a “hub 
academic  health  center  and  other 
community  hospitals  and  health 
care  facilities.  The  hub  centers 
will  provide  sophisticated  diag- 
nostic and  treatment  services.  Ar- 
rangements for  the  network’s 
community  hospitals  are  being 
finalized. 

UMDNJ-Eagleton  poll.  Almost 
one-half — 45  percent — of  New 
Jerseyans  think  that  the  govern- 
ment should  be  most  responsible 
for  the  cost  of  health  care  for 
elderly  people  who  cannot  take 
care  of  themselves,  according  to 
the  latest  UMDNJ-Eagleton  poll. 

A majority  of  Democrats  (54 


percent)  and  a plurality  of  In- 
dependents (43  percent)  and  Re- 
publicans (41  percent)  feel  the 
government  should  pay  these 
health  care  costs.  Private  in- 
surance was  identified  by  19  per- 
cent of  residents  as  the  entity  that 
should  be  most  responsible  for 
elder  health  care,  16  percent 
identified  their  own  family,  and  7 
percent  identified  the  individual. 

These  results  are  reported  in 
the  first  state  poll  to  question  resi- 
dents about  their  attitudes  regard- 
ing aging.  Funded  by  the  Founda- 
tion of  UMDNJ,  the  poll  was  con- 
ducted by  the  Eagleton  Institute, 
which  surveyed  a random  state- 
wide sample  of  801  New  Jersey 
adults  by  telephone  between 
February  24  and  March  1. 

In  response  to  other  questions 
about  funding  and  potential  cost- 
saving measures,  state  residents 
say  they  generally  are  not  willing 
to  deny  certain  medical  treatment 
to  people  over  75  years  old  to 
reduce  the  cost  of  health  care. 
Also,  six  in  ten  New  Jerseyans 
feel  that  everyone  over  age  65 
years  old,  regardless  of  income, 
should  be  eligible  for  Medicare 
benefits. 


Asked  how  they  feel  about  get-  i 
ting  old,  New  Jerseyans  say  living  Je 
in  a nursing  home,  not  having  fo. 
enough  money,  and  failing  health 
head  their  list  of  extreme  worries.  A' 

The  poll  gives  vital  information  \ 
for  health  practitioners  and  public  j \ 
policy  planners.  As  health  care  ( g 
delivery  changes  to  bring  effec- 
tive, cost-conscious  care  to  \ 
everyone,  the  needs  of  a rapidly 
growing  population  of  older  peo-  E 
pie  must  be  carefully  considered 
as  a critical  part  of  overall  re-  jj  j 
source  allocation. 

New  Jersey  Commissioner  of 
Health  Fen  Fishman  said  the  poll  j 
reflects  a growing  concern  for  the 
needs  of  the  elderly.  He  said  New 
Jersey  is  working  to  increase  the 
range  of  choices  for  long-term 
care,  including  such  options  as  as- 
sisted living  and  alternate  family 
care,  and  toward  making  it  easier 
for  people  to  get  the  services  they 
need  within  a complex,  fragment- 
ed system. 

New  Clinical  Academic  Build- 
ing. UMDNJ-Robert  Wood  John- 
son Medical  School  has  opened 
the  new  state-of-the-art  $44 
million  Clinical  Academic  Build- 
ing (CAB),  New  Brunswick.  The 
seven-story,  225,000-square  foot 
facility,  located  at  125  Paterson 
Street,  is  a comprehensive  am- 
bulatory care  center.  It  houses 
the  technologically  advanced  out- 
patient medical  services  and 
clinical  research  laboratories  ol 
the  University  Medical  Group 
(UMG),  whose  350  physicians  and 
health  care  providers  are  faculty 
members  of  UMDNJ-Robert 
Wood  Johnson  Medical  School. 

Services  provided  at  the  new 
facility  include  anesthesiology, 
pain  management,  surgery,  medi- 
cine, family  medicine,  pediatrics, 
oncology,  obstetrics/gynecology, 
ophthalmology,  otolaryngology, 
psychiatry,  neurology,  clinical 
pharmacology,  environmental  and 
occupational  medicine,  and  path- 
ology and  laboratory  medicine.  D 
Stanley  S.  Bergen,  Jr,  MD,  presi- 
dent 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE , 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address 

City State Zip 

New  Address 

City State Zip 
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NEW  MEMBERS 


The  Medical  Society  of  New 
Jersey  would  like  to  welcome  the 
following  new  members: 

Atlantic  County 

Michael  J.  Dunn,  MD 
Mohamed  Hany  H.  Elnahal,  MD 
Barry  D.  Glasser,  MD 
Marcantonio  Nanfara,  MD 
Mohammad  H.  Tirgan,  MD 

Bergen  County 

Jack  M.  Berdy,  MD 
Patricia  A.  Burke,  MD 
Laurene  DiPasquale,  MD 
Andrew  A.  Jennis,  MD 
David  L.  Kahns,  MD 
Ian  H.  Levy,  DO 
Mauro  A.  Mecca,  MD 
\1  assimo  M.  Napolitano,  MD 
Michael  B.  Putter,  MD 
Michele  P.  Rooney,  MD 
Marilou  U.  Rustia-Villa,  MD 
Neal  B.  Schultz,  MD 
Samuel  The,  MD 
Sarah  L.  Timmapuri,  MD 
Anca  C.  Tomsa,  MD 
Robert  E.  Web  maun,  MD 
Scott  W.  Zucker,  MD 

Camden  County 

Robert  J.  Baranowski,  MD 
YongLing  Bian,  MD 
Elisabeth  W.  Horowitz,  MD 
Larry  S.  Janoff,  DO 
Joseph  M.  Kamerling,  MD 
Jules  Katz,  MD 
Joan  I.  Keit,  MD 
Michele  A.  Miano,  MD 
Joseph  E.  Oliva,  DO 
Lawrence  T.  Rozanski,  MD 
Marc  Young,  MD 

Cumberland  County 

Michael  K.  Dovnarsky,  MD 

Essex  County 

Jose  N.  Fuentes,  MD 
Moneer  K.  Hanna,  MD 
Amy  L.  Lambert,  M D 
Joseph  N.  Ranieri,  DO 
Todd  P.  Stitik,  MD 
Karen  S.  Ziemke,  MD 
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Gloucester  County 

James  A.  Friederich,  MD 
Charles  F.  Grabiak,  fr,  MD 
Mann  H.  Patel,  MD 
Joseph  R.  Ranieri,  DO 

Hudson  County 

Mary  T.  Abed,  MD 
George  J.  Ciechanowski,  MD 
Bakul  I.  Desai,  MD 
Eugene  M.  DeSimone,  MD 
Victor  L.  Marchione,  MD 
Manmohan  A.  Patel,  MD 
Anthony  V.  Raffaelli,  MD 
Wayne  D.  Siegel,  MD 
Jav  A.  Sklower,  DO 
Paul  M.  Stoopack,  MD 

Hunterdon  County 

Alan  G.  Kelsev,  MD 
Mark  Malzberg,  MD 

Mercer  County 

Debra  L.  Baseman,  MD 
Lawrence  B.  Berk,  MD 
Alan  M.  Crosta,  MD 
Julia  M.  Dippl,  MD 
Joseph  E.  Enriquez,  MD 
Craig  A.  Feder,  MD 
Lee  M.  Glickman,  MD 
Anis  F.  Jaferi,  MD 
Gary  M.  Loren,  MD 
Leslie  D.  Mechanic,  MD 
Charles  F.  Paraboschi,  MD 
Richard  B.  Porwancher,  MD 
Jeffrey  R.  Winkler,  MD 

Middlesex  County 

Michael  J.  Auletta,  MD 
Daniel  S.  Beim,  MD 
Dennis  A.  Cardone,  DO 
Jonathan  C.  Dunn,  MD 
Louis  C.  George,  MD 
Robert  A.  Manduley,  MD 
Bipinehand  N.  Patel,  MD 
Thanjavur  S.  Ravikumar,  MD 
Harold  L.  Paz,  MD 
Anne  R.  Pearl,  MD 
Victor  S.  Sloan,  MD 
Kathleen  M.  Thomsen,  MD 
Mary  B.  Todd,  DO 


Monmouth  County 

Michael  R.  Aaron,  DO 
Richard  Adelsen,  MD 
Stephen  J.  Burns,  MD 
Robert  L.  Carracino,  MD 
Douglas  W.  Chudzik,  MD 
Richard  G.  Lernicola,  MD 
Daniel  E.  Flynn,  MD 
Alla  Gordina,  MD 
Alan  L.  Schecter,  MD 
Bernard  P.  Shagan,  MD 
Leslie  W.  Sojka,  MD 
Gilbert  B.  Wilshire,  MD 
David  S.  Zukoff,  MD 

Morris  County 

Robert  J.  Adelman,  MD 
Lucy  L.  Chen,  MD 
John  S.  Douvris,  MD 
Linda  Y.  Kalnins,  MD 
Cheng  H.  Ow,  MD 
Jean  P.  Randazzo,  MD 
Norman  V.  San  Agustin,  MD 
John  J.  Scaffidi,  Jr,  MD 
Sabi  no  R.  Torre,  MD 
John  T.  Vitolo,  MD 
Karen  A.  Wirtshafter,  MD 

Ocean  County 

Avinash  C.  Gupta,  MD 
Adam  N.  Repole,  MD 
Leon  Zacharowicz,  MD 

Passaic  County 
Cheryl  A.  France,  MD 

Somerset  County 

Joel  M.  Fischer,  MD 
Elaine  L.  Huber,  MD 
Mohanlal  Lahiri,  MD 
Jeffrey  J.  Miller,  DO 

Union  County 

Aleksander  J.  Bodnar,  MD 
Robert  W.  Brenner,  MD 
Benjamin  D.  Chu,  MD 
Edward  B.  Decker,  MD 
William  Drake,  III,  MD 
Vincent  J.  Giuseffi,  III,  MD 
Daniel  M.  Greenwald,  MD 
Alexander  G.  Karpenos,  MD 
BingC.  Lee,  MD 
Isidore  Lee,  MD 
Lisa  Marie  Sheppard,  MD 
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The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

May 

1-  MSNJ  Annual  Meeting 

3 Trump  Taj  Mahal  Casino/ 

Resort,  Atlantic  City  (MSNJ) 

1 Diabetes-Related 
Cardiovascular  Disease 
New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

2 Medical  Consultation  on  the 
Trauma  Service 

Jersey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  Medical 
Center ) 

3 Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

Rahwav  Hospital,  Rahway 
(AMNJ) 

3 Blood  Safety  Implications 

St.  fames  Hospital,  Newark 
(AMNJ) 

3 Visiting  Professor  Lecture 

VA  Medical  Center, 

East  Orange  (AMNJ) 

3 Endocrinology  Section/AMNJ 

Dinner  Meeting 
Holiday  Inn,  Newark  Airport, 
Newark  (AMNJ) 

3 Multiple  Myeloma 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

3 Chronic  Fatigue  Syndrome 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 


3 Blood  Safety  Act  Implications 

St.  James  Hospital,  Newark 
(AMNJ) 

3 Chronic  Fatigue  Syndrome  10 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

3 Arthritis  10 

VA  Medical  Center,  Lyons 
(AMNJ) 

3 Medical  Grand  Rounds  10 

10  VA  Medical  Center, 

17  East  Orange  (AMNJ) 

24  ii 

31 

3 Interhospital  Endocrine 

10  Rounds  ii 


17  University  Hospital,  Newark 
24  (AMNJ) 

31 

16 

5-  Ninth  Annual  Scientific 

7 Meeting  of  the  Eastern 

Vascular  Society 

Hyatt  Regency,  Buffalo,  New  jg 

York  (Eastern  Vascular  Society 
and  AMNJ) 

5 Management  of  Abdominal 

Emergencies 

Centrastate  Medical  Center,  17 

Freehold  (AMNJ) 

5 Polymyalgia  Rheumatica 

Centrastate  Medical  Center, 

Freehold  (AMNJ) 

9 Dermatology  Meeting  17 

Schering  Corporation, 

Kenilworth  (Dermatological 
Society  of  NJ) 

10  Management  Strategies  of  17. 

HIV  Infection,  Characteristics  19 


ARE  YOU  MOVING? 

Name 

Old  Address 

City State Zip 

New  Address 

City State Zip 


of  Long-Term  Survivors 
Landmark  Inn,  Maple  Shade 
(AMNJ) 

Collagen  Disease  Update 

St.  Marv’s  Hospital,  Passaic 
(AMNJ)' 

How  To  Help  Your  Patients 
Stop  Smoking 

Union  Hospital,  Union  (AMNJ) 
Essex  and  Union  Assist 
Coalition 

Union  Hospital,  Union  (AMNJ) 
Chronic  Fatigue  Syndrome 
Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

Scientific  Meeting 
Saint  Barnabas  Medical  Center, 
Livingston  (Radiological 
Society  ofNJ  and  AMNJ) 

The  Prescription  of  Peritoneal 
Dialysis 

Overlook  Hospital,  Summit 
(AMNJ) 

Dynamic  Pulmonary 
Hyperinflation 

Jersey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  Medical 
Center) 

Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
Barnert  Hospital,  Paterson 
(AMNJ) 

Annual  Meeting,  American 
College  of  Emergency 
Physicians 

Trump  Plaza  Hotel  and  Casino, 
Atlantic  City  (American  College 
of  Emergency  Physicians) 

Lyme  Disease 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 
Dermatological  Conference 
HIP/Rutgers  Health  Plan,  U.S.  1, 
New  Brunswick  (UMDNJ- 
Robert  Wood  Johnson  Medical 
School) 

Chronic  Renal  Failure 

Ancora  Psychiatric  Hospital, 
Ancora  (AMNJ) 
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Hahnemann 

University 

Hospital 

\ 

Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall 

. 2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  ( 15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 

MAY  1995 

MAY  3rd 

MAY  17th 

MAY  24th 

Acute  Pancreatitis  and  Its  Complications  Advances  in  the  Treatment  of  Type  II 

Syndromes  Confused  with  Vasculitis 

Jamie  Barkin,  M.D. 

Diabetes  Mellitus 

Jeffrey  Olan,  D.  O. 

Professor  of  Medicine 

Donald  C.  Simonson,  M.D. 

Head,  Atherosclerosis  and  Lipids  Section, 

University  of  Miami,  School  of  Medicine, 
Director,  Division  of  Gastroenterology, 
Mount  Sinai  Medical  Center, 

Miami  Beach,  FL 

MAY  10th 


Associate  Professor  of  Medicine 
Harvard  Medical  School,  Chief,  Section  of 
Diabetes  and  Metabolism,  Brigham  and 
Women’s  Hospital,  Head,  Section  of  Clinical 
Physiology,  Joslin  Diabetes  Center, 

Boston,  MA 


Vascular  Medicine  Department,  The 
Cleveland  Clinic,  Cleveland,  OH 


Treatment  of  Hyperlipidemia;  Primary  and 
Secondary  Prevention 

David  Capuzzi,  M.D.,  PhD. 

Associate  Professor  of  Medicine 
Director,  Lipid  Center,  Medical  College  of 
Pennsylvania,  Philadelphia,  PA 


UPCOMING  CME  EVENT! 

Office  Management  of 
Heart  Disease 

Friday  and  Saturday 
June  9 and  10,  1995 

The  Marriott’s  Seaview  Hotel  & Resort 
Absecon,  New  Jersey 
Call  215-762-8263  for  information 


Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p 


MAY  3,  1995 

Gastrointestinal  Acid-Peptic  Disorders 

Guest  Lecturers:  Jamie  Barkin,  M.D. 
and  Walter  Rubin,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real 

or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  ( ACCME)  to  sponsor  continuing  medical  education 
programs  for  physicians.  Hahnemann  University  designates  each  hour  of  attendance  at  these  activities  as  1 credit  hour  of  Category  I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 
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18  Vaccination  and 

Immunization  Issues  for 
Health  Care  Practitioners 
Centrastate  Medical  Center, 
Freehold  (AMNJ) 

21  Neuropsychiatric  and 
Psychosocial  Aspects  of 
HIV/AIDS 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

22  Occupational  Asthma  in 
New  Jersey 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

23  AIDS  Mini  Symposium 
Jersey  Shore  Medical  Center, 
Neptune  (Jersey  Shore  Medical 
Center) 

24  Medical  History  Society  of 
New  Jersey 

Nassau  Club,  Princeton  (AMNJ) 

24  Integrating  TB  Management 
in  Care  of  the  HIV-Infected 
Patient 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton  (AMNJ 
and  DOH) 

24  Head  and  Neck  Oncology 
Meeting 

The  Manor,  West  Orange 
(AMNJ) 

24  Vaccination  and 
Immunization  Issues  for 
Health  Care  Practitioners 
Hunterdon  Developmental 
Center,  Clinton  (AMNJ) 

24-  Annual  Meeting  of  the  New 
27  Jersey  Academy  of  Family 
Physicians 

Bally’s  Park  Place  Casino 
Hotel,  Atlantic  City  (NJ 
Academy  of  Family  Physicians) 

25  Visiting  Professor  Lecture 
Saint  Barnabas  Medical  Center, 
Livingston  (Saint  Barnabas 
Medical  Center) 

25  Neurosurgical  Emergencies 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 
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30  Morbidity  and  Mortality 

Jersey  Shore  Medical  Center, 
Neptune  Jersey  Shore  Medical 
Center) 

31  High-Risk  and  Critical  Care 
Surgery 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

June 

2 Thoracic  Surgery 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

2 How  To  Help  Your  Patients 

Stop  Smoking 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

5 Esophageal  and  Swallowing 
Syndromes 

New  Lisbon  Developmental 
Center,  New  Lisbon  (AMNJ) 

6 Use  and  Abuse  of  Platelet 
Transfusions 

Jersey  Shore  Medical  Center, 
Neptune  Jersey  Shore  Medical 
Center) 

7 Complications  of  Myocardial 
Infarction 

St.  Mary's  Hospital,  Passaic 
(AMNJ) 

7 Pathogenesis,  Diagnosis,  and 

Management  of  Headaches 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

7 Prostatic  CA/Benign  Prostatic 
Hypertrophy 

VA  Medical  Center,  Lyons 
(AM NJ ) 

8 Medical  and  Psychiatric 
Aspects  of  Drug  and  Alcohol 
Abuse 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

9-  NJ  Obstetrical  and 

10  Gynecological  Society  Annual 

Meeting 

Trump  Plaza  Hotel  and  Casino, 
Atlantic  City  (AMNJ  and  NJ 
Obstetrical  and  Gynecological 
Society) 


13  How  To  Help  Your  Patients 
Stop  Smoking 

Hunterdon  Developmental 
Center,  Flemington  (AMNJ) 

14  Meeting  of  the  NJ 
Gastroenterological  Society 
and  the  NJ  Society  of 
Gastrointestinal  Endoscopy 

The  Manors,  West  Orange  (NJ 
Society  of  Gastrointestinal 
Endoscopy  and  NJ 
Gastroenterological  Society) 

14  Surgical  Management  of 
Benign  and  Malignant 
Diseases  of  the  Breast 
Saint  James  Hospital,  Newark 
(AMNJ) 

14  Diabetic  Nephropathy 

St.  Mary's  Hospital,  Passaic 
(AMNJ) 

14  Infection  Control  in  the  HIV 
Era 

Children’s  Specialized 
Hospital,  Mountainside  (AMNJ 
and  DOH) 

15  Breastfeeding 
Centrastate  Medical  Center, 
Freehold  (AMNJ) 

20  Who  Should  Have  Carotid 
Endarterectomy? 

Jersey  Shore  Medical  Center, 
Neptune  Jersey  Shore  M.C.) 

21  Diabetes-Related 
Cardiovascular  Disease 
Barnert  Hospital,  Paterson 
(AMNJ) 

21  Principles  of  Dermatological 
Therapy 

Ancora  Psychiatric  Hospital, 
Ancora  (AMNJ) 

22  Principles  of  Dermatological 
Therapy 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

28  Infection  Control  in  the  HIV 
Era 

Robert  Wood  Johnson 
Universitv  Hospital  at 
Hamilton  (AMNJ  and  DOH) 
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Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  also  eligible  for  AMA 
CME  credit  hours,  will  be  given  periodically  for  licensed 
clinicians  (with  or  without  prior  training)  on  3-day  weekends 
(Fri-Sun)  of  May  19-21,  June  23-25,  Sept.  15-17,  Nov. 
17-19,  and  Dec.  15-17,  1995,  at  Milford  Plaza  Hotel,  45th 
St.  & 8th  Ave.,  New  York  City. 

The  11th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N Y.  City,  during  October  19-22,  1995. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Cogizant 
Communications  Corp.  & indexed  in  15  major  indexing 
periodicals,  including  Index  Medicus),  Heart  Disease  Research 
Foundation;  NY  Pain  Center;  Electrical  Engineering  Dept., 
Manhattan  College;  Nordic  Medical  Acupuncture  Society 
(Scandinavia);  Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof.  Nordstrom  of 
Stockholm. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1),  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Dr.  Richard  Simon,  Ph  D.,  (212)  662-7022 
or  Ms.  Sandra  Beckman,  M.A.,  (212)  679-8986. 


A New  Pace  is  Set 
For  Medical  Offices 

Your  medical  practice  is  a 
business,  and  if  that  business 
does  not  run  efficiendy,  it  will 
affect  your  patient  and  public 
relations.  I'm  Mary  Ann 
Hamburger,  and  I've  set  a new 
pace  for  your  administrative 
office  personnel,  that's  steady 
and  streamline.  Simply  call  one  number  for  a complete  turn- 
key approach,  assuring  peak  performance  in  your  office.  I'll  hire 
and  train  your  staff  and  help  with  patient  flow.  I'll  reorganize 
your  billing  systems  and  update  all  of  your  CPT  and  ICD 
codes.  I can  even  help  you  sell  your  practice.  You  know  what 
you  need,  but  handling  it  is  tedious.  Rely  on  an  expert.  Let  me 
evaluate,  recommend  and  reorganize  your  total  office. 

Office  Reorganizations 
Start  to  Finish 

Mary  Ann  Hamburger 

ASSOCIATES 

The  Specialist's  Specialist 

74  Hudson  Ave.  Maplewood,  N.J.  07040 
201-763-7394 


Medical  Society  of  New  Jersey 

is  proud  to  support 


With  Karen  Hasby 

A live,  interactive  talk  show 
featuring  health  experts  from  across  New  Jersey 
to  answer  your  questions  about  health  promotion 
and  disease  prevention. 

TUNE-IN  MONDAYS  AT  9:00  PM 

only  on 

(SB 

THE  NEW  JERSEY  CHANNEL 

Channels  23/50/52/58  & all  New  Jersey  cable  systems 


*r 
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IN  MEMORIAM 


ALBERT  V.  SARADARIAN 


Ophthalmologist  Albert  Victor 
Saradarian,  MD,  died  on  M arch 
23,  1994.  He  was  born  on 

September  16,  1905,  in  West 
Hoboken.  A 1929  graduate  of 
Boston  University  School  of 
Medicine,  Massachusetts,  Dr. 
Saradarian  practiced  in  Jersey 
City  and  Rutherford.  He  was  af- 
filiated with  St.  Francis  Hospital, 
Jersey  City,  Jersey  City  Medical 


Center,  and  New  York  Eye  and 
Ear  Infirmary,  New  York.  Dr. 
Saradarian  was  a member  of  our 
Hudson  County  component  and 
of  the  American  Medical  Associa- 
tion; he  was  a diplomate  of  the 
American  Board  of  Ophthalmolo- 
gy. Dr.  Saradarian  served  in  the 
United  States  Army  during  World 
War  II. 


PAUL  C.  SCHROY,  II 


MENDEL  SILVERMAN 


Woodbury  resident  Paul  Carl 
Sehroy,  II,  MD,  passed  away  on 
August  28,  1994.  Dr.  Sehroy  was 
a general  surgeon  in  Woodbury. 
Born  on  March  25,  1928,  in 
Philadelphia,  Pennsylvania,  Dr. 
Sehroy  was  graduated  from  Jef- 
ferson Medical  College,  Phila- 
delphia, in  1957.  He  completed 
an  internship  at  Methodist  Hos- 
pital, Philadelphia,  and  a residen- 
cy at  the  Hospital  of  the  Universi- 
ty of  Pennsylvania,  Philadelphia, 
and  Philadelphia  VA  Hospital.  He 
received  a New  Jersey  medical 


We  regret  to  announce  the 
death  of  Mendel  Silverman,  MD, 
on  August  24,  1994;  Dr.  Silver- 
man  was  85  years  old.  Born  on 
April  5,  1909,  in  New  York  City, 
Dr.  Silverman  was  awarded  a 
medical  degree  from  the  Univer- 
sity of  Berne,  Switzerland,  in 
1936.  He  was  an  internist  in 
Rutherford  for  many  years,  and 
was  affiliated  with  Hackensack 


license  in  1959  and  a Pennsyl- 
vania medical  license  in  1958. 
During  his  medical  career.  Dr. 
Schrov  was  on  the  teaching  facul- 
ty of  Women’s  Medical  College 
and  Jefferson  Medical  College, 
both  in  Philadelphia.  He  was  at- 
tending at  Underwood- Memorial 
Hospital,  Woodbury,  and  a con- 
sultant at  Methodist  Hospital.  Dr. 
Sehroy  was  a member  of  our 
Gloucester  County  component 
and  of  the  American  Medical  As- 
sociation. He  also  was  a diplomate 
of  the  American  Board  of  Surgery. 


Medical  Center.  For  25  years,  Dr. 
Silverman  was  an  examiner  for 
Metropolitan  Life  Insurance 
Company.  Dr.  Silverman  was  a 
member  of  our  Bergen  County 
component  and  of  the  American 
Medical  Association.  Dr.  Silver- 
man  served  in  the  Medical  Corps 
during  World  War  II.  Dr.  Silver- 
man  resided  in  Rutherford  and 
retired  to  Florida. 


JEFFREY  M.  SOLOMON 


Born  on  August  22,  1946,  in 
New  York  City,  Jeffrey  Martin 
Solomon,  MD,  passed  away  on 
November  25,  1994.  Dr.  Solomon 
was  a 1971  graduate  of  UMDNJ, 
and  completed  an  internship  and 
a residency  at  New  York  Univer- 
sity Medical  Center,  New  York, 


and  a fellowship  at  UMDNJ, 
Newark.  He  received  New  Jersey 
and  New  York  medical  licenses  in 
1973.  A gastroenterologist,  Dr. 
Solomon  practiced  in  Vineland, 
and  was  attending  at  Newcomb 
Medical  Center,  Vineland,  and  a 
consultant  at  Millville  Hospital. 
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Dr.  Solomon  also  was  an  instruc- 
tor at  UMDNJ,  Newark.  Dr. 
Solomon  was  a past-president  of 
our  Cumberland  County  compo- 
nent, a member  of  the  American 


Medical  Association  and  of  the 
state  Board  of  Medical  Ex- 
aminers, and  a diplomate  of  the 
American  Board  of  Internal 
Medicine. 


MARTIN  S.  STERNBERG 


At  the  age  of  70,  Martin 
Stephen  Sternberg,  MD,  of  Con- 
vent Station,  passed  away  on 
November  24,  1994.  Dr.  Stern- 
berg was  born  on  November  8, 
1924,  in  Brooklyn,  New  York,  and 
was  graduated  from  the  State 
University  of  New  York,  New 
York,  in  1957.  Dr.  Sternberg  com- 
pleted an  internship  at  Maimon- 
ides  Hospital,  New  York.  He  also 
completed  a residency  at  Jackson 
Memorial  Hospital,  Miami, 
Florida,  and  at  the  VA  Hospital, 
Coral  Gables,  Florida.  During  his 
medical  career.  Dr.  Sternberg 


maintained  a practice  in  Miami, 
Florida,  and  in  Morris  Plains;  was 
a faculty  member  at  the  Universi- 
ty of  Miami,  School  of  Medicine; 
medical  director  at  Ciba-Geigv 
Pharmaceutical  Corporation, 
Summit,  for  25  years;  and  chief  of 
medicine  at  Greystone  Park 
Psychiatric  Hospital.  He  was  a 
member  of  the  Dade  County 
(Florida)  Medical  Society,  of  our 
Morris  County  component,  and  of 
the  American  Medical  Associa- 
tion. Dr.  Sternberg  was  a World 
War  II  veteran;  he  received  two 
Bronze  Stars  and  an  Air  Medal. 


RALPH  M.  TALUCCI 


Sixty- nine-vear-old  Ralph 

Michael  Talucci,  MD,  of  Midland 
Park,  passed  away  on  August  21, 
1994.  Dr.  Talucci  was  born  on 
June  18,  1925,  in  Montclair,  and 
was  awarded  a medical  degree 
from  the  University  of  Bologna, 
Italy,  in  1956.  The  following  year, 
he  received  a New  Jersey  medical 
license.  During  his  career  as  a 
general  practitioner.  Dr.  Talucci 
was  affiliated  with  Chilton 
Memorial  Hospital,  Pompton 
Plains;  Wayne  General  Hospital; 


St.  Joseph’s  Hospital  and  Medical 
Center,  Paterson;  and  Valley 
Hospital,  Ridgewood;  and  main- 
tained a practice  in  Midland  Park. 
He  also  was  a school  physician  for 
the  Midland  Park  school  system 
and  the  Waldwick  school  system. 
Dr.  Talucci  was  a member  of  our 
Bergen  County  component  and  of 
the  American  Medical  Associa- 
tion. Dr.  Talucci  served  in  the 
United  States  Navy  during  World 
War  II. 


FRED  A.  VALUSEK 


Fred  Anthony  Valusek,  MD,  of 
Cherry  Hill,  died  on  August  11, 
1994.  Dr.  Valusek  was  born  on 
May  18,  1918,  in  Fairchance, 
Pennsylvania,  and  was  a 1945 
graduate  of  Marquette  University 
School  of  Medicine,  Milwaukee, 
Wisconsin.  He  completed  an  in- 
ternship at  Mount  Vernon 

Hospital,  New  York,  and  a res- 
idency at  the  University  of  Illinois 
Research  Hospital,  Chicago,  and 
at  the  United  States  Naval 
Hospitals  in  St.  Albans,  New 
York,  and  in  Philadelphia.  During 
his  medical  career  as  an 

otolaryngologist,  Dr.  Valusek 

practiced  in  Cherry  Hill  and  Had- 


donfield;  was  a member  of  our 
Camden  County  component  and 
of  the  American  Medical  Associa- 
tion; was  a diplomate  of  the 
American  Board  of  Otolaryngol- 
ogy and  a fellow  of  the  American 
College  of  Surgeons;  and  was  a 
faculty  member  at  Hahnemann 
Medical  College  and  Jefferson 
Medical  College,  both  in  Phila- 
delphia. 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific- 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  ol  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns. 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 

Jersey  Medicine." 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings. 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  ol  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol  — ®. 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  NEW 
Jersey  Medicine  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  N J MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  NEW  JERSEY  MEDICINE , 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  □ 
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MSNJ  NEWSLETTER 


BLUE  CROSS  CLAIMS  PROCESSING 


Blue  Cross  Blue  Shield  of  New 
Jersey  (BCBSNJ)  is  stepping  up 
its  review  of  physician  claims,  ac- 
cording to  information  recently 
supplied  to  the  Medical  Society  of 
New  Jersey  (MSNJ)  by  the  office 
of  the  state  mega-insurer’s 
medical  director. 

New  claims  processing  analysis 
capability  is  being  used  to  identify 
deficits  in  the  information  sup- 
plied by  physicians  offices  when 
submitting  claims.  To  prevent 
payment  delays  and  denials, 
physicians  are  advised  to  observe 
certain  precautions. 

First,  claims  should  list  specific 
ICD.9CM  codes  for  treated  con- 
ditions. Except  for  some  V codes, 
specificity  will  be  required. 
Second,  procedures  performed 
must  match  the  diagnosis.  All 
relevant  diagnoses,  up  to  a total 
of  th  ree,  should  be  listed.  Third, 
reviewers  will  focus  on  elec- 
trocardiograms, chest  x-rays,  lipid 
panels,  thyroid  screens,  and 
possibly  other  laboratory  tests,  so 
inappropriate  use  of  these  tests 
should  be  avoided. 


Perhaps  even  more  interesting- 
ly, officials  with  the  Newark- 
based  insurer  intimate  that  they 
are  beginning  to  develop  physi- 
cian profiles  based  on  patterns  of 
practice.  However,  they  add,  “We 
wish  to  make  it  very  clear  that 
this  is  not  an  attempt  by  BCBSNJ 
to  micro-manage  its  provider 
network  or  to  dictate  how  pa- 
tients medical  care  should  be 
managed. 

“Rather,’  emphasize  the  of- 
ficials, development  of  practice 
patterns  and  profiles  “is  a 
response  to  the  demands  of  ac- 
counts who  purchase  health  care 
coverage  from  BCBSNJ. 

MSNJ  officials  have  been  en- 
couraging member  physicians  to 
work  to  develop  their  own 
profiles  to  assist  in  practice 
management,  marketing,  negotia- 
tions with  payers,  quality  as- 
surance, and  liability  control.  Ad- 
ditional information  on  consulta- 
tive services  in  this  area  is  being 
prepared  and  will  be  announced 
in  New  Jersey  Medicine. 


AMA  AWARDS 


Nominations  for  the  1995 
American  Medical  Association 
(AMA)  awards  are  needed  by  July 
15,  1995.  Nominations  should  be 
sent  to  Joseph  A.  Riggs,  MD, 
chair,  Awards  Committee,  Med- 
ical Society  of  New  Jersey,  by 
July  15,  1995.  Recommendations 
should  not  be  less  than  50  words 
nor  more  than  250  words.  A cur- 
riculum vitae  of  the  candidate 
should  be  enclosed.  The  1995 
AMA  award  categories  are  as 
follows: 

1.  The  AMA  Medal  of  Valor  is 

awarded  to  an  AMA  member  who 
demonstrates  courage  under  ex- 
traordinary circumstances  in  non- 
wartime situations. 


2.  The  Distinguished  Service 
Award  may  be  made  to  a member 
of  the  AMA  for  meritorious 
service  in  the  science  and  art  of 
medicine. 

3.  Citation  of  a Layman  for 
Distinguished  Service  would  be 
made  to  a person  not  of  the 
medical  profession,  who  has  con- 
tributed to  the  achievement  of  the 
ideals  of  American  medicine  by 
aid  and  cooperation  in  the  ad- 
vancement of  medical  science, 
medical  education,  or  medical 
care. 

4.  President  s Citation  for 
Service  to  the  Public  may  be 
made  to  a state  medical  associa- 
tion, county  medical  society,  or 
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national  specialty  society  for 
significant  contributions  to  the 
public  good  by  fostering  the  in- 
volvement of  physicians  in  com- 
munity activities. 

5.  Scientific  Achievement 
Award  is  given  to  either  a physi- 
cian or  nonphysician  scientist 
selected  by  the  AMA  Board  of 
Trustees. 

6.  Benjamin  Rush  Award  for 
Citizenship  and  Community 
Service  consists  of  a com- 
memorative plaque  given  to  a re- 
cipient who  must  have  made  an 
outstanding  contribution  to  the 
community  for  citizenship  and 
public  service  above  and  beyond 
the  call  of  duty  as  a practicing 
physician. 


7.  William  Beaumont  Award 
in  Medicine  is  provided  to  physi- 
cians 50  years  of  age  or  under, 
who  are  U.S.  citizens,  and  who 
have  distinguished  themselves  in 
medical  science. 

8.  Joseph  B.  Goldberger 
Award  in  Clinical  Nutrition  is 
awarded  to  medical  investigators 
in  advancing  the  frontiers  of 
public  and  personal  health,  and  to 
honor  physicians  who  have  made 
important  contributions  to  the 
knowledge  of  nutrition. 

9.  AMA-ERF  Award  for 
Health  Education  was  estab- 
lished to  encourage  and  recognize 
the  professional  or  public  health 
education  activities  of  practicing 
physicians. 


NEW  MSNJ  SERVICE 


Computerized  billing  services 
now  are  being  offered  by  MSNJ 
through  Healthcare  Management 
Partners  (HMP),  a well-estab- 
lished health  care  management 
firm  that  will  assist  physicians  in 
the  computerization  of  their  pa- 
tient billing  operations  and  will 


increase  their  control  of  account 
receivables.  HMP  has  a proved 
track  record  of  improving  the  effi- 
ciency and  cash  flow  of  physi- 
cians’ practices.  For  more  in- 
formation on  this  new  service, 
contact  Robert  Rahl  or  Rosalie 
Fox  at  HMP,  609/734-0443. 
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Storage  of  clinical  notes  • Accurate 

V 

patient  insurance  billing  • Timely 
payments  from  insurance  carriers 
• Electronic  check  of  patients' 
eligibility  • Managed  care  reference 
and  tracking  • Tracking  of  profitability 
for  practice  • Voice  recognition  • 


Unlock  the  secret 
to  a successful 
medical  practice. 


NCS  Docuscan  • E Mail  • Patient 
Waiting  Room  status  • Medical 
Record  with  Imaging  • Multi-Resource 
Appointment  Capability  • Complete 
training  and  customer  support. 

"The  System"  by  Medix  provides 
all  this  to  help  keep  you  on  top  of 
your  practice.  Discover  it's  exciting 
possibilities,  call  1-800-331-9351. 
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Handling  complaints.  Eight 
suggestions  to  help  physicians 
respond  to  complaints  have  been 
issued  by  Loss  Minimizer,  a 
monthly  newsletter.  In  a nutshell, 
the  suggestions  involve  maintain- 
ing a professional  approach  rather 
than  responding  to  the  dis- 
satisfied patient  on  an  emotional 
level. 

First,  advises  the  newsletter, 
physicians  who  receive  com- 
plaints from  a patient  about 
medical  care  should  contact  their 
liability  carrier  or  malpractice  at- 
torney before  answering. 

Second,  physicians  should 
personally  address  the  patient 
who  complains  about  medical 
care,  rather  than  expecting  office 
staff  to  reassure  the  patient  suc- 


cessfully. If  the  complaint  is 
financial  in  nature,  an  office 
manager  or  financial  staff  person 
may  respond,  but  the  physician 
should  address  any  issue  of  the 
value  of  services  received. 

Third,  the  physician  should 
speak  to  the  complaining  patient 
calmly,  softly,  pleasantly,  and  in  a 
professional  manner.  The  physi- 
cian should  postpone  conversa- 
tion if  the  patient  is  overwrought 
or  abusive. 

Fourth,  the  physician  should 
not  admit  liability  or  negligence, 
or  agree  to  compensate  the  pa- 
tient for  expenses,  without  first 
discussing  the  issue  with  counsel. 

Fifth,  in  situations  with  com- 
plex fact  situations,  the  physician 
should  ask  the  patient  to  write  a 


letter  describing  the  details,  or 
else  schedule  an  office  conference 
to  discuss  the  situation. 

Sixth,  the  physician  should 
maintain  patient  confidentiality. 
The  physician  should  avoid  dis- 
cussing the  patient’s  complaint 
with  the  patient’s  family  or  at- 
torney. 

Seventh,  the  physician  should 
document  conversations.  Records 
may  help  the  physician  substan- 
tiate his  or  her  version  of  events 
as  well  as  trigger  the  time  for  the 
statute  of  limitations  to  run. 

Finally,  the  physician  should 
monitor  complaints.  Frequently 
expressed  concerns  about  a single 
aspect  of  the  physician’s  practice 
is  a signal  that  something  needs 
to  be  fixed. 
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MALPRACTICE  POLICY  DEVELOPMENTS 


Physicians’  gain,  hospitals’ 
loss.  A recently  reported  study 
conducted  by  a Pennsylvania  firm 
shows  a substantial  decrease  in 
the  average  amount  of  jury 
awards  against  physicians,  and  an 
increase  in  the  amount  of  awards 
against  hospitals,  in  1994. 

According  to  Jury  Verdict  Re- 
search, of  the  town  of  Horsham 
in  the  Keystone  State,  the  median 
award  in  cases  of  physician 
malpractice  fell  more  than  one- 
third,  from  $500,000  to  $330,000, 
in  one  year. 

For  hospitals,  the  climb  was 


MALPRACTICE  VERDICTS 


Emergency  room  diagnosis. 
Brought  by  ambulance  to  a 
hospital  emergency  department,  a 
34-year-old  woman  recounted  ex- 
periencing a productive  cough, 
chest  pain,  vomiting,  and  diarrhea 
during  the  previous  several  days. 
An  emergency  room  physician 
diagnosed  bronchitis  and  gastro- 
enteritis and  discharged  the  pa- 


almost  120  percent,  from 
$285,000  to  $625,000. 

The  researchers  cautioned  that 
a one-year  change  does  not 
necessarily  mark  a trend.  Physi- 
cian payments  dropped  21  per- 
cent in  1990-1992,  only  to  re- 
bound by  18  percent  in  1993. 
Hospital  payments  doubled  in 
1993,  then  fell  by  two-thirds  the 
following  year. 

A summary  of  the  findings  ap- 
peared in  Medical  Liability 
Monitor,  which,  incidentally,  also 
described  the  Medical  Inter-In- 
surance Exchange  (MIIX)  as  “on 

tient  with  medication.  Three  days 
later  the  patient  was  conveyed, 
again  by  ambulance,  to  another 
hospital  emergency  department. 
According  to  medical  records,  she 
presented  with  widespread 
numbness,  a dull  affect,  and 
weakness  in  the  legs,  but  no  com- 
plaints of  respiratory  problems. 
The  patient  was  referred  to  a 


the  move  again  with  the  launch 
of  a new  financial  sendees  ' 

j 

division. 

The  latter  piece  quoted  MIIX  1 

Chief  Executive  Officer  Daniel  1 

Goldberg  as  explaining,  “While 
our  main  mission  always  will  be 
meeting  our  insureds  needs  for 
affordable,  comprehensive  liabili- 
ty insurance,  we  also  will  be  able 
to  offer  them  assistance  with 
other  aspects  of  running  a prac- 
tice, such  as  obtaining  office 
equipment  or  collecting  re- 
ceivables.” 


hospital  social  worker,  and  a drug 
screen  was  ordered,  which  was 
returned  positive  for  cocaine  and 
barbiturates.  Approximately  18 
hours  after  being  discharged  from 
the  second  emergency  depart- 
ment, the  patient  was  pronounced 
dead  on  arrival  by  ambulance. 
Death  was  attributed  to  bilateral 
lobar  pneumonia. 
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iA  malpractice  action  was 
brought  in  New  Jersey  against  the 
emergency  room  physician  at  the 
first  hospital  and  against  an 
emergency  department  physician 
at  the  second  hospital.  An  expert 
internist  testified  that  both  defen- 
dants deviated  from  the  appli- 
cable standard  of  practice  by  fail- 
ing to  order  a chest  x-ray,  which, 
the  expert  maintained,  would 
have  averted  death. 

It  was  clear  in  retrospect, 
added  the  expert,  that  the  patient 
had  respiratory  symptoms  at  the 
time  of  the  second  visit  and  that 
her  numbness  probably  reflected 
hypoxia. 

Two  children  of  the  patient, 
who  survived  her  at  ages  14  and 
10,  testified  that  their  mother  was 
attempting  to  give  up  drugs  at  the 
time  of  her  death.  The  children 
had  been  living  with  their  father, 
who  was  separated  from  the  pa- 
tient while  she  was  living  with  a 
boyfriend  who  subsequently  died. 

Cited  as  the  reason  for  the  chil- 
dren s move  out  of  their  mother  s 
home  was  her  disability  involving 
motor  deficits  associated  with 
prior  brain  aneurysm  surgery. 
The  plaintiff  stressed  that  the  pa- 
tient s drug  problems  appeared 
only  after  the  surgery. 

The  defendant  at  the  first 
hospital  testified  that  he  had 
ruled  out  pneumonia  due  to  the 
absence  of  rales.  The  medical 
record  referred  to  rhonchi  but  not 
rales,  and  the  plaintiff  observed 
that  the  defendant  did  not  men- 
tion rales  in  an  initial  deposition. 

This  defendant  further  asserted 
that  he  had  advised  the  patient  to 
contact  her  family  physician.  But, 
the  plaintiff  rejoined,  the  family 
physician  was  associated  with  a 
clinic  affiliated  with  the  same 
hospital,  so  that  the  emergency 
physician  should  have  made  a 
proper  referral. 

The  second  defendant  obtained 
a concession  from  the  plaintiff  ’s 
expert  that  a certain  textbook  was 
authoritative.  In  a comprehensive 
list  of  symptoms  of  pneumonia, 
the  text  did  not  include  the 
symptoms  presented  by  the  pa- 


tient at  her  second  emergency  de- 
partment visit. 

The  parties  disagreed  whether 
the  decedent  experienced  sub- 
stantial pain  and  suffering  after 
leaving  the  second  emergency  de- 
partment. The  jury  found  for  the 
plaintiff,  awarded  $404,875  for 
wrongful  death  and  $200,000  for 
pain  and  suffering,  and  appor- 
tioned liability  at  70  percent  for 
the  first  physician  and  30  percent 
for  the  second. 

The  jury  further  found  that  the 
patient’s  failure  to  obtain  followup 
care  after  visiting  the  first 
emergency  department  made  her 
30  percent  responsible.  But,  the 
judge  applied  the  30  percent  re- 
duction only  to  the  award  against 
the  first  physician. 

Colorful  interlude.  Between 
the  ages  of  one  and  five,  a boy 
presented  47  times  with  middle 
ear  or  respiratory  infections  to  an 
initial  pediatrician  and  a subse- 
quently seen  pediatric  partner- 
ship. On  15  or  16  of  these  oc- 
casions during  the  1960s,  the 
pediatricians  prescribed  tetra- 
cycline. 

When  in  his  20s,  the  patient 
brought  an  action  in  New  Jersey 
against  the  pediatricians,  claiming 
that  they  had  failed  to  obtain  his 
family’s  informed  consent  to  a 
treatment  that  left  his  teeth  dis- 
colored. 

The  patient  explained  that  he 
was  dissatisfied  with  the  appear- 
ance of  his  teeth  even  after  he  had 
them  bonded,  and  that  he  now 
needed  crowns.  The  cosmetic  de- 
fect had  convinced  him  that  he 
would  never  be  a successful  trial 
lawyer,  he  added,  and  so  he  had 
decided  against  a career  in  law. 
He  further  related  that  distrust  of 
physicians  stemming  from  the  in- 
cident had  turned  him  against  a 
career  in  medicine. 

An  expert  pharmacologist  testi- 
fied for  the  plaintiff  that  a warn- 
ing about  discoloration  should 
have  been  provided. 

Observe  for  yourselves  wheth- 
er the  cosmetic  problem  is 
serious,  the  defense  exhorted  the 
jury.  The  defense  asserted  that 


the  risks  of  discoloration  from  tet- 
racycline use  were  not  estab- 
lished at  the  time,  and  that  the 
drug  then  was  widely  considered 
the  most  efficacious  and  least  like- 
ly to  produce  harmful  side  effects. 

Consequently,  said  the  de- 
fense, use  of  the  drug  would  have 
been  consented  to,  even  if  warn- 
ings about  discoloration  had  been 
issued.  The  jury  found  for  the  de- 
fendants. 

Emergency  department  ac- 
tion. Several  hours  after  a stint 
performing  push-ups,  a 17-year- 
old  boy  awoke  suddenly  with  pain 
in  his  left  testicle.  Brought  by  his 
mother  to  a hospital  emergency 
department,  the  youth  was 
diagnosed  by  an  emergency 
physician  with  an  infection.  The 
physician  prescribed  an  antibiotic 
and  ice  packs. 

After  the  pain  persisted  for 
another  three  days,  the  boy  was 
taken  to  a urologist,  who 
diagnosed  testicular  torsion  and 
was  unable  to  save  the  testicle.  In 
a New  Jersey  malpractice  action, 
the  urologist  explained  as  an  ex- 
pert witness  for  the  plaintiff  that 
the  condition  must  be  treated 
within  a 12-hour  window  of  op- 
portunity. 

Moreover,  said  the  urologist,  an 
infection  was  an  unlikely  diag- 
nosis in  the  absence  of  discharge 
or  fever,  especially  given  the  age 
of  the  patient  and  the  sudden 
onset  of  symptoms. 

In  defense,  the  emergency 
physician  noted  that  a hallmark  of 
torsion  is  a high-riding  testicle, 
and  he  claimed  that  he  had  acted 
reasonably  in  the  absence  of  such 
a sign.  But,  said  the  plaintiff,  the 
record  does  not  mention  the  testi- 
cle’s position  at  all.  The  defendant 
produced  no  other  expert,  and  the 
jury  found  for  the  plaintiff  and 
awarded  $60,000  in  damages. 

Pediatric  diagnosis.  When  her 
six-week-old  daughter  experi- 
enced deteriorating  conditions  of 
frequent  urination  and  insatiable 
thirst,  a woman  visited  the 
pediatrician  with  the  child  five 
times  during  a ten-day  period. 
Observing  signs  of  a cold,  the 
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physician  diagnosed  an  upper 
respiratory  infection. 

As  the  child’s  condition  ap- 
peared to  continue  to  grow  worse, 
the  mother  later  told  a New 
Jersey  court  in  a malpractice  trial, 
the  mother  brought  the  child  to 
a hospital.  There,  the  mother  re- 
lated, a unit  clerk  telephoned  the 
pediatrician  and  then  explained 
that  there  were  no  significant  dif- 
ficulties and  no  need  to  worry. 
The  clerk,  said  the  mother,  sent 
her  home  after  restating  the 
diagnosis  of  a cold. 

When  the  child  became  listless 
and  had  great  trouble  breathing 
during  the  next  day,  the  mother 
went  to  another  hospital.  There  a 
diagnosis  of  diabetic  ketoacidosis 
was  established.  Due  to  swallow- 
ing difficulties,  a nasogastric  tube 
was  inserted,  and  the  child  was 
placed  on  a ventilator  from  which 
she  was  later  weaned. 

An  expert  pediatrician,  two  ex- 
pert pediatric  neurologists,  and  an 


expert  rehabilitation  specialist 
testified  for  the  plaintiff.  The 
child,  the  plaintiff  contended,  was 
developmentally  delayed  and  was 
not  yet  toilet-trained  at  age  five 
when  the  trial  was  held.  Accord- 
ing to  these  experts,  the  child  was 
extremely  hyperactive,  had 
permanent  and  significant  short- 
term and  long-term  memory  de- 
ficits resulting  from  brain  edema 
associated  with  the  diabetic 
ketoacidosis,  and  is  unlikely  ever 
to  achieve  the  cognitive  abilities 
of  a normal  adult. 

Testifying  by  videotape,  the  ex- 
pert pediatrician  asserted  that  the 
pediatrician  should  have  tested 
the  child  for  diabetes.  The  expert 
also  faulted  the  hospital  for  failing 
to  comply  with  its  own  policies 
and  procedures,  which  required 
that  each  patient  be  seen  by  a 
physician  or  nurse. 

The  hospital,  which  was  a de- 
fendant along  with  the  frequently 
visited  pediatrician,  disputed  that 


the  mother  actually  had  brought 
the  child  to  the  facility.  There  was 
no  record  of  the  visit,  but  a taxi 
driver  testified  for  the  plaintiff 
that  he  had  transported  the 
mother  to  and  from  the  hospital. 

Based  on  a child  study,  the  de- 
fense produced  its  own  expert 
pediatric  neurologist  who  dis- 
agreed with  the  plaintiff  s experts 
on  whether  the  child  could  attain 
normal  intelligence  and  be 
trained.  The  defense  also  ex- 
pressed the  expectation  that  the 
swallowing  difficulties  will  re- 
solve. 

After  opening  statements,  the 
defendant  pediatrician  settled  for 
$1,250,000.  The  jury  found  the 
pediatrician  81  percent  liable  and 
the  hospital  19  percent  liable,  and 
awarded  a stunning  $10.8  million. 
Subsequently  the  case  against  the 
hospital  resolved  for  $1,900,000. 
□ James  E.  George,  MD,  JD,  and 
Neil  E.  Weisfeld,  JD,  MSHyg 
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Right  foot,  plantar 
surface  of  a 45-year-old 
male  with  diabetes. 


Week  one 


for  ohionic 


Only  the  Wound  Care  Center®  offers  a comprehen- 
sive outpatient  wound  management  program  pro- 
vided by  an  expert  team  of  physicians,  nurses,  and 
technicians.  Located  in  select  hospitals,  each  center 
provides  a treatment  program  that  includes: 

• wound  assessment  and  classification 

• vascular  studies 

• infection  control 

• aggressive  debridement 

• growth  factor  therapy 

• protective  devices 

• patient  education 

When  you  refer  your  patient  to  the  Wound  Care 
Center  you  will  remain  an  active  member  of  your 
patient's  health  management  team.  As  an  adjunc- 
tive therapeutic  service,  the  Wound  Care  Center 
assists  in  your  total  wound  management. 

To  refer  a patient  or  obtain  further  information, 
contact  the  Wound  Care  Center  nearest  you. 


To  refer  a patient  or  obtain  further  information, 
contact  the  Wound  Care  Center  nearest  you. 


For  your  patients  with  wounds  that  won’t  heal. 


Clara  Maass  Health  System  Inc. 

36  Newark  Avenue  • Belleville  • NJ  • 07109  • 201-450-0066 


Englewood  Hospital  and  Medical  Center 

350  Engle  Street . Englewood  . NJ  . 07631 . 201-894-3361 


Mercer  Medical  Center 

446  Bellevue  Avenue  • Trenton  • NJ  • 08607  • 609-695-0022 


Morristown  Memorial  Hospital 

95  Mt.  Kemble  Avenue  • Morristown  • NJ  • 07962  • 201-971-4550 


William  B.  Kessler  Memorial  Hospital 

630  S.  White  Horse  Pike  • Hammonton  • NJ  • 08037  • 609-561-55 


Wound  Can:  Center*  is  a registered  trademark  of  Curative  Technologies,  Inc  , East  Sciaukrt,  NY 
Wound  Care  Centers  are  owned/operated  by  select  hospitals  affiliated  with  Curative  Technologies,  Inc. 


Copyright  © 1995,  Curative  Teclmokigies,  Inc.  All  rights  reserved 


BOOK  REVIEWS 


THE  FORGOTTEN  PLAGUE 


Frank  Ryan,  MD.  Little,  Brown 
and  Company,  Boston,  MA.  The 
Passaic  Shop-Rite  today  stands 
where  the  town’s  contagious  dis- 
ease hospital  once  stood.  The 
hospital  was  Passaic’s  answer  to 
tuberculosis.  Tuberculosis  no 
longer  is  the  forgotten  plague,  but 
a terror  reborn  as  the  phoenix 
rising  from  the  ashes.  The  story 
of  the  rise  and  fall  and  rise  of 
tuberculosis  is  told  by  Frank 
Ryan,  MD,  in  his  book.  The 
Forgotten  Plague:  Flow  the  Battle 
Against  Tuberculosis  Was  Won 
and  Lost.  In  telling  the  story  of 
tuberculosis.  Dr.  Ryan  chose  to 
focus  on  the  people  involved  in 
the  fight  against  this  disease  and 


weave  their  individual  stories  into 
a coherent  and  easily  readable 
history. 

This  story  is  pertinent  to  the 
readers  of  NEW  JERSEY  MEDICINE 
because  the  trail  to  Stockholm 
and  the  Nobel  Prize  is  via  the 
Garden  State  Parkway.  Along  the 
way,  we  meet  Dr.  Selman  Waks- 
man,  a microbiologist  at  Rutgers 
University,  New  Brunswick,  and 
author  of  the  definitive  text.  Prin- 
ciples of  Soil  Microbiology.  In 
1952,  Dr.  Waksman  was  the  sole 
winner  of  the  Nobel  Prize  in 
Medicine  or  Physiology  for  his  in- 
volvement in  the  discovery  of 
streptomycin.  Dr.  Albert  Schatz, 
a student  of  Dr.  Waksman’s  at 


Rutgers  University  and  in- 
strumental in  the  discovery  of 
streptomycin,  is  remembered  for 
being  a famous  graduate  of 
Passaic  High  School.  After  you 
read  this  book  you  may  feel  that 
Dr.  Schatz  should  have  been  re- 
membered as  a nobelist  but  he 
was  not  alone  in  his  disappoint- 
ment. We  also  meet  Dr.  Herbert 
Fox  of  Hoffmann-La  Roche, 
Nutley,  and  Jack  Bernstein  of 
Bristol  Myers-Squibb,  New 
Brunswick,  who  were  involved  in 
the  discovery  of  isoniazid. 

Though  the  story  of  tubercu- 
losis might  seem  ancient.  Dr. 
Ryan’s  tale  is  one  worth  reading. 
□ Richard  Wein,  MD 


THOMAS  HODGKIN 


Louis  Rosenfeld,  PhD.  Lanham, 
MD,  Madison  Books,  301/459- 
3366.  One  of  the  most  enduring 
eponyms  in  medicine  today  is 
Hodgkin’s  disease.  Though  the 
name  of  Thomas  Hodgkin  is 
spoken  thousands  of  times  each 
day  by  medical  students  and 
seasoned  practitioners,  his  name 
would  have  been  a footnote  if  Dr. 
Samuel  Wilks  in  1865  had  not 
rediscovered  Hodgkin’s  obscure 
case  report.  In  Thomas  Hodgkin. 
Morbid  Anatomist  and  Social  Ac- 
tivist, a biography  of  Thomas 
Hodgkin,  the  story  of  this  ex- 
traordinary physician  is  told.  The 
greatness  of  Thomas  Hodgkin  lies 
not  solely  in  his  clinical  abilities 
but  rather  as  a physician  whose 
ideals,  not  ambition,  were  the 
driving  force  in  his  life. 

Thomas  Hodgkin  was  born  on 
August  17,  1798,  to  John  and 
Elizabeth  Hodgkin.  His  Quaker 
faith  denied  him  access  to  Cam- 
bridge and  Oxford.  He  was 
educated  by  tutors  and  later  ap- 
prenticed as  an  apothecary. 
Hodgkin  attended  medical  school 
in  Edinburgh,  Scotland,  receiving 


his  medical  degree  in  1823.  He 
performed  postgraduate  work  in 
France  working  with  such  people 
as  Rene  Laennec,  the  developer 
of  the  stethoscope. 

Many  of  the  great  names  in 
medicine  and  science  come  from 
19th  century  Great  Britain.  So  it 
is  of  no  surprise  that  when 
Hodgkin  joined  the  staff  of  Guy’s 
Hospital  in  1826,  the  names  of  the 
two  physicians  appointed  with 
him  are  familiar — Thomas  Ad- 
dison (Addison  s disease)  and 
Richard  Bright  (Bright’s  disease). 
At  Guy’s  Hospital,  Hodgkin  was 
placed  in  charge  of  the  Museum 
of  Morbid  Anatomy  at  the  behest 
of  the  surgeon  Astley  Cooper 
(Cooper’s  ligament),  and  he  lec- 
tured on  the  pathology  of  disease. 
He  eventually  published  a text 
based  on  his  pathology  lectures 
and  was  an  active  supporter  of  the 
teaching  of  pathology  as  part  of 
the  medical  school  curriculum. 
His  activity  in  these  pursuits  enti- 
tled him  to  be  considered  the 
father  of  pathologic  anatomy  in 
Britain.  Hodgkin  worked  with 
Joseph  Lister  s father  who  as  an 


amateur  scientist  made  significant 
contributions  to  the  development 
of  the  light  microscope.  Hodgkin 
and  Lister  detailed  the  correct 
shape  of  the  red  blood  cell.  In 
1827,  he  described  aortic  insuffi- 
ciency five  years  before  Dominic 
Corrigan  (Corrigan’s  pulse).  He 
promoted  the  use  of  statistics  in 
clinical  studies.  It  was  Hodgkin 
who  suggested  that  pulse  and 
temperature  be  expressed  “not 
merely  in  number,  but  in  forms 
which  speak  to  the  eye  ...  by 
lines  or  curves  similar  to  those 
employed  by  meteorologists.” 
Despite  what  is  a great  con- 
tribution to  medical  science,  it 
was  Hodgkin’s  dedication  to  the 
care  of  the  poor  without  regard 
for  the  creation  of  personal 
wealth,  his  concern  for  the  rights 
of  the  primitive  people  in  an  age 
of  expedition  and  commercial  ex- 
ploitation, his  stand  against 
slavery,  and  his  unwavering  sense 
of  fairness  that  prevented  his  ad- 
vancement in  the  medical  world 
of  the  1800s.  His  story  is  intrigu- 
ing. □ Richard  Wein,  MD 
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Nationally 

Recognize^ 

Leadership 


in  Sleep 
Medicine 


The  Only  Sleep  Center 
Accredited  by  the  ASDA  in 
Northwestern  NJ 


The  Sleep  Disorder  Center  of  Morristown  Memorial  Hospital 

has  treated  thousands  of  patients  and  assisted  over  one  hun- 
dred referring  physicians  with  diagnosis  and  treatment  of  sleep 
disorders. 

Utilizing  the  most  advanced  technology  available,  the  Center’s 
highly  skilled  technologists  perform  overnight  polysomnogra- 
phy for  diagnosing  sleep  apnea,  narcolepsy,  REM  behavior  dis- 
order, and  restless  leg  syndrome.  Referring  physicians  prompt- 
ly receive  a comprehensive  report  of  all  findings  and  can  rest 
assured  that  patients  are  returned  to  them  for  ongoing  treat- 
ment and  follow-up. 

The  American  Sleep  Disorder  Association  (ASDA)  recently 
granted  full  accreditation  status  to  the  Center  in  recognition  of 
its  fulfillment  of  guidelines  that  include: 

Direction  by  a physician  certified  in  sleep  medicine  and  a 
full  complement  of  polysomnographic  technologists. 

• Utilization  of  the  most  advanced  technology  to  perform 
polysomnographic  studies. 

• A full  spectrum  of  sleep-wake  disorder  services. 

• An  on-going  quality  assurance  program. 


Most  insurance  & managed  care  plans  accepted 


MORRISTOWN  MEMORIAL  HOSPITAL 

SLEEP  DISORDER  CENTER 

95  Mt.  Kemble  Ave.  • Morristown,  NJ  • (201)  971-4567 


Are  You  Ready 
for  CLIA  & OSHA? 

Don't  make  costly  mistakes— have 

a qualified  laboratory  professional 

provide  the  help  you  need. 

• Complete  Office  Laboratory  Evaluations  for 
CLIA 

• Laboratory  Procedure  Manual  with  Quality 
Assurance  and  Quality  Control  Plans 

• Technical  Consultant  Maintenance  Plan 

• Complete  Office  Evaluation  for  OSHA  and 
DEP 

• Comprehensive  Safety  Manual 

• Customized  OSHA  Safety  Training  Programs 

• NEW/  Infection  Control  Plan  for  TB 

Authorized  distributor  of  NIOSH 
approved  HEPA  respirators 
v*  Training  and  fit  testing  available 


P.O.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 
Programs  Serving  Over  500  POL's 
Throughout  New  Jersey 
Kathleen  L.  Voldish,  CLA  (ASCP),  President 
Over  20  Years  of  P.O.L.  Experience 
Don't  wait  until  inspection  day  to  find  out  you  are  not  in 
compliance— our  Clients  Pass  Inspections! 


Are  you  sure  your  billing  and  collection 
approach  is  maximizing  cash  flow?  If 
not,  we  can: 


• Receive  maximum  reimbursement  on 

insurance  claims 

• Optimize  insurance  timing 

• Create  positive  activity  on  each  and 

every  patient  account 


J&M  Management  Services.  Inc.  is  a full 

service  billing  and  collection  company  of- 
fering healthcare  providers  the  most  suc- 
cessful approach  to  claims  management 
available. 


(908)  563-0707 

Fax  (908)  563-0325 


GET THE  HOME 
FINANCING  TREATMENT  YOU 
DESERVE  AS 
A PHYSICIAN  WITH  THE 


.Buying. /t)WER 

PLEDGE 

provided  by  Prudential  Home  Mortgage 

when  you  take  advantage  of 
The  AMA-Sponsoned  Home  Mortgage  Program. 

✓ We  will  reduce  your  out-of-pockel  costs. 

✓ We  will  reduce  your  paperwork. 

✓ We  will  give  you  a loan  decision  in  as  little 
as  24  hours.* 

✓ We  will  close  your  loan  in  as  few  as  15 

business  days,  even  in  the  evening  or  on 
Saturday.** 

✓ We  will  give  you  buying  power  in  the  home 
you  already  own  with  one  of  our  home 
equity  options. 

HANDLE  EVERYTHING  UP  UNTIL  CLOSING  BY  PHONE! 

8 a.m.  to  midnight  (ET) 

1-800-AMA-4PRU 

(1-800-262-4778) 

Prudential  Home  Mortgage^ 


AMA  Financing  & Practice  Services,  Inc. 

A Subsidiary  of  the  American  Medical  Association 


’Eligibility  requirements  for  24  hour  loan  decision  include:  a 20%  down  payment,  an  overall  good  credit  rating 
and  a signed  purchase  contract.  Single-family  dwellings  only.  Condos,  Co-ops,  second  homes  and  invest- 
ment properties  are  excluded  Also,  because  your  loan  decision  is  not  subject  to  an  appraisal,  you  may  want 
to  consult  your  legal  advisor  to  include  an  appraisal  contingency  in  your  purchase  contract.  Other  conditions 
may  apply,  such  as  a maximum  loan  amount.  Call  your  financing  representative  for  details.  Example  — 30  year 
$100,000  mortgage  Fixed,  simple  interest  rate  9.5%,  APR  9.704%,  360  $840.86  monthly  payments.  “Not  available  in  all 
states.  The  15-day  close  is  subject  to  certain  conditions.  An  additional  fee  applies  to  Saturday  closings. 
Contact  a Prudential  Home  Mortgage  representative  for  details.  Home  equity  loans  are  currently  being  provid- 
ed by  Prudential  Home  Mortgage  or  its  affiliate, The  Prudential  Bank.  The  Prudential  Bank  means  The 
Prudential  Savings  Bank.  F S B , The  Prudential  Bank  & Trust  Company  or  PBT  Mortgage  Corporation,  all  of 
which  are  subsidiaries  of  The  Prudential  Insurance  Company  of  America.  The  Prudential  Savings  Bank,  F.S.B., 
The  Prudential  Bank  & Trust  Company  are  members  FDIC.  Loans  subject  to  credit  approval.  Certain  restric- 
tions apply.  Account  features,  associated  rates,  fees  and  charges  may  differ  among  geographic  regions  and 
may  be  modified  or  discontinued.  Certain  restrictions  apply.  State  availability  subject  to  change.  Information 
in  this  advertisement  is  accurate  as  of  3/1/95  and  is  subject  to  change  without  notice.  Buying  Power  Pledge  is 
a service  mark  of  The  Prudential  Insurance  Company  of  America.  The  Prudential  Home  Mortgage  Company, 
Inc.,  8000  Maryland  Avenue.  Clayton,  Missouri  is  in  the  business  of  originating,  processing,  purchasing,  and 
selling  residential  mortgage  loans  secured  by  liens  on  real  property.  The  Prudential  Home  Mortgage 
Company.  Inc.  is  an  affiliate  of  The  Prudential  Insurance  Company  of  America,  doing  business  as  P.H. 
Mortgage  Company,  Inc.  in  Ohio  New  York  Office:  Expressway  Executive  Center,  Suite  100,  48  South  Service 
Road,  Melville.  New  York  11747;  Arizona  BK  8408;  Florida  Licensed  Mortgage  Lender;  Illinois  Residential 
Mortgage  Licensee;  Licensed  Mortgage  Banker/New  Jersey  Department  of  Banking;  Calif.  Broker/Lender.  All 
California  loans  are  made  pursuant  to  a California  Department  of  Corporations  Consumer  Finance  Lender 
license  or  Commercial  Finance  Lender  license.  Equal  Housing  Opportunity. 
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EDITOR  S DESK 


WELCOME  TO  OUR  WORLD 


June  is  the  month  of  gradua- 
tions— from  elementary  schools, 
secondary  schools,  colleges  and 
universities,  professional  and 
graduate  schools,  and  post- 
graduate training  programs  such 
as  residencies  and  fellowships. 
The  completion  of  a fellowship  or 
residency  used  to  he  the  time  of 
great  expectations.  As  I have  writ- 
ten before,  individuals  used  to 
dedicate  themselves  to  a lifelong 
study  of  medicine,  people,  and 
disease  for  a variety  of  reasons. 
The  desire  to  be  a professional 
always  underrode  other  consider- 
ations, but  the  latter  also  were  of 
importance.  These  included  a 
moderate  level  of  prestige  and 
social  standing,  and  an  assurity 
that  a comfortable  living  was 
there  for  the  asking. 

Some  of  the  professionalism 
has  been  eroded  by  commer- 
cialism. The  level  of  prestige  en- 
joyed today  by  the  physician,  as 
I also  have  discussed  previously 
at  some  length,  has  been  lowered 
by  a number  of  societal  factors 
and  pressures.  And  now  the  as- 
sured ability  to  earn  a comfortable 
living  is  not  so  assured.  The 
newly  trained  medical  specialist 
no  longer  has  wide-ranging, 
lucrative  practice  choices  avail- 
able. 

A New  York  Times  feature  of 
April  15,  1995,  entitled  “Young 
Doctors  Find  Specialist  Jobs 
Hard  to  Get,  capsulizes  some  of 
those  problems  in  that  metro- 
politan area.  It  tells  of  the  worries 
of  an  eye  surgeon  with  eight  years 
of  training,  who  has  been  unable 
to  find  a position  suitable  to  that 
training  and  now  seems  recon- 
ciled to  “work  in  an  optical  shop 
doing  refractions  a few  days  a 
week  . . . where  he  would  “still 
be  helping  people.”  The  article 


Howard  D.  Slobodien,  MD 


also  speaks  of  the  anesthesiology 
resident  who  was  rejected  by  60 
hospitals  in  the  New  York  area, 
and  it  targets  the  hospital-based 
anesthesia  and  radiology  spe- 
cialists and  the  surgical  subspe- 
cialists  such  as  neurosurgeons  and 
ophthalmologists  as  being  espe- 
cially vulnerable.  (By  coin- 
cidence, I recently  have  had  two 
anesthesia  residents  call  me  for 
advice  as  to  potential  practice 
locations.  I had  to  confess  to  an 
inability  to  be  of  much  help.)  The 
medical  subspecialists  also  have 
problems,  but  can  fall  back  on 
their  general  medical  skills  to 
make  a living  if  necessary.  Many 
new  practitioners  are  working 
episodically  or  have  accepted 
salaries  much  lower  than  those 
proffered  in  the  past. 

As  the  American  Medical  News 
of  April  17,  1995,  reported, 

despite  a federal  bulletin  in  1980 
warning  of  a potential  oversupply 
of  physicians  in  general  and 
specialists  in  particular,  hundreds 
of  new  training  programs 


emerged.  “From  1980  to  1990, 
board  certificates  grew  by  118 
percent  in  radiology,  85  percent 
in  gastroenterology,  63  percent  in 
anesthesiology,  and  61  percent  in 
cardiology.  Other  sources  note 
increases  of  81  percent  in 
pulmonary  medicine,  62  percent 
in  cardiology,  and  56  percent  in 
thoracic  surgery. 

Part — a good  part— of  the 
problem  facing  these  new  spe- 
cialists relates  to  debts  they  have 
incurred  during  the  long  years  of 
training  and  that  now  average 
more  than  $60,000.  It  is  ironic 
that  some  of  the  specialties 
deemed  most  likely  to  afford 
quick  relief  from  those  debts  are 
the  very  ones  that  no  longer  can 
absorb  these  physicians  into  the 
workplace.  And  some  of  the  long- 
time practitioners  in  those  dis- 
ciplines also  are  feeling  the  pinch. 
In  some  geographic  areas  covered 
extensively  by  managed  care 
plans,  primary  care  physicians 
(PCPs)  and  non-PC P specialists 
have  had  their  fees  chopped  and 
many  of  the  latter  group  were  told 
to  look  for  other  work  because 
their  services  no  longer  would  be 
needed  — all  by  unilateral  fiat. 
Doctors,  many  doctors,  are  run- 
ning scared,  very'  scared.  And,  as 
we  and  many  others  have  empha- 
sized, the  danger  of  unemploy- 
ment of  the  physician  rises  in 
direct,  perhaps  geometric,  pro- 
portion to  the  percentage  of  peo- 
ple covered  by  managed  care 
companies.  Some  have  prophe- 
sized  that  there  will  be  150,000 
excessive  specialists  bv  the  year 
2000. 

One  should  continually  re- 
member that  corporate  managers 
also  have  acted  as  though  the  bot- 
tom line  were  the  only  important 
consideration  and  the  health  con- 
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cerns  of  their  employees  were 
subservient  to  that  issue.  They 
also  need  to  be  reminded  that  our 
goals  of  maintaining  the  good 
health  of  their  workers  is  to  their 
benefit.  As  long  as  the  provisions 
of  the  Employee  Retirement  In- 
come Security  Act  (ERISA)  re- 
main, meaningful  change  is  un- 
likely. We  can  but  hope. 

Medical  schools  and  hospitals 
with  major  training  programs 
have  begun  to  realize  they  face  an 
escalating  crisis  because  of  the 
rapid  change  from  the  cottage  in- 
dustry type  of  health  care  to 
managed  care.  They  have  waited 
over-long  for  government  to  con- 
tinue its  funding  for  traditional, 
status  quo  types  of  programs. 
They  have  been  slow  to  realize 
that  the  change  in  the  medical 
marketplace  is  revolutionary  and 
requires  rapid  new  approaches. 
There  are  no  governmental  con- 
trols in  place  and  few  funding  in- 
centives for  teaching  facilities  to 
modify  their  approaches,  although 
legislation  along  these  lines  has 
been  proposed  by  a number  of 
legislators  in  recent  years. 

Some  residencies  have  begun 
to  downsize  the  number  of  their 
enrollees,  consonant  with  newer 
estimates  of  practice  needs. 
Others  have  resisted  this  move, 
some  because  of  reluctance  to 
jeopardize  the  prestige  of  their 
institutions,  and  some  because  of 
reluctance  to  lose  a relatively  in- 
expensive way  to  provide  patient 


care.  This  resistance  seems  to  ig- 
nore the  facts  of  life  and  it  has 
been  suggested  that  knowledge  of 
the  business  aspects  of  medicine 
now  has  escalated  in  importance 
to  the  stage  where  its  basics 
should  be  mandatory  teaching  in 
medical  schools,  in  graduate  pro- 
grams, and  even  as  mandatory 
elements  of  continuing  medical 
education.  These  teachings  would 
be  structured  to  enable  physicians 
to  manage  their  practices,  to  in- 
teract with  other  physicians  and 
their  organizations,  to  learn  new 
skills  for  the  benefit  of  patients, 
and  to  negotiate  on  more 
favorable  terms  with  others  who 
impact  the  delivery  of  health  care. 

The  same  American  Medical 
News  report  of  April  17,  1995, 
highlights  the  varying  approaches 
taken  by  various  specialties. 
Anesthesia,  gastroenterology,  and 
ophthalmology  are  considering 
cuts  in  the  number  of  training 
slots.  Otolaryngology,  plastic  sur- 
gery, and  radiology  still  are  study- 
ing the  problem,  but  have  made 
no  specific  recommendations.  But 
reductions  in  opportunities  for 
specialty  training  may  carry  the 
risk  of  antitrust  violations, 
whether  done  by  accreditors  or 
by  program  directors.  It  will  be 
interesting  to  see  whether  the 
Physician  Payment  Review  Com- 
mission, newly  chaired  by  Gail 
Wilensky,  will  enter  the  fray  with 
a governmental  recommendation 
that  can  remove  antitrust  worries. 


If  the  numbers  of  positions 
available  for  residency  training 
shrink,  will  the  international 
medical  graduates  (IMGs)  find  av- 
enues leading  to  practice  in  the 
United  States  closed  to  them? 
Will  nurses,  whose  hospital 
numbers  are  dwindling,  find 
managed  care  organizations  more 
and  more  willing  to  use  them  for 
specified  procedures  formerly 
considered  best  done  by  medical 
specialists,  thus  further  aggravat- 
ing the  problem  of  placement  for 
these  specialists?  Does  anyone  re- 
ally know  what  should  be  the 
proper  ratio  of  generalist  to 
specialist  in  this  country,  whose 
citizens  have  different  expecta- 
tions from  those  in  other  nations? 
Will  members  of  Congress  agree 
to  accept  the  decisions  of 
managed  care  gatekeepers  for 
themselves  and  for  their  families? 
Can  pigs  whistle?  □ Howard  D. 
Slobodien,  MD 

They  believe  that  nothing 
will  happen  because  they  have 
closed  their  doors. 

Maurice  Maeterlinck, 
Interior  1894 

The  whole  imposing  edifice 
of  modern  medicine  is  like  the  j 
celebrated  tower  of  Pisa  — 
slightly  off  balance. 

Charles,  Prince  of  Wales, 
in  the  Observer,  1983 
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Joseph  A.  Britton  Agency 


As  specialists  in  medical  malpractice 
for  over  20  years,  we  understand  the 
unique  insurance  needs  of  New 
Jersey  physicians.  Our  advantages: 

• Currently  serve  thousands  of  the 
state's  physicians 

• Prompt  premium  quotes 

• Discounts  for  new  practitioners 

• Directly  issue  policies  and 
endorsements 

• Easy  payment  options 

• Prompt  guidance  in  claim  matters 

• Princeton  Insurance  Company’s 
Largest  Agent 

Our  fully  licensed,  knowledgeable  staff 
responds  to  questions  and  special 
requests  promptly  and  professionally. 

Joseph  A Britton  Agency,  Inc. 

855  Mountain  Avenue 
Mountainside,  NJ  07092 
908/654-6464  


Time. 

Do  you  have  coding 
problems?  Call  one 
number  for  a 
complete  rum-key 
approach,  assuring 
peak  performance 
in  your  office.  Your 
medical  practice  is  a 
business,  and  if  that 
business  does  not 
run  efficicndy,  it  will 
affect  your  patient 
and  public  relations. 

Yours  is  Valuable. 

Save  It!  Reorganize! 

Mary  Ann  Hamburger 

ASSOCIATES 

The  Specialist's  Specialist 

74  Hudson  Ave.  Mapleavood,  N.J.  07040 

201-763-7394 


Staffing, 
Hiring.  Training, 
[Tone  Etiquette 
Billing 
Patient  Flow 
Insurance, 
CPT&  ICD  Coding, 
all  take  time  to 
coordinate  effectively. 
All  critical  decisions. 
Is  your  staff  working 
up  to  expectations? 


We  have  a very 
selfish  reason  for  keeping 
your  practice  healthy: 


Because  our  roots  are  here,  in  the  com- 
munities we  serve,  we  have  a stake  in 
seeing  your  medical  or  dental  practice 
succeed  and  grow. 

Whether  you’re  just  beginning  your 
career,  looking  to  expand  an  already  suc- 
cessful practice,  or  acquiring  an  existing 
practice,  our  local  perspective  and  highly 
competitive  rates  and  terms  can  help  you 


reach  your  goals  quickly  and  cost-effectively. 
And  because  your  loan  will  be  approved 
locally,  your  request  won’t  have  to  go 
through  several  layers  of  management  to 
get  the  attention  it  deserves. 

To  discuss  your  needs,  call  our 
experienced  medical  & dental  lending 
specialist,  Letitia  "Tish"  Baum  at 
(609)291-2895 


MEDICAL  & DENTAL  LOANS 


■ Equipment  Loans 

■ Lines  of  Credit 

■ Expansion,  Construction, 
and  Acquisition 

■ Income  Tax  Loans 


■ Professional  Liability 
Premiums 

■ Practice  Acquisition 

■ Start-up  Financing 

■ Personal  Loans 


t=5 


Bank  of 

Mid-Jersey 

Equal  Housing  Lender  • Member  FDIC  • Equal  Opportunity  Lender 
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Princeton  Pain  Management  Center 

Leslie  M.  Greenberg,  M.D.,  Director 

A Multidisciplinary  Approach  to  Pain 

Coordinated  By  Board  Certified,  Harvard  Trained 
Anesthesiologists  In  a Caring,  Supportive  Atmosphere 

727  State  Road,  Princeton,  NJ  08540 
609-683-9779 


, ARE  YOUR  GROUP  HEALTH  COSTS 

* SIPHONING  OFF  YOUR  PROFITS??? 

“ We  have  been  Successful  in  Saving  other 
practices  as  much  as  $600  per  month!! 

Call  or  FAX  Angela  Tartell 
(201)  347-9041 

10+  years  experience  in  life  and  disability  insurance, 
business  buyouts,  financial  planning  techniques  as- 
sociated with  pension  plans  and  estate  liquidity,  as  well 
as  group  health  coverage. 

MEMBER:  NALU 


MANAGED 


We  can  help 


Now  is  the  time  for  you  to  solidify  contracts  with 
managed  care  organizations  that  can  direct  patients 
to  your  office  - HMOs,  PPOs,  TPAs,  self-insured 
companies  and  others. 

MedHealth  Management  Corporation  maintains  a 
complete  database  of  managed  healthcare 
companies  licensed  to  operate  in  New  Jersey.  Our 
experienced  team  can  handle  all  of  your  contracting 
needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  service  is  available  to  individual  and  group 
practices  as  well  as  specialty  centers. 


MedHealth  Management  Corporation 


370  North  Street 

Teterboro,  NJ  07608 

(201)641-1911 
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Don't  Be  A Slave  To  Your  Practice! 

Experience  the  difference... 

Here's  some  of  what  our  Medical  Billing  Service  can  do  for  you: 

• Eliminate  late  & inaccurate  insurance  claims. 

• Reduce  paperwork  & overhead  expenses. 

• More  time  for  you,  and  your  staff,  to  devote  to  patient  care. 

Claims  Processing;  Practice  Management;  Collections; 
Eligibility  & Benefit  Verification;  & MORE! 

JP  BUSINESS  GROUP,  INC. 

P.O.  Box  421  Ocean  Gate.  NJ  08740-0421 

Phone:  908-269-0842  800  599  7590  Fax:  908-2694)394 

Member:  Medical  Group  Management  Assoc.  (MGMA)  & Nat'l.  Assoc,  of  Claims  Assistance  Professionals  (NACAP). 
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Inaugural  address: 

The  nature  of  the 
practice  of  medicine 

Louis  L.  Keeler,  MD 


It  is  a great  honor  to  have 
been  chosen  to  serve  the 
Medical  Society  of  New 
Jersey  (MSNJ)  as  its  presi- 
dent. I am  humbled  by  the  fact 
that  somewhere  in  this  country 
over  the  next  year,  50  other 
physicians  will  assume  the  mantle 
of  president  of  their  state  medical 
society.  The  president  of  MSNJ 
represents  9,500  physicians,  but 
just  imagine  the  responsibility  of 
a state  like  California,  where  the 
president  represents  29,000  phy- 
sicians. 

Over  the  13  years  I have  served 
on  the  Board  of  Trustees  and  the 
executive  committee,  I have  been 
tremendously  impressed  with  the 
devotion  to  organized  medicine 
bv  those  who  have  preceded  me. 
W forking  closely  with  Fred  M. 
Palace,  MD,  this  year  has  been  a 
privilege.  His  quiet  and  efficient 
way  of  handling  everything  has 
been  a great  example  to  me,  and 
I commend  him  for  his  ability  and 
dedication.  Fred,  you  will  be  a 
very  difficult  act  to  follow. 

MSNJ  is  a very  viable,  strong, 
talented,  and  pervasive  volunteer 
organization.  It  is  democracy  at 
its  best.  You  elect  a president  for 
one  year  to  run  the  organization 
under  the  policies  set  by  this 
House  of  Delegates.  To  guide  the 
president,  there  are  the  former 
presidents  or  Fellows,  the  Board 
of  Trustees,  the  councils  and  com- 
mittees, county  medical  societies 
and  their  presidents,  the  Ameri- 
can Medical  Association  delega- 
tion, the  marvelous  administrative 
staff,  and  the  Auxiliary. 


It  is  my  sincere  hope  that  we 
can  build  on  our  successes  in 
such  a manner  that  we  will  in- 
crease membership.  There  are 
quite  simply  too  many  physicians 
who  benefit  from  our  collective 
labors  and  contribute  nothing  to 
the  important  function  that  or- 
ganized medicine  serves. 

We  have  had  some  real  heroes 
in  the  past  few  years.  These  are 
people  who  have  fought  for  their 
beliefs  against  tremendous  odds. 
To  cite  just  a few  individuals  of 
the  many  great  physician  leaders 
in  New  Jersey,  let  me  first  men- 
tion Lois  Copeland,  MD.  She  has 
worked  night  and  day  over  the 
past  few  years  for  patients  to  have 
the  right  to  contract  privately 
with  their  physicians.  It  seems 
like  such  a basic  right  that  one 
would  wonder  why  the  Health 
Care  Financing  Administration 
refuses  to  agree  that  this  right 
exists  among  the  Medicare 
population.  Dr.  Copeland  is  the 
president-elect  of  the  American 
Association  of  Physicians  and 
Surgeons,  and  we  wish  her  well 
in  this  endeavor. 

There  is  Henry  Rosin,  MD. 
This  gentleman  has  carried  a light 
and  a spirit  that  physicians  should 
form  their  own  statewide  HMO 
as  the  only  wav  that  we,  as  physi- 
cians, can  see  that  our  patients 
are  treated  properly.  There  will 
be  no  25  or  30  percent  profit 
going  to  stockholders  and  highly 
paid  executives  who  do  not  take 
care  of  sick  patients.  True 
managed  care  will  take  place 
without  the  tremendous  "hassle 


factor.  Dr.  Rosin  is  an  example 
of  how  to  work  within  an  or- 
ganization and  to  fight  for  what 
you  want.  I have  served  on  the 
Board  of  the  Physician  Healthcare 
Plan  of  New  Jersey  (PHPNJ)  this 
year  and  watched  its  progress 
with  amazement  and  admiration 
for  Dr.  Rosin’s  leadership  skills. 

I believe  PHPNJ  will  succeed;  I 
am  happy  that  MSNJ  has  en- 
dorsed PHPNJ. 

Last,  but  not  least,  I con- 
gratulate Anita  Falla,  MD,  for  her 
incisive  list  of  "What  has  or- 
ganized medicine  done  for  me 
lately?’  How  often  do  our  col- 
leagues within  and  without  or- 
ganized medicine  ask  this  ques- 
tion? 

As  a society,  we  must  face  the 
realities  of  the  future.  What  are 
they?  By  the  year  2000: 

• Most  people  will  be  in 
managed  care. 

• Capitation  and  assumption  of 
risk  will  be  the  dominant 
managed  care  financial  structure 
for  providers. 

• Acute  care  utilization  will  be 
40  to  50  percent  less  per  capita 
than  current  levels. 

• A commensurate  shift  in  am- 
bulatory care  utilization,  and 
especially  primary  care,  will  occur 
with  a gradual  movement  toward 
prevention  and  wellness  pro- 
grams. 

• Most  physicians  will  be  in 
groups  or  employed. 

• One-half  of  all  physicians 
will  be  practicing  primary  care 
exclusively. 

• Physicians  who  are  not  in  a 
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successful  health  care  network 
are  at  risk. 

At  present,  we  are  in  the  de- 
velopmental stage  in  New  Jersey, 
where  we  have  100  fairly  auton- 
omous hospitals;  solo  and  small 
group  practices  dominating;  mod- 
est horizontal  integration;  and  few 
functioning  systems. 

By  the  year  2000,  we  can  ex- 
pect 10  to  15  hospital  systems; 
few  free-standing  hospitals;  net- 
work relations  versus  true  inte- 
gration with  physicians  and  in- 
surers; and  nearly  all  physicians 
in  groups  or  employed. 

Then  the  consolidation  phase 
will  occur,  consisting  of  five  to 
eight  integrated  systems;  hospital, 
physician,  and  insurer  partner- 
ships; and  a full  continuum  of 
care  provided  by  the  systems. 

This  train  is  leaving  the  station. 
As  physicians  of  this  state,  we 
shall  either  get  on  the  train,  watch 
it  go  by,  or  get  run  over  by  it.  The 
future  of  MSNJ  depends  on  how 
we  perceive  the  future  and  how 
we  help  our  membership  adapt. 

What,  then,  can  physicians  do? 
First  of  all,  physicians  must  get 
involved.  This  means  time  away 
from  actual  patient  care,  time 
away  from  journals,  and  time 
away  from  family.  We  must  never 
forget  that  no  matter  where  we 
find  ourselves,  being  in  that 
special  one-on-one  relationship 
with  our  patients  is  our  first  duty, 
the  center  of  our  obligation  — and 
all  else  is  secondary  to  that  great 
trust  and  honor  society  gives 
physicians. 

This  autonomy  is  becoming  in- 
creasingly difficult  to  exercise.  It 
clearly  is  in  society’s  interest  that 
as  we  move  to  solve  the  real 
problem  of  medical  costs,  physi- 
cians be  allowed  to  think  first  and 
only  of  their  patients’  interests. 

As  physicians  we  must  have  a 
level  playing  field  achieved  by 
equity  in  the  area  of  antitrust, 
where  we  are  now  at  a tremen- 
dous disadvantage  vis-a-vis  the  in- 
surance companies.  We  may  be 
the  best  doctors  in  the  world,  but 
we  run  the  risk  that  if  we  cost  the 
insurance  company  too  much 


money,  we  can  be  summarily  dis- 
charged with  no  questions  asked. 
Presently,  if  we  want  to  belong  to 
a managed  care  group,  we  are 
forced  to  sign  contracts.  We  must 
have  an  appeals  process  written 
into  the  law. 

All  of  us  are  running  scared 
because  of  the  malpractice  situa- 
tion. In  the  desire  to  have  univer- 
sal medical  care,  it  is  continually 
pointed  out  to  us  that  we  are  the 
only  major  industrial  nation  with- 
out a national  health  plan.  What 
is  not  pointed  out  is  that  in  coun- 
tries such  as  Canada,  the  United 
Kingdom,  Germany,  and  Den- 
mark, there  is  no  malpractice 
problem.  The  average  physician 
malpractice  cost  in  these  coun- 
tries is  at  most  10  percent  of  what 
it  is  in  this  country. 

We  have  begun  to  meet  with 
success  in  this  state,  and  legisla- 
tion is  moving  forward  that  would 
require  plaintiffs  to  have  a 
certificate  of  merit  before  a 
lawsuit  could  proceed,  that  physi- 
cians are  not  liable  for  defective 
medical  devices,  and  that  joint 
and  several  liability  will  have  far 
less  impact. 

We  must  have  a clear  idea  of 
what  the  patient  needs  from  a 
managed  care  contract.  Managed 
care  plans  should  provide  per- 
spective, and  information  on  the 
terms  and  conditions  of  the  plan 
so  that  enrollees  can  make  in- 
formed decisions  about  their 
health  care. 

Specifically,  the  patient  is  enti- 
tled to  know: 

1.  Coverage  provisions,  ben- 
efits, and  any  exclusion  by  cat- 
egory of  service,  provider,  or 
physician. 

2.  Any  and  all  prior  authori- 
zation or  review  requirements,  in- 
cluding preauthorization  review, 
concurrent  review,  post-service 
review,  postpayment  review,  and 
any  procedures  that  may  lead  the 
patient  to  be  denied  coverage  for 
a particular  service. 

3.  Financial  and  contractual  ar- 
rangements with  physicians  and 
hospitals,  utilization  review  or- 
ganizations, physicians,  or  any 


other  providers  of  health  care 
services  that  would  limit  services 
offered,  restrict  referral  or  treat- 
ment options,  or  negatively  affect 
the  physician’s  responsibility  to 
patients,  including  financial  in- 
centives not  to  provide  medical  or 
other  services. 

4.  An  explanation  of  plan  limi- 
tation, including  information  on 
enrollee  financial  responsibility 
for  payment  of  coinsurance  and 
other  noncovered  or  out-of-plan 
services. 

5.  Some  knowledge  of  what 
percent  of  the  premium  dollar 
goes  for  health  care  services  and 
what  percent  goes  for  adminis- 
tration and  to  stockholders. 

Managed  care  plans  must  dem- 
onstrate that  they  have  adequate 
access  to  physicians  and  other 
providers.  They  should  have  ade- 
quate financial  reserves.  Physi- 
cians should  provide  input  into 
the  plan’s  medical  policy  (includ- 
ing coverage  of  new  technology 
and  procedures),  utilization  re- 
view criteria  and  procedures, 
quality  in  credentialing  criteria, 
and  medical  management  proce- 
dures. 

Physicians  and  patients  want 
the  security  of  knowing  that  plans 
have  a medical  director  respon- 
sible for  clinical  decisions  by  the 
plan,  and  that  the  medical  direc- 
tor in  utilization  practices  used  by 
the  plan  complies  with  some  basic 
requirements: 

1.  Screening  criteria  used  in 
the  review  process,  the  methods 
by  which  they  are  applied,  and 
their  method  of  development, 
must  be  released  to  physicians 
and  the  public  upon  request. 

2.  These  criteria  and  methods 
must  be  based  on  sound  scientific 
principles,  and  developed  in  co- 
operation with  practicing  physi- 
cians and  other  health  care 
providers. 

3.  Any  person  who  recom- 
mends denial  of  coverage  or  pay- 
ment, or  determines  that  a service 
should  not  be  provided,  based  on 
medical  necessity  standards,  must 
be  of  the  same  specialty  as  the 
providing  practitioner. 
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4.  Prior  authorization  shall  not 
be  required  for  emergency  care, 
patient  and  physician  requests  for 
prior  authorization  of  a non- 
emergency  service  must  be  an- 
swered within  24  hours,  and 
qualified  personnel  must  be  avail- 
able for  same-day  telephone 
responses  to  inquiries  about 
medical  necessity,  including  certi- 
fication of  continued  length  of 
stay.  If  review  personnel  are  not 
available,  the  service  provided 
should  be  considered  approved. 

Physicians  need  a standard  ap- 
plication form  for  all  managed 
care  organizations,  along  with  a 
standard  billing  form. 

The  New  Jersey  Payers  Coali- 
tion has  come  to  MSNJ  and  asked 
us  to  define  quality.  They  are  in- 
terested in  more  than  just  cost.  If 
MSNJ  does  not  stand  for  quality 
in  the  practice  of  medicine,  who 
will?  Accordingly,  we  have  cre- 
ated Medical  Review  and  Ac- 
creditation, Inc.,  (MRAC,  Inc.)  as 
a separate,  for-profit  corporation. 

The  New  Jersey  Payers  Coali- 
tion is  interested  in  devising  a 
system  to  make  sure  that  when 
physicians  are  part  of  their 
network,  those  physicians  can  be 
reviewed  periodically  and  creden- 
tialed  on  the  basis  of  quality  de- 
terminations made  by  MRAC, 
Inc. 

The  corporation  would  estab- 
lish screening  criteria  to  select 
physicians  who  appear  to  be 
capable  of  providing  care  of  an 
optimal  quality.  In  addition,  an 
appeal  process  would  be  estab- 
lished to  revise  those  situations 
where  a physician  felt  the  screen 
did  not  apply. 

What  are  the  possible  areas  of 
activity  for  this  new  corporation? 

1.  Peer  review.  This  activity 
will  respond  to  the  New  Jersey 
Payers  Coalition  approach  to  the 
corporation.  This  could  be  done 
on  an  exception-based  system 
after  completion  of  the  initial 
screening  process  and  requires 
the  establishment  of  screening 
standards  and  identification  of 
criteria. 

2.  Annual  evaluations  of  quali- 


ty. This  would  include  working 
with  physician  groups  to  identify 
problem  areas.  A private  audit 
would  be  conducted  on  a volun- 
tary consultative  basis  to  ensure 
the  best  possible  course  of  treat- 
ment is  being  followed. 

3.  Medicaid  opportunities. 
Medicaid  in  New  Jersey  is  striv- 
ing to  have  all  Medicaid  patients 
moved  into  managed  care  on  a 
mandatory  basis.  As  IIMOs  move 
into  this  area,  there  might  be  an 
opportunity  for  the  corporation  to 
work  with  an  HMO  by  providing 
consultative  and  assessment  ser- 
vices to  assure  that  the  HMO  is 
doing  the  most  with  the  consumer 
population  in  terms  of  meeting 
quality  standards. 

4.  Consulting  services.  M any 
physicians  are  having  difficulty 
making  the  transition  to  managed 
care.  The  corporation  could  de- 
velop a package  of  consultative 
services  to  help  physicians  deal 
with  the  transition  in  areas  of 
quality  and  practice  management. 

5.  Clearinghouse  of  practice 
parameters.  MRAC,  Inc.  could  as- 
sure that  its  practice  parameters 
are  developed  and  sufficient  input 
obtained  from  physicians  in  our 
state,  instead  of  having  a national 
standard  imposed. 

6.  Individual  credentialing  with 
hospitals  or  other  entities.  This  in- 
volves providing  up-front  creden- 
tial verification  on  an  individual 
or  exception  basis.  The  Board  of 
Directors  prioritized  the  activities 
they  were  interested  in  pursuing 
with  the  New  Jersey  Payers 
Coalition.  The  corporation  initial- 
ly would  like  to  be  involved  in  the 
setting  of  credentialing  criteria 
and  focused  peer  review  and,  as 
the  corporation  develops,  move 
into  the  area  of  practice 
parameters  plus  the  other  ac- 
tivities outlined. 

At  a recent  meeting  of  the 
Strategic  Planning  Task  Force, 
the  suggestion  was  made  that  the 
MSNJ  Committee  on  Quality  be 
disbanded,  and  that  the  noninsti- 
tutional  issues  be  addressed  by 
the  Council  on  Medical  Services. 
Institutional  questions  now  would 


be  addressed  by  MRAC,  Inc. 

So,  my  colleagues,  we  have  our 
work  cut  out  for  us  this  year. 
MSNJ  will  attempt  to  correct  the 
threats  to  good  patient  care  in 
managed  care  through  regulation, 
if  possible,  and  legislation,  if 
necessary.  Further,  we  hope  to 
get  our  hands  around  the  defini- 
tion of  quality  and  bring  it  into 
the  medical  marketplace  because 
if  we  do  not,  then  forces  outside 
this  organization  will. 

It  is  believed  that  by  the  year 
2000,  between  2,000  and  4,000 
physicians,  mostly  specialists,  will 
be  unemployed  in  this  state. 
These  figures  are  based  on  the 
decreased  need  for  specialists  in 
a managed  care  environment.  But 
there  also  is  another  problem  for 
primary  care  physicians.  It  ap- 
pears that  many  of  the  managed 
care  entities  have  long-range 
plans  to  have  much  of  the  "gate 
keeping  done  by  nurse  practi- 
tioners and  physician  assistants. 

Recently,  we  learned  from 
representatives  of  our  state 
medical  school  that  there  is 
legislation  pending  in  the  U.S. 
Congress  that  would  exclude  pay- 
ment to  hospitals  any  monies  for 
residents  who  are  legal  aliens. 
This  constitutes  58  percent  of  the 
residents  in  New  Jersey.  In  some 
hospitals,  100  percent  of  the 
house  staff  are  in  this  category.  I 
do  not  believe  this  group  includes 
citizens  who  were  trained  outside 
of  this  country  and  who  have  re- 
turned to  their  residencies. 

Further,  we  are  aware  that 
medical  school  applications  are  at 
an  all-time  high.  These  are  all 
politically  sensitive  issues  that 
should  be  addressed  by  MSNJ. 

There  is  so  much  to  do.  MSNJ 
is  a marvelous  organization  and 
capable  of  the  task.  Through  hard 
work,  clear  thinking,  and  vigorous 
debate,  let  us  move  confidently 
into  the  future  as  we  continue  to 
serve  our  patients.  H 


Louis  L Keeler,  MD,  is  the  203rd  presi- 
dent of  MSNJ. 
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COUNSELORS  AT  LAW 


Re:  IRC  and  PAPs 
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Dear  Doctor, 

Do  you  know  how  the  New  Jersey  Medical  Board  s 
of  Examiners’  proposed  establishment  of  a new  ; 
Impairment  Review  Committee  and  a network  of 
“professional  assistance  programs”  could  effect  you  or 
your  colleagues?  The  Board’s  proposed  regulations  i 
define  “impairment”  as: 


..an  inability  to  function  at  an  acceptable  level  of 
competency,  or  an  incapacity  to  continue  to  practice  with 
the  requisite  skill,  safety  and  judgment,  as  a result  of 
alcohol  and/or  chemical  dependency,  a psychiatric  and/or 
emotional  disorder,  senility  or  a disabling  physical  disorder. 


We  can  help  you  understand  these  new 
requirements  and  assist  you  to  respond  to  them  if 
you  or  one  of  your  colleagues  are  an  impaired 
physician  as  defined  by  the  Board. 


Sincerely  yours, 


i la  Qy4>. 

908/789-7977 

Member  of  the  AMA  Doctors’  Advisory  Network 
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Fred  M.  Palace,  MD 


Presidential  address 
The  changing 
medical  profession 


Fred  M.  Palace,  MD,  presented  this  presidential  speech  to  the 
Medical  Society  of  New  Jersey  at  its  229th  Annual  Meeting. 

Dr.  Palace  addressed  the  House  of  Delegates  and  told  the 
audience  that  physicians  must  change,  grow,  keep  what  it 
good,  and  evolve  with  the  times. 


The  organizers  of  the  An- 
nual Meeting  of  the 
House  of  Delegates  of 
the  Medical  Society  of 
New  Jersey  (MSNJ)  have  set 
aside  a few  moments  for  last 
year’s  president  to  wrap  it  up,  to 
tell  you  from  his  personal 
perspective  how  it  was;  perhaps 
to  give  you  some  advice,  some 
words  of  wisdom  gleaned  from 
this  past  year’s  experience  before 
setting  the  stage  for  the  next 
MSNJ  president  to  assume  the 
mantle  of  leadership. 

We  must  remember  that  this 
past  year  was  just  a snapshot  in 
time,  a single  point  on  the  path 
of  a noble  profession — as  it 
evolved  from  Aesculapius  through 
M aimonides,  through  Benjamin 
Rush  to  William  Halstead,  to  a 
future  that  only  the  Lord  can 
foretell.  1 used  to  think  that  the 
generation  of  my  late  father-in- 
law,  Abraham  Goldner,  MD,  had 
experienced  the  maximum  of 
stress  caused  by  change.  But  that 
generation  experienced  evolution 
from  sulfa  powder  through 
penicillin  to  Ceftin1';  from  a chest 
x-ray  to  a computed  tomography 
scan;  and  from  an  EKG  to  an 
angioplasty.  But,  I have  changed 
my  mind  — Dr.  Goldner’s  genera- 
tion saw  the  greatest  change  in 


the  science  of  medical  practice. 
You,  in  this  auditorium,  are  see- 
ing societal  changes  that  dwarf 
the  scientific  changes  that  his 
generation  experienced.  We  used 
to  talk  about  the  practice  of 
medicine.  We  now  are  talking 
about  the  integration  of  the  health 
care  delivery  system.  We  used  to 
have  patients.  We  now  are  being 
asked  to  deal  with  consumers  or 
clients.  We  are  being  forced  to 
use  a new  jargon:  PHO,  HMO, 
MSO,  I PA,  and  PMPM.  And— if 
there  is  in  this  House  of  Del- 
egates— a physician  who  does  not 
know  what  these  initials  stand 
for — doctor — I am  quite  envious 
of  your  practice. 

This  generation  of  physicians 
remembers  that  after  completing 
medical  school  and  after  post- 
graduate training,  our  patients 
chose  us.  How  did  they  choose 
us?  Why  did  they  choose  us? 
They  chose  us  for  many  reasons: 
by  referral  from  our  relatives;  by 
referral  from  the  local  pharmacist; 
and  from  satisfied  patients.  But, 
no  matter  how  they  came  to  us, 
they  knew  that  we  were  ethically 
bound  to  advise  and  do  for  them 
what  was  best — best  for  them  and 
without  regard  for  what  was  best 
for  us;  what  was  best  for  society 
or  what  was  best  for  the  United 


States  government.  Now  we  are 
picked  blindly  from  a list 
provided  by  their  employers  or  by 
insurance  agents.  No  wonder  we 
feel  distanced  from  our  patients. 
No  wonder  we  feel  we  must  prac- 
tice defensive  medicine. 

I remember  when  I was  presi- 
dent of  the  Morris  County 
Medical  Society  in  1977,  we  were 
in  the  process  of  forming  the 
Medical  Inter-Insurance  Ex- 
change. 1 remember  asking  an 
elderly  Italian-born  general  prac- 
titioner-surgeon if  he  had  prob- 
lems with  malpractice  insurance. 
(Of  course,  I knew  enough  then 
to  call  it  professional  liability  in- 
surance.) He  told  me  that  he 
didn't  bother  with  that  stuff.  If  he 
told  one  of  his  patients  to  show 
up  Monday  morning  at  All  Souls 
Hospital  to  have  his  head  cut  off, 
the  patient  would  say,  “Si  Dot- 
tore.  What  time  should  I be 
there?”  The  patient  would  not 
have  asked  about  his  malpractice 
insurance  or  whether  he  was 
board  certified  or  the  names  of 
other  surgeons  from  whom  to  get 
a second  or  third  opinion.  That 
doctor,  however,  is  long  retired 
and  All  Souls  Hospital  has  long 
ago  closed  its  doors. 

We,  here,  remember  when  in- 
surance companies  paid  all  or 
some  part  of  the  bills  for  medical 
care.  We  now  are  affronted  by  a 
New  Jersey  HMO  claim  that  it, 
the  HMO,  now  d ireetly  provides 
medical  care.  This  HMO  ignores 
and  denigrates  the  efforts  of  the 
fine  physicians  who  actually  see 
and  touch  the  sick  who  present 
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themselves.  You  can  be  very  cer- 
tain that  if  there  is  a bad  result 
or  patient  injury  that  this  HMO 
will  not  accept  one  iota  of 
responsibility— in  spite  of  its 
claim  to  directly  provide  medical 
care. 

We  recognize  the  difference 
between  our  professional  ethic — 
do  what  is  best  for  the  patient — 
and  the  business  ethic — caveat 
emptor — let  the  buyer  beware! 
We  know  that  they  do  not  mix! 
Health  cannot  be  measured  in 
dollars.  Saving  a life  does  not  add 
to  the  bottom  line  of  an  HMO  and 
sometimes  actually  may  be  in- 
jurious to  that  bottom  line. 

So,  where  am  I going  with  this? 
What  are  we  to  do?  How  can  we 
regain  physician  autonomy?  How 
are  we  to  save  the  medical 
profession  in  this  rapidly  chang- 
ing and  dangerous  time?  Here  is 
my  five-part  prescription: 

1.  We  must  continue  to  stress 
the  sanctity  of  the  physician/pa- 
tient relationship  and  emphasize 
the  professional  ethic  that  is  at 
the  core  of  our  practice.  The 
physician/patient  relationship  is 
not  terminable  on  60  days’  notice 
for  business  reasons. 

2.  We  must  always  be  and 
perceived  to  be  the  advocate  of 
our  patients— and  we  must  insist 
that  we  not  be  penalized  for  that. 
We  must  recognize  that  patients’ 
employers  sign  them  up  with  a 
managed  care  plan  that  in  return 
for  a cheaper  premium,  offers  at 
most  adequate  care.  We  recog- 
nize that  the  best  care  may  only 
be  a half  block  away  and  a few 
dollars  more  in  initial  price.  In 
reality,  in  the  long  run,  the  best 
care  even  may  be  significantly 
cheaper.  Our  patients  must  be 
able  to  trust  us  to  tell  them  what 
we  think  is  best  even  though  the 
insurance  company  will  not  pay 
for  it  and  we  must  not  be 
penalized  for  advocating  what  is 
best  even  though  it  is  not  in  the 
best  interest  of  the  HMO  that  we 
do  so. 

3.  We  must  recognize  that  the 
diabetic,  the  arthritic,  the  cancer 
patient,  the  Crohn’s  disease  pa- 
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tient,  and  the  cardiac  patient  fre- 
quently are  maintained — not 
cured — and  these  patients  use  up 
a disproportionate  amount  of 
financial  and  medical  resources  in 
their  maintenance.  Their  doctors 
should  not  be  penalized  for  main- 
taining their  health  and  economic 
credentialing  is  totally  inap- 
propriate. 

4.  Although  I am  personally 
opposed  to  big  government, 
although  I believe  that  the  gov- 
ernment that  is  strong  enough  to 
give  you  everything  you  want  and 
also  is  strong  enough  to  take  away 
from  you  everything  that  you 
have,  and  although  I believe  the 
social  ramifications  of  legislation 
are  only  minimally  predictable,  I 
feel  that  we  are  forced  now  to 
turn  to  government  to  level  the 
playing  field,  to  allow  us  antitrust 
relief,  which  the  insurance  com- 
panies already  have,  so  that  we 
can  negotiate  with  the  billion 
dollar  HMOs  as  a group  but 
always  for  the  benefit  of  our  pa- 
tients. We  must  turn  to  the  com- 
missioner of  health  to  stop  the 
hasseling  of  doctors  whether  it  is 
by  a 1-800  number  that  never  gets 
answered  or  by  a myriad  of  forms 
and  hundreds  of  regulations; 
whether  it  is  by  authorizations 
that  are  rescinded  retrospectively 
or  by  the  cookbook  application  of 


inappropriate  standards.  If  we  do 
not  prevail  in  Mr.  Fishman’s  of- 
fice, he  has  been  put  on  notice 
that  we  also  will  go  to  the 
Legislature.  In  order,  however,  to 
be  successful  in  the  state  and 
federal  legislatures,  I believe  we 
must  reach  out  to  all  the  healing 
professions,  to  the  nurses,  the 
nurse  midwives,  the  nurse  practi- 
tioners, the  dentists,  the  podia- 
trists, and  the  physicians  assis- 
tants so  that  we  are  not  con- 
sidered a special  interest — so  that 
everyone  knows  that  we  are  not 
speaking  for  ourselves,  but  again 
in  the  interest  of  the  public  health 
and  welfare. 

5.  We  must  support  those 
businesses  or  HMOs  that  accept 
significant  physician  input  and  we 
certainly  must  support  physician- 
owned  and  physician-directed 
HMOs  that  should  be  able  to  set 
benchmark  standards  for  the 
health  care  delivery  industry. 

And  finally,  my  prescription  for 
us  is  to  remember  that  we  were 
physicians  long  before  we  were 
pediatric  neurosurgeons  or  neuro- 
otolaryngologists and  that  we  can- 
not continue  to  act  for  our  own 
narrow  special  economic  self-in- 
terests if  we  are  to  succeed  in 
increasingly  hostile  world.  If  we 
accept  the  business  ethic  of  win- 
ners and  losers  and  if  we  allow 
ourselves  to  be  split  asunder  and 
if  we  forget  the  needs  of  medical 
educators,  of  medical  researchers, 
of  public  health  physicians,  of 
hospital-based  physicians,  of  pri- 
mary care  physicians,  and  of 
esoteric  super  subspecialists,  then 
we  will  surely  lose  it  all — maybe 
not  today,  but  certainly  tomor- 
row— and  physician  autonomy 
never  will  be  regained. 

To  sum  it  up — allow  me  to 
quote  Walt  Kelly’s  comic  strip 
character  Pogo — who  said,  “We 
are  facing  insurmountable  op- 
portunities. We  cannot  look 
back.  We  must  look  forward, 
change,  grow,  keep  what  is  good, 
and  evolve  with  the  times. 

MSNJ  presidents  come  and  go 
on  an  annual  basis.  The  people  of 
the  state  who,  whether  they  know 
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it  or  not,  depend  on  the  medical 
profession  to  look  out  for  the 
public  health,  are  indeed  for- 
tunate that  you  have  chosen  so 
well  physician  leaders  who  make 
up  your  boards  and  your  officers 
who  lead  them.  But  the  back- 
bone—the  hidden  strength  of 
MSNJ — is  in  the  execution  of 
your  priorities  by  Executive 
Director  Vincent  Maressa  and  his 
outstanding  staff  who  are  our 
champions  in  the  daily  combat 
with  the  media,  with  the  bureau- 
crats of  the  state  of  New  Jersey, 
and  with  the  state  Legislature. 

f thank  them  for  their  help  in 
making  me  look  good  when  I did. 
I wish  I could  but  cannot  pass 


along  to  them  the  blame  for  the 
times  that  1 fell  flat  on  my  face. 
I thank  the  officers,  trustees,  the 
committee  and  council  chairs,  the 
committee  and  council  members, 
the  county  presidents,  MSNJ 
Auxiliary  and  its  officers,  and  the 
active  membership  of  MSNJ  and 
all  the  county  society  members 
for  their  support  of  my  efforts  and 
for  our  agenda.  I know  I have 
bored  to  sleep  more  than  a few 
audiences  with  some  of  my  gloom 
and  doom  prophecies. 

I must  offer  my  thanks  and 
apologies  to  my  associates  in  the 
Department  of  Radiology  at  Mor- 
ristown Memorial  Hospital  who 
have  filled  in  for  me,  accepted  my 


unplanned  absences,  and  lived 
with  the  constant  telephone  inter- 
ruptions when  I was  present. 

I must  thank  my  family  for 
their  advice  and  for  their  sup- 
port— without  which  I could  not 
even  have  survived  this  past  year. 

I share  your  high  esteem  for 
the  203rd  president  of  MSNJ, 
Louis  L.  Keeler,  MD,  and  for  his 
successors,  and  offer  them  my  un- 
failing support  in  any  capacity 
they  choose. 

And,  I must  thank  this  House 
of  Delegates  for  allowing  me  to  be 
your  spokesman  for  this  past  year. 
God  bless  you  all.  H 
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Extended  Acute  Care  Leadership 
is  our  Continuing  Commitment. 


Leadership. 

It  implies  being  the  best;  it 
requires  vision,  credibility  and 
innovation. 

In  the  Delaware  Valley, 
one  hospital,  the  Continuing  Care 
Hospital  of  Philadelphia  (CCH), 
has  taken  the  lead  in  providing 
high-quality  medical  care  for 
patients  with  a need  for  a longer- 
than-usual  hospital  stay. 

Through  its  commitment 
to  “high-touch,  low-tech”  patient 
care,  provisions  are  made  for  the 
patients’  every  need.  As  a result, 
CCH  enables  its  patients  to 
achieve  an  optimal  outcome. 

The  CCH  approach  to 
patient  care  also  respects  and 
accomodates  the  quality  of  the 
relationship  that  exists  between 


the  patient  and  the  referring  physi- 
cian. In  fact,  CCH  invites  referring 
physicians  to  apply  for  privileges  at 
the  Hospital  and  to  join  with  the 
CCH  staff  in  managing  the 
patient’s  medical  care  throughout 
the  length  of  stay. 

The  Continuing  Care 
Hospital  is  also  committed  to 
maintaining  a staff  that  includes 
the  region’s  most  respected  acute 
care  providers  and  physicians  who 
are  board-certified  in  geriatric  med- 
icine. CCH  is  accredited  by  the 
Joint  Commission  on 
Accreditation  of  Health  Care 
Organizations  (JCAHO)  and  is 
licensed  by  the  Pennsylvania 
Department  of  Health. 

Given  its  strong  leadership 
in  extended  acute  care,  CCH 


attracts  patients  from  throughout 
the  eight-county  area,  including 
Bucks,  Chester,  Delaware, 
Montgomery  and  Philadelphia 
counties  in  southeastern 
Pennsylvania;  and  Gloucester, 
.Burlington,  and  Camden  counties 
in  southern  New  Jersey. 

When  the  patient’s  need  is 
for  extended  acute  care,  call  the 
Continuing  Care  Hospital  of 
Philadelphia  at  (215)  787-2399. 
We'll  be  pleased  to  send  you  a 
copy  of  our  brochure  or  arrange  a 
tour  of  our  facility. 

CONTINUING® 
CARE 
HOSPITAL 


A New  Tradition  of  Service. 

An  Unmatched  Standard  of  Care. 
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Ehrlichiosis  with 
pancytopenia  and 

ARDS 


Human  ehrlichiosis  is  characterized  by  fever,  headache, 
malaise,  leukopenia,  thrombocytopenia,  and  elevated  liver 
enzymes.  Diagnosis  is  based  on  acute  and  convalescent  serum 
antibody  titers  for  infection  with  Ehrlichia  chaffeensis,  and 
cannot  be  made  with  certainty  on  the  basis  of  clinical  features. 


Human  ehrlichiosis  is  a 
tick-borne  disease  re- 
cently described  in  the 
United  States.  Since 
the  first  case  was  identified  in 
1986, 1 more  than  215  cases  have 
been  reported,  with  some  fatali- 
ties.2 The  etiologic  agent  initially 
was  thought  to  be  Ehrlichia  canis, 
a canine  leukotropic  Rickettsia , 
but  now  has  been  identified  as  a 
new  related  species  for  which  the 
proposed  name  is  Ehrlichia  chaf- 
feensis (Figure).3 

Epidemiologic  data  indicate 
that  ehrlichiosis  occurs  particular- 
ly in  the  west-south-central  states 
and  southeastern  states.40  Sev- 
eral cases  also  have  been  reported 
to  occur  in  the  mid-Atlantic 
states,  including  New  Jersey.0'8 

Although  the  epidemiology,  re- 
sponse to  antibiotics,  and  clinical 
characteristics  of  ehrlichiosis  and 
Rocky  Mountain  spotted  fever  are 
similar,  they  are  not  identical  (the 
former  resembles  the  “spotless 
or  rashless  form  of  the  latter). 
These  diseases  must  be  differen- 
tiated from  other  febrile  illnesses 
in  patients  who  have  a history  of 
tick  bite,  e.g.  Lyme  disease, 
tularemia,  Colorado  tick  fever, 
babesiosis.29  Diagnosis  can  be  dif- 
ferentiated only  by  serologic 
studies.10 


Prompt  diagnosis  of  ehrlichiosis 
and  its  treatment  with  appro- 
priate antibiotics  should  be 
established,  as  severe  morbidity 
has  been  documented.8  This  re- 
port describes  an  unusual  case 
that  posed  a diagnostic  dilemma, 
as  the  patient  presented  with 
symptoms  and  signs  of  possible 
sulfa-drug  fever  that  had  to  be 
differentiated  from  sepsis  causing 
significant  blood  dyscrasias  and 
adult  respiratory  distress  syn- 
drome (ARDS).  Further  con- 
founding the  clinical  diagnosis 
were  the  misleading  findings  of 
acute  serological  studies. 

CASE  REPORT 

On  August  1,  1993,  a 42-year- 
old  woman  presented  to  the  At- 
lantic City  Medical  Center 
emergency  room  with  a five-day 
history  of  high  fevers  (99°  to 
103°F),  generalized  throbbing 
headaches,  chills,  and  nausea.  She 
had  a past  history  of  microscopic 
colitis,  which  had  been  diagnosed 
about  1 year  prior  to  admission. 
Her  symptoms  were  controlled 
with  oral  sulfasalazine  (1  g twice 
daily).  The  sulfasalazine  was  dis- 
continued on  admission  because 
medication  toxicity  was  con- 
sidered a possible  cause  of  her 
acute  febrile  illness. 


Philip  W.  Paparone,  DC) 
Paul  Ljubich,  MD 
Gary  A.  Rosman,  MD 
Naim  T.  Nazha,  MD 


The  patient  denied  having  any 
abdominal  pain,  diarrhea,  dysuria, 
cough,  nuchal  rigidity,  photo- 
phobia, sore  throat,  or  rash.  There 
was  no  history  of  tick  bite.  Her 
temperature  was  102°F.  Her 
lungs  were  clear  to  auscultation 
and  percussion.  No  icterus,  oral 
lesion,  or  adenopathy  was  found. 
Her  abdomen  had  bowel  sounds, 
and  was  soft  and  nontender,  with 
no  rebound  or  rigidity.  A chest  x- 
ray  showed  no  active  disease. 

Her  initial  hematologic  studies 
revealed  marked  leukopenia 
(WBC  = 1,600/mm3)  and  throm- 
bocytopenia (platelet  count  = 
41,000/mm3),  and  it  was  thought 
that  these  blood  dyscrasias  may 
have  been  secondary  to  her 
sulfasalazine  therapy,  or  in- 
dicative of  an  idiopathic  process 
such  as  early  leukemia  or 
myelodysplastie  syndrome.  Her 
hemoglobin  and  hematocrit  were 
slightly  low  at  11.4  g/dL  and  34.9 
vol  %,  respectively,  though  her 
mean  corpuscular  volume  (MCV) 
was  normal  at  89  (x2.  The  mean 
differential  count  was  26% 
neutrophils,  57%  bands,  8% 
lymphocytes,  3%  atypical  lympho- 
cytes, 4%  monocytes,  and  2% 
metamyelocytes. 

The  levels  of  AST,  ALT,  alka- 
line phosphatase,  and  gamma- 
glutamyl  transpeptidase  (GGT) 
were  abnormally  high  (1,696  U/L, 
1,243  U/L,  268  U/L,  and  179 
U/L,  respectively;  normal 
ranges  =13-51  U/L,’  4-48  U/L, 
25-125  U/L,  and  2-58,  respective- 
ly). A sodium  level  of  133 
mEq/L  indicated  mild  hypona- 
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Figure.  Photomicrograph  depicting  DH82  (dog  histiocytes)  infected  with 
Ehrlichia  chaffeensis  in  vitro.  The  photomicrograph  was  provided  by  Jacqueline 
E.  Dawson,  research  microbiologist,  Centers  for  Disease  Control,  Atlanta, 
Georgia. 


tremia,  with  potassium  of  3.2 
mEq/L.  BUN  and  creatinine 
levels  were  normal.  Other  values 
in  the  blood  chemistry  differential 
were  essentially  normal.  Uri- 
nalysis  showed  a pH  of  5.5,  with 
2 to  5 WBC  and  0 to  2 BBC  at 
high-power  field,  in  addition  to 
many  bacteria,  positive  nitrate, 
and  granular  casts  of  15  to  20. 

The  patient  later  was  given  the 
following  combination  intra- 
venous (IV)  antibiotic  therapy: 
ceftazidime  (1  g every  8 hr),  gen- 
tamicin (80  mg  every  8 hr),  and 
vancomycin  (1  g every  24  hr).  For 
febrile  neutropenia,  she  was  given 
filgrastim  subcutaneously  (500 
meg  daily),  which  improved  her 
WBC  after  the  first  dose,  and  she 
received  this  medication  for  three 
days. 

On  hospital  day  two,  she  had 
a high-grade  fever  (102°F),  and 
was  transferred  to  the  intensive 
care  unit.  Both  Borrelia  and 
Ehrlichia  infections  were  con- 
sidered, based  on  the  clinical  pic- 
ture and  a belated  history  of  tick- 
bite  one  week  prior  to  admission. 
Faboratory  studies  were  ordered 
for  Lyme  disease  and  ehrlichiosis, 
as  well  as  for  cytomegalovirus, 
Epstein-Barr  virus,  and  hap- 
toglobin. A chest  x-ray  obtained 
on  hospital  day  two  showed 


bronchial  mucosal  thickening, 
probably  due  to  bronchitis.  Lung 
scan  showed  low  probability  of 
pulmonary  embolism. 

A repeat  chest  x-ray  on  hospital 
day  three  showed  bilateral  lower 
lobe  infiltrations  consistent  with 
pneumonia.  The  diagnosis  of 
ABDS  secondary  to  sepsis  was 
made,  though  the  precise  etiology 
of  her  illness  had  not  yet  been 
definitively  determined.  A bone 
marrow  aspiration  and  biopsy 
showed  negative  iron  stores, 
which  were  thought  to  have  con- 
tributed to  her  anemia.  Labora- 
tory results  for  Lyme  disease  and 
Epstein-Barr  virus  were  negative. 
Haptoglobin  was  normal.  All 
routine  blood  cultures  were 
negative. 

The  patient’s  combination  IV 
antibiotic  therapy  then  was 
changed  to  the  following:  cef- 
tazidime (1  g every  8 hr),  van- 
comycin (1.25  g even7  24  hr),  and 
doxvcyeline  ( 1 00  mg  every  12  hr). 
In  addition,  she  received  IV  dex- 
amethasone  (4  mg  every  6 hr).  On 
hospital  day  4,  a chest  x-ray 
showed  improving  pulmonary 
edema  bilaterally.  The  patient’s 
condition  continued  to  improve. 
A subsequent  chest  x-ray  ob- 
tained on  hospital  day  8 showed 
resolution  of  the  pulmonary 


edema.  Results  of  laboratory 
studies  for  cytomegalovirus  and 
ehrlichiosis  were  received  on  this 
day,  and  both  were  negative.  No 
antibody  to  E.  chaffeensis  was  de- 
tected by  immunofluorescent 
antibody  test  (IgG  <1:16;  IgM  < 
1:20).  On  hospital  day  10,  the  pa- 
tient was  discharged  from  the 
hospital  with  a good  prognosis, 
and  was  given  a regimen  of  oral 
doxycyeline  (100  mg  twice  daily) 
for  a total  of  14  days. 

Followup.  On  August  18,  1994, 
the  patient  denied  having  any 
symptoms.  Her  physical  examina- 
tion was  essentially  unremark- 
able. Her  blood  values  were  re- 
turning to  normal  range,  with  a 
WBC  of  9,700/mm3,  hemoglobin 
of  10.6  g/dL,  Hct  of  33.3  vol  %, 
and  platelet  count  of  241,000/ 
mm3;  her  MCV  was  91.7  |x2,  and 
her  mean  differential  count  was 
42.4%  lymphocytes  and  52.1% 
granulocytes.  Both  sodium  and 
potassium  levels  had  returned  to 
normal.  Levels  of  alkaline 
phosphatase,  ALT,  and  GGT  were 
lower,  but  still  abnormal  (151 
U/L,  47  U/L,  and  137  U/L, 
respectively).  Five  days  later, 
after  completing  her  antibiotic 
therapy,  the  patient  was  fully  re- 
covered. 

On  September  3,  1994,  to  com- 
plete the  frustrated  diagnostic  ef- 
fort, a convalescent  serologic  test 
(using  E.  chaffeensis , as  in  the 
previous  test  performed  by  the 
same  laboratory)  for  Ehrlichia  in- 
fection was  done  as  the  final 
followup  study.  The  results 
showed  marked  elevations  of  anti- 
bodies, with  an  IgG  titer  of 
>1:4,096  and  an  IgM  titer  of 
>1:320,  and,  thus,  confirmed  that 
the  patient  did  indeed  have 
ehrlichiosis. 

DISCUSSION 

The  pathogenesis  of  human 
ehrlichiosis  is  not  fully  under- 
stood, nor  is  the  duration  of 
survival  of  the  pathogen  in  the 
body.  Whether  acute  infection 
with  E.  chaffeensis  is  followed  by 
a chronic  carrier  state,  as  happens 
with  E.  canis  infection  in  dogs, 
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remains  unknown.  The  specific 
vectors  and  reservoirs  also  remain 
unknown,  though  among  current 
suspects  are  the  same  ixodid  ticks 
and  wild  mammals  associated 
with  Lyme  disease.11  With  the  in- 
creased incidence  of  human 
ehrlichiosis  since  its  initial  iden- 
tification, advances  in  the  under- 
standing of  its  etiology,  epidemi- 
ology, and  clinical  features  have 
been  made  (Tables  1 and  2).  At 
the  same  time,  the  current  state 
of  limited  knowledge  can  lend 
itself  to  difficulties  in  diagnosis 
and  treatment. 

Ehrlichia  are  small,  nonmotile, 
obligate,  intracellular  gram- 
negative bacteria.  Ehrlichia 
belong  to  the  tribe,  Ehrlichieae,  in 
the  family  called  Rickettsiaceae. 
Unlike  other  members  of  this 
family,  Ehrlichia  display  a tropism 
for  circulating  WBCs,  and  their 
life  cycle  takes  place  primarily 
within  the  cytoplasm  of  circulat- 
ing WBCs  or  platelets.  These 
pleomorphic  bacteria  appear  as 
compact  inclusions  and  proceed 
through  elementary  body,  initial 
body,  and  morula  stages.9 

In  an  infected  cell,  elementary 
bodies  enter  by  phagocytosis  and 
replicate  by  binary  fission;  small 
numbers  of  elementary  bodies  are 
visible  three  to  five  days  after  in- 
fection as  initial  bodies.  During 
the  next  seven  to  ten  days  ad- 
ditional growth  and  replication 
occur,  and  then  initial  bodies  de- 
velop into  mature  inclusions,  i.e. 
morulae.2  Morulae,  which  some- 
times are  visible  as  leukocyte  in- 
clusion bodies,  break  up  into 
elementary  bodies  when  the  cell 
ruptures,  to  repeat  the  infectious 
cycle.  Recently,  Ehrlichia  or- 
ganisms were  identified  by  im- 
munohistopathology  in  the 
splenic  cords  and  sinuses,  lymph 
nodes,  lung  microvasculature, 
kidney,  bone  marrow,  and  other 
tissue  sites  in  a patient  who  died 
of  the  infection.12 

Definitive  diagnosis  of  ehrlichi- 
osis currently  is  based  on  acute 
and  convalescent  serum  antibody 
titers  and  cannot  be  made  with 
certainty  on  the  basis  of  clinical 


Table  1.  Etiologic  and 

epidemiologic  characteristics  of  ehrlichiosis .* 

Characteristic 

Etiology/Epidemiology 

Etiologic  agent 

Ehrlichia  chaffeenis 

Family 

Rickettsiaceae 

Cases  per  year 

>50t 

Geographic  distribution 

Southeastern,  south-central  (mainly)  and 
mid-Atlantic  states;  Washington 

Peak  season 

Spring-summer 

Vector 

Possibly  ixodid  ticks,  e.g.  Lone  Star  tick, 
Amblyomma  americanum;  American  dog 
tick,  Dermacentor  variabilis 

Reservoir 

Possibly  deer,  opossums,  and  mice 

Fatality  rate± 

1% 

Asymptomatic  cases 

Yes 

History  of  tick  bite 
(7  to  21  days  before 
symptoms) 

75% 

Hospitalization 

40-88%§ 

Chronic  infection 

Unknown 

Target  cells 

White  blood  cells;  possibly  reticuloen- 
dothelial cells 

* Based  on  data  found  in  references  2,  4,  5,  8,  9,  and  11. 
t Since  1986,  when  the  first  case  in  United  States  was  recognized. 
± In  untreated  patients. 

§ Range  of  individual  study  results. 

features  alone.  Serologic  tests 
using  the  canine  strain,  E.  canis, 
will  not  detect  all  cases.13  [The 
Centers  for  Disease  Control, 
which  offers  testing  of  paired 
samples  submitted  through  state 
health  departments,  now  uses 
only  E.  chaffeensis .]  In  addition, 
ehrlichiosis  cannot  be  reliably 
distinguished  from  other  common 
febrile  illnesses  on  the  basis  of 
clinical,  epidemiologic,  or  labora- 
tory findings.414 

Ehrlichiosis  has  been  mistaken 
for  pyelonephritis,  non-A-non-B 
hepatitis,  gastroenteritis,  and  un- 
explained febrile  illnesses  with 
leukopenia  or  thrombocytopenia.9 
Some  evidence  suggests  that 
previous  cases  of  suspected  “spot- 
less’ Rocky  Mountain  spotted 
fever  and  other  unexplained 
febrile  illnesses  may  have  been 


caused  by  ehrlichiosis.2  The  clini- 
cal presentation  of  ehrlichiosis  is 
similar  to  that  seen  in  Rocky 
Mountain  spotted  fever.  How- 
ever, in  ehrlichiosis,  leukopenia 
more  often  is  found  and  skin  rash 
less  often  is  noted.  Although 
leukopenia  and  thrombocytopenia 
rarely  are  found  in  Lyme  disease, 
ehrlichiosis  may  present  with 
several  common  symptoms  and 
signs  suggestive  of  it." 

The  differential  diagnosis  of 
ehrlichiosis  includes  viral  syn- 
dromes, sepsis,  meningitis,  upper 
respiratory  illness,  urinary  tract 
infection,  hepatitis,  collagen  vas- 
cular disease,  and  leukemia,  as 
well  as  other  tick-borne  illnesses.2 
Appropriate  antibiotic  therapy 
must  be  initiated  empirically.  It 
has  been  found  that,  like  Rocky 
Mountain  spotted  fever,  ehrlich- 
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Table  2.  Symptoms  and  signs  of  ehrlichiosis.* 


Symptom/Sign 

Ranget  (mean) 

Fever 

85- 

1 00% 

(93%) 

Malaise 

85- 

1 00% 

(93%) 

Headache 

70- 

94% 

(82%) 

Chills/rigors 

70- 

94% 

(82%) 

Myalgia 

47- 

82% 

(65%) 

Nausea/vomiting 

49- 

69% 

(59%) 

Anorexia 

33- 

79% 

(56%) 

Arthralgia 

28- 

37% 

(33%) 

Abdominal  pain 

19- 

38% 

(29%) 

Rash  (local/disseminated)  ± 

20- 

47% 

(34%) 

Rash  on  palms/soles 

0- 

10% 

(5%) 

Leukopenia 

38- 

1 00% 

(69%) 

Thrombocytopenia 

38- 

75% 

(57%) 

Anemia 

33- 

62% 

(48%) 

Pancytopenia 

0- 

1% 

(0.5%) 

Increased  ALT 

54- 

88% 

(71%) 

Increased  AST 

50- 

88% 

(69%) 

Increased  bilirubin 

33- 

39% 

(36%) 

* Based  on  data  found  in  references  2,  5,  and  9. 
t Range  of  individual  study  results. 

± Manifestation  ranges  from  macular  and  papular  to  petechial  and  vasculitic. 


iosis  responds  well  to  tetracycline 
and  chloramphenicol,  but  not  to 
penicillins  or  cephalosporins.29 

On  the  basis  of  evidence  from 
seroprevalence  studies,  the  cur- 
rent case  definition  requires  at 
least  a fourfold  rise  or  fall  in  the 
antibody  titer  between  the  acute 
and  convalescent  stages,  with  a 
minimal  titer  of  1:64. 13  Antibody 
response  of  patients  evaluated  by 
E.  canis  fluorescent  antibody  test 
usually  rises  sharply  during  the 
first  three  weeks  of  illness  and 
peaks  at  about  six  weeks  after 
onset.4  Most  patients  seroconvert 
by  the  end  of  the  fourth  week  of 
illness,  and  so  the  acute-stage 
serum  sample  should  be  obtained 
as  close  as  possible  to  the  onset 
of  illness,  and  the  convalescent- 
stage  sample  obtained  four  weeks 
later. 

An  unusual  feature  in  the 
present  case  was  the  markedly 


positive  convalescent  antibody 
titer  indicating  a greater  than  256- 
fold  rise  in  IgG.  In  a recent 
retrospective  study  of  12  patients, 
Dumler  found  that  the  peak 
geometric  mean  titer  to  E.  canis 
was  1:871,  experienced  at  a mean 
of  31  days  after  onset.  Dumler 
hypothesized  that  in  some  pa- 
tients a longer  duration  of  infec- 
tion may  be  required  to  allow 
ehrlichial  replication  sufficient  to 
increase  the  numbers  of  infected 
cells.8  Alternatively,  individual 
host  immune  factors  may  de- 
termine the  ehrlichial  burden,  or 
the  sensitivity  of  the  im- 
munohistologic  method  may  be 
limited. 

Another  unusual  feature  was 
the  development  of  ARDS,  dem- 
onstrated by  pulmonary  infil- 
trates on  x-ray.  In  addition  to  dif- 
fuse infiltrates  and  interstitial 
edema,  the  hallmarks  of  ARDS 


are  hypoxemia  (unresponsive), 
stiff  lung  (low  compliance),  de- 
creased resting  volume  (func- 
tional residual  capacity),  and  in- 
creased dead  space  ventilation.  I moi 
Minor  criteria  for  diagnosis  in-  |cyt( 
elude  increased  cardiac  output,  I P 
hyperventilation,  and  a history  of  ; wit 
nonthoracic  trauma.  ARDS  is  fc  raff 
not  seen  frequently  in  ehrlichi-  | wit 
osis. 1,110  However,  Eng  reported  a . age 
series  of  40  patients  in  which  Icon 
pulmonary  complications  were  1 by 
common.  Fourteen  of  32  patients  ofi 
(44  percent)  for  whom  roentgen-  voi 
ography  of  the  chest  was  he; 
performed  had  pulmonary  in-  cor 
filtrates,  and  7 of  all  40  patients  ras 
(18  percent)  developed  respira-  in 
torv  failure  that  necessitated  in- 
tubation.4 

Leukopenia  and  thrombo- 
cytopenia, along  with  elevated  de 
ALT  and  AST  values,  are  the  most  po 
consistent  laboratory  findings  in  be 
patients  with  ehrlichiosis.4  Pan-  i & 
cytopenia  has  been  reported  in  dr 
1 percent  of  cases,2  but  it  can  : ni 
be  severe.16  Mild  anemia  occurs  c' 
more  commonly,  and  typically  n 
follows  onset  of  illness.  The 
leukopenia  usually  is  transient 
and  most  pronounced  at  five  to 
seven  days  after  onset.24  In  one 
recent  study,  9 of  11  patients  (82  t 
percent)  with  recorded  peripheral 
blood  counts  were  leukopenic 
(range  of  1,100  to  3,900  leuko- 
cvtes/|xL);  the  mean  leukocyte 
count  was  3,300/yxL  (±800  SEM; 
approximate  normal  range  of 
4,500  to  ll,000/|xL),  with  a mean 
differential  count  of  36%  neutro- 
phils, 19%  bands,  8%  monocytes, 
and  37%  lymphocytes.8  In 
another  study,  24  of  33  patients 
(72  percent)  had  leukopenia,  and 
23  of  27  patients  (85  percent)  had 
it  during  the  first  week  of  illness.4 
In  a review  of  five  studies  with 
a combined  total  of  91  patients,  55 
patients  (60  percent)  had 
leukopenia  (less  than  4,000/|xL 
[4.0  x 109/L]).2 

Leukopenia  also  is  recognized 
as  a possible,  albeit  rare,  adverse 
reaction  to  various  forms  of  sul- 
fonamide, including  sulfasala- 
zine.17 Widely  prescribed  for  the 
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treatment  of  ulcerative  colitis, 
sulfasalazine  rarely  has  been  as- 
sociated with  a varied  spectrum  of 
blood  dyscrasias,  of  which  the 
most  catastrophic  is  agranulo- 
cytosis, i.e.  malignant/pernicious 
leukopenia.  Pneumonitis  with  or 
without  eosinophilia  is  another 
rare  adverse  reaction  associated 
with  this  anti-inflammatory 
agent.17  Among  the  side  effects 
commonly  reported  to  be  induced 
by  sulfasalazine  in  the  treatment 
of  inflammatory  bowel  disease  are 
vomiting,  nausea,  anorexia, 
headache,  fever,  abdominal  dis- 
comfort, and  macular/papular 
rash,1'19  all  of  which  can  be  seen 
in  ehrlichiosis. 

SUMMARY 

As  illustrated  by  the  case 
described  in  this  report,  the 
possibility  of  ehrlichiosis  should 
be  considered  in  the  differential 
diagnosis  of  sulfasalazine  toxicity/ 
drug  fever  and  other  febrile  ill- 
nesses presenting  with  pan- 
cytopenia/leukopenia and  pulmo- 
nary abnormalities,  when  patients 
have  been  exposed  to  known  tick- 
infested  areas.  Furthermore,  the 
possibility  of  delayed  serologic 
confirmation  of  Ehrlichia  infec- 
tion should  be  integrated  into  the 
diagnostic  process  as  well.  H 

REFERENCES 

1.  Maeda  K,  Markowitz  N, 
Hawley  RC,  et  al.:  Human  infection 
with  Ehrlichia  canis , a leukocytic 
Rickettsia.  N Engl  J Med 
316:853-856,  1987. 

2.  Goldman  DP,  Artenstein  AW, 
Bolan  CD:  Human  ehrlichiosis:  A 
newly  recognized  tick-borne  disease. 
Am  Earn  Physician  46:199-208,  1992. 

3.  Dawson  JE,  Anderson  BE, 
Fishbein  DB,  et  ah:  Isolation  and 
characterization  of  an  Ehrlichia  sp. 
from  a patient  diagnosed  with  human 
ehrlichiosis.  / Clin  Microbiol 
29:2741-2745,  1991. 

4.  Eng  TR,  Harkess  JR,  Fishbein 
DB,  et  ah:  Epidemiologic,  clinical, 
and  laboratory  findings  in  human 
ehrlichiosis  in  the  United  States, 
1988.  JAMA  264:2251-2258,  1990. 

5.  Centers  for  Disease  Control: 
Human  ehrlichiosis — United  States. 

VOL.  92-NUMBER  6 JUNE  1995 


MMWR  37:270,  275-277,  1988. 

6.  Petersen  LR,  Sawyer  LA,  Fish- 
bein DB,  et  ah;  An  outbreak  of 
ehrlichiosis  in  members  of  an  army 
reserve  unit  exposed  to  ticks.  J Infect 
Dis  159:562-568,  1989. 

7.  Paparone  PW,  Glenn  WB: 
Lyme  disease  with  concurrent 
ehrlichiosis:  A case  report.  JAOA  (in 
press). 

8.  Dumler  JS,  Dawson  JE,  Walker 
DH:  Human  ehrlichiosis:  Hemato- 
pathology  and  immunohistologic  de- 
tection of  Ehrlichia  chaffeensis.  Hum 
Pathol  24:391-396,  1993. 

9.  Fishbein  DB,  McDade  JE: 
Ehrlichiosis,  Q fever,  typhus,  rickett- 
sialpox, and  other  rickettsioses,  in 
Gorbaeh  SL,  Bartlett  JG,  Blaeklow 
NR,  Infectious  Diseases.  Phila- 
delphia, PA,  W.B.  Saunders, 
1312-1314,  1992. 

10.  Fishbein  DB,  Sawyer  LA, 
Holland  CJ,  et  ah:  Unexplained 
febrile  illnesses  after  exposure  to 
ticks:  Infection  with  an  Ehrlichia? 
JAMA  257:3100-3104,  1987. 

11.  Kardatzke  JT,  Neidhardt  K, 

Dzuban  DP,  et  ah:  Cluster  of  tick- 
borne  infections  at  Fort  Chaffee,  Ar- 
kansas: Rickettsiae  and  Borrelia 

burgdorferi  in  ixodid  ticks.  J Med  En- 
tomol  29:669-672,  1992. 

12.  Dumler  JS,  Brouqui  P, 
Aronson  J,  et  ah:  Identification  of 
Ehrlichia  in  human  tissue  [letter].  N 
Engl  I Med  325:1109-1110,  1991. 

13.  Spach  DH,  Liles  WC, 
Campbell  GL,  et  ah:  Tick-borne  dis- 


eases in  the  United  States.  N Engl  / 
Med  329:936-947,  1993. 

14.  McDade  JE:  Ehrlichiosis — a 
disease  of  animals  and  humans.  / In- 
fect Dis  161:609-617,  1990. 

15.  Mathisen  GE,  Weiss  PJ,  Ken- 
nedy CA:  Pneumonia,  aseptic  men- 
ingitis, and  leukopenia  in  a 28-year- 
old  man.  Clin  Infect  Dis  16:809-815, 
1993. 

16.  Abbott  KC,  Vukelja  SJ,  Smith 
CE,  et  ah  Hemophagocytic  syn- 
drome: A cause  of  pancytopenia  in 
human  ehrlichiosis.  Am  J Hematol 
38:230-234,  1991. 

17.  Taffet  SL,  Das  KM:  Sulfa- 
salazine: Adverse  effects  and  de- 
sensitization. Dig  Dis  Sci  28:833-842, 
1983. 

18.  Capell  HA,  Pullar  T,  Hunter 
JA:  Comparison  of  white  blood  cell 
dyscrasias  during  sulphasalazine 
therapy  of  rheumatoid  arthritis  and 
inflammatory  bowel  disease.  Drugs 
32  (Suppl  l):44-48,  1986. 

19.  Carr-Locke  DL,  Ali  M:  Glan- 
dular fever-like  illness  associated 
with  sulphasalazine.  Postgrad  Med  / 
58:665-666,  1982. 


The  authors  are  affiliated  with  Shore 
Memorial  Hospital  and  Atlantic  City 
Medical  Center.  The  paper  was  sub- 
mitted in  August  1994  and  accepted  in 
November  1994.  Address  reprint  re- 
quests to  Dr.  Paparone,  Stockton 
Medical  Complex,  72  West  Jim  Leeds 
Road.  Absecon,  NJ  08201. 


385 


Do  you  have 
the  proper 

Malpractice  Discounts? 

10-15%  Discounts  Available 
RATES  BELOW  ARE  PRIOR 
TO  DISCOUNTS 


OCCURRENCE  PLUS 

-1/3,000,000  LIMITS 

Higher  Limits  Availabile 

New  Doctors  50%  of  Premium 

Ob-Gyn 

$35,398 

Emerg.  Med. 

$8,352 

Radiology 

$10,124 

GP— No  Surgery 

$6,747 

Proctology 

$ 8,352 

Neurology 

$6,747 

GP— Minor  Surgery  $ 8,352 

Internal  Medicine 

$8,352 

Cardiology 

$ 6,747 

Psychiatry 

$2,764 

Gastroenterology 

$ 8,352 

"DOYNTON 
& BOYNTON 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


MCI/I/ 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


ARE  UNPAID  INSURANCE  CLAIMS  TURNING 
YOUR  CASH  FLOW  INTO  A TRICKLE? 

The  solution  is: 
’The  System"  by  MEDIX 

INDUSTRY  "LEADER"  IN 
ELECTRONIC  CLAIMS  TECHNOLOGY 


MEUlX 

MANAGEMENT  SYSTEMS  "OR  HEALTH  CARE  PROFESSIONALS 

P.O.  Box  10079  • Newark,  N.J.  07101-3079 

Call  201-648-0008  Ext.  181 


#i 


IBM  ts  a registered  trademark  of  the 
International  Business  Machines  Corporation 


386 


am 


Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 

For  more  information,  please  contact 

Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  and  Dover  • Delaware 
New  York  • New  York 


8 an 

; ki 

w 

I.  oc 


'!  cc 

k 

T 

M 


s 

t 

f 


NEW  JERSEY  MEDICINE 


Bffl 


Repair  of  a massive 
ventral  hernia  in  a 
morbidly  obese  patient 

David  Harrison 
Rashmi  Taneja,  MD 
David  Kahn,  MD 
Benjamin  Rush,  Jr,  MD 


Aggressive  perioperative  management,  with  progressive 
preoperative  pneumoperitoneum,  is  a worthy  method  of 
repairing  massive  ventral  hernias  with  associated  loss  of 
domain  in  morbidly  obese  patients.  The  authors  present  a 
case  and  its  successful  outcome. 


Morbidly  obese  pa- 
tients present  a spe- 
cial challenge  when 
they  require  opera- 
tion. They  often  have  dis- 
turbances in  cardiorespiratory 
function  and  hemodynamic  bal- 
ance, in  addition  to  the  technical 
burden  ol  enormous  adiposity. 
When  a massive  ventral  hernia 
occurs  in  a morbidly  obese  pa- 
tient, surgical  management  can  be 
complicated  further  by  the  loss  of 
domain  of  abdominal  contents. 
These  patients  often  are  denied 
surgical  therapy.  We  find  that  ag- 
gressive perioperative  manage- 
ment along  with  progressive 
preoperative  pneumoperitoneum 
is  a worthy  method  of  repairing 
massive  ventral  hernias  in  these 
patients.  A successful  case  is  pre- 
sented; the  preoperative  manage- 
ment and  the  consequent  postop- 
erative difficulties  are  discussed. 

CASE  REPORT 

A 44-year-old  Hispanic  woman 
was  admitted  for  elective  repair  of 
a giant  ventral  wall  hernia.  She 
sought  medical  help  because  the 
massive  defect  of  18  years  dura- 
tion had  become  physically  un- 
manageable. Walking  was  difficult 
since  the  hernia  dragged  on  the 
ground.  The  patient  denied  any 


bouts  of  abdominal  pain,  nausea, 
or  vomiting,  as  well  as  any 
changes  in  bowel  habits.  The  pa- 
tient’s past  medical  history  was 
remarkable  for  morbid  obesity, 
venous  stasis  disease,  two  cesare- 
an sections,  and  an  open  cholecy- 
stectomy. 

The  patient  was  a 5'3",  424  lb 
female.  Physical  examination  re- 
vealed a massive  ventral  hernia 
extending  almost  to  the  floor 
(Figure  1).  A prominent  callous 
was  noted  in  the  skin  of  the 
hernia  at  its  lowest  point.  Bowel 
sounds  were  audible  over  both 
the  abdomen  and  the  hernia. 
There  was  a right  subcostal  scar 
without  evidence  of  a fascial  de- 
fect. A midline  lower  abdominal 
scar  was  the  site  of  the  cesarean 
sections  and  was  the  source  of  the 
ventral  hernia.  Also  notable  was 
evidence  of  venous  stasis  disease 
involving  both  lower  extremities. 
The  remainder  of  the  physical  ex- 
amination was  unremarkable. 

The  patient  was  admitted  14 
days  before  the  date  of  surgery. 
Preoperative  workup  included 
routine  laboratory  values,  chest 
x-ray,  electrocardiogram,  echocar- 
diogram, abdominal  ultrasound, 
upper  gastrointestinal  series,  and 
pulmonary  function  tests.  The 
laboratory  values,  chest  x-ray, 


electrocardiogram,  and  echocar- 
diogram were  within  normal 
limits.  The  abdominal  ultrasound 
showed  the  liver  and  spleen  to  be 
in  normal  position.  An  upper 
gastrointestinal  series  showed 
almost  the  entire  small  bowel  in 
the  hernia  sac.  Pulmonary  func- 
tion tests  indicated  mild  restric- 
tive changes  and  an  arterial  blood 
gas  demonstrated  hypoventila- 
tion. Both  of  these  findings  were 
consistent  with  morbid  obesity. 
While  in  the  hospital,  the  patient 
was  started  on  deep  venous 
thrombosis  prophylaxis  that  in- 
cluded 5,000  units  of  unfrac- 
tionated  heparin  administered 
subcutaneously  every  eighth 
hour,  clastic  compression  stock- 
ings around-the-clock,  and  se- 
quential compression  boots  while 
in  bed.  She  also  was  given  pre- 
operative chest  physical  therapy 
and  incentive  spirometry  training. 

Under  ultrasound  guidance,  a 
12  French  catheter  was  inserted 
into  the  patient’s  peritoneal  cavi- 
ty. Daily  injections  of  1,000  to 
1,500  cc  of  room  air  were  given 
as  tolerated  by  the  patient  using 
a 50  cc  syringe  and  a three-way 
stopcock.  Over  eight  days,  a total 
of  12  liters  of  air  was  introduced 
into  the  abdomen.  The  patient 
was  admitted  to  the  surgical  in- 
tensive care  unit  one  day  pre- 
operativelv  for  hemodynamic 
monitoring  with  a Swan-Ganz 
catheter  and  placement  of  an  ar- 
terial line. 

The  patient  was  given  2 gm  of 
intravenous  cefoxitin  (Mefoxiir) 
on  call  to  the  operating  room.  In 
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Figure  1.  The  lowest  point  of  the  hernia  dragged  on  the  ground  when  the 
patient  walked. 


the  operating  room,  after  the  in- 
duction of  anesthesia  and  the  in- 
sertion of  both  a nasogastric  tube 
and  a Foley  catheter,  the  ab- 
domen was  propped  and  draped 
widely  (Figure  2).  A transverse 
skin  incision  was  made  at  the 
level  of  the  umbilicus  extending 
from  the  right  mid-axillary  line  to 
the  left  mid-axillary  line.  A 
counter  incision  was  made  just 
above  the  pubis  connecting  the 
same  end  points.  The  skin  of  the 
panniculus  encompassed  by  this 
elliptical  incision  was  dissected 
off  the  hernia  sac  and  excised, 
removing  27  lbs  of  tissue  (Figure 


3).  The  large  ventral  defect  was 
visualized,  and  the  incision  was 
extended  25  cm  cephalad  in  the 
midline  to  completely  expose  the 
margins.  The  peritoneum  was 
incised  and  the  intra-hernial  ad- 
hesions were  lysed  until  the  en- 
tire small  bowel  could  be  freely 
returned  to  the  abdominal  cavity. 
The  wound  edges  came  together 
easily  and  were  closed  with  a run- 
ning suture  of  0 nylon.  Because 
the  abdominal  wall  fascia  was  thin 
and  fragile,  a polypropylene 
(Marlex®)  mesh  overlay  was 
placed.  Two  closed  suction  drains 
were  put  along  the  lateral  aspects 


of  the  wound.  The  skin  incisions 
were  approximated  in  layers. 

The  postoperative  course  was 
remarkable  for  the  development 
of  a wound  infection  that  required 
incision  and  drainage  despite  a 
five-day  postoperative  course  of 
intravenous  cefazolin  (Aneef®). 
The  patient  responded  well  to  ag- 
gressive local  wound  care  and 
parenteral  antibiotic  therapy.  Re- 
moval of  the  prosthetic  material 
was  not  required.  At  the  time  of 
discharge,  the  wound  was  granu- 
lating well  and  home  care  nursing 
was  arranged.  Subsequently,  the 
wound  healed  completely. 
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DISCUSSION 

Morbidly  obese  people  present 
a multitude  of  challenges  to  the 
surgeon.  They  often  have  cardio- 
respiratory and  metabolic  dis- 
turbances. Chronic  venous  stasis 
of  the  extremities  is  common. 
Their  enormous  adiposity  is  a 
formidable  technical  challenge. 
Adherence  to  basic  surgical  prin- 
ciples, deep  venous  thrombosis 
prophylaxis,  monitoring  of  cardio- 
pulmonary status,  and  periop- 
erative antibiotics  may  substan- 
tially reduce  the  risks  for 
postoperative  complications  in 
the  obese  patient.  Preoperative 
weight  loss  also  can  contribute  to 
decreased  risk,  but  is  very  dif- 
ficult to  achieve  in  the  morbidly 
obese.12 

The  use  of  artificial  pneumo- 
peritoneum for  the  repair  of  large 
hernias  was  first  described  by 
Ivan  Goni  Moreno  in  1947. 3 He 
described  a 65-year-old  obese 
woman  who  was  suffering  from  a 
large  incarcerated  supra-umbilical 
eventration  with  obstruction.  She 
was  given  two  small  intraperi- 
toneal  injections  of  oxygen,  and 
after  one  week  the  hernia  re- 
duced. After  two  weeks  of  re- 
peated insufflation  with  oxygen, 
the  defect  was  repaired  without 
difficulty.  Room  air  now  is  used 
for  this  procedure,  since  it  is  ab- 
sorbed less  rapidly  than  oxygen. 

In  the  authors  experience, 
preoperative  pneumoperitoneum 
can  be  used  successfully  to 
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Figure  2.  The  patient  in  the  operating  room;  hernia 
contents  are  substantially  reduced  by  air  insufflation. 


Figure  3.  Hernia  sac  skin  shows  a callous  at  the  lowest 
point,  presumably  from  friction  from  the  ground. 


facilitate  the  repair  of  massive 
ventral  wall  hernias  in  morbidly 
obese  patients  when  applied  in 
conjunction  with  the  periop- 
erative routine  suggested.  The 
gradual  insufflation  of  air  allows 
for  physiologic  adjustments  to  the 
increased  abdominal  pressure  and 
progressive  stretching  of  the  ab- 
dominal fascia,  and  avoids  a sud- 
den increase  in  intra-abdominal 
pressure.4'8 

In  1985,  Raynor  and  Del 
Guercio  reported  long-term  data 
on  eight  patients  in  whom 
progressive  pneumoperitoneum 
was  used  prior  to  herniorrhaphy.4 
They  found  that  preoperative 
pneumoperitoneum  had  num- 
erous advantages,  including:  the 
gradual  stretching  of  the  ab- 
dominal wall  facilitating  operative 
reduction;  suturing  under  less 
tension;  lysis  of  adhesions;  the 
unmasking  of  additional  areas  of 
fascial  weakness;  and  the  im- 
provement in  respiratory  dynam- 
ics and  venous  return.  Possible 
complications  include  the  per- 
foration of  a viseus,  infection,  ab- 
dominal wall  hematoma,  sub- 


cutaneous emphysema,  respira- 
tory compromise,  air  embolus, 
and  venous  stasis. 

Our  patient  developed  a wound 
infection  in  spite  of  transoperative 
antibiotics.  This  emphasizes  the 
higher  risk  of  developing  wound 
infection  in  the  morbidly  obese. 
Despite  the  presence  ol  a foreign 
body,  polypropylene  mesh,  the  in- 
fection responded  well  to  therapy 
consisting  of  local  wound  care  and 
parenteral  antibiotics.  Our  ex- 
perience with  polypropylene 
mesh  is  that  infection  can  be 
overcome  despite  its  presence 
and  removal  is  not  necessary.  H 
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Unilateral  breast  enlargement 
in  association  with 
congestive  heart  failure 

Camellus  Ezeugwu,  MD,  PhD 
Umesh  Gidwani,  MD 
John  Oropello,  MD 
Ernest  Benjamin,  MD 


The  authors  describe  unilateral  breast  enlargement  and 
congestive  heart  failure.  Two  patients  responded  to  diuretic 
therapy  with  complete  resolution  of  breast  enlargement.  An 
impairment  in  venous  drainage  through  the  azygous,  axillary, 
and  thoracic  veins  may  explain  this  phenomenon. 


Unilateral  breast  enlarge- 
ment may  be  caused  by 
malignancy,  trauma,  or 
infection.  An  uncom- 
mon cause  of  this  is  congestive 
heart  failure.1 4 We  report  two 
cases  of  congestive  heart  failure 
associated  with  unilateral  breast 
enlargement  and  suggest  that  im- 
paired venous  drainage  may  ex- 
plain this  phenomenon. 

Case  report  1.  A 59-year-old 
black  female  with  history  of  non- 
insulin dependent  diabetes  and 
hypertension  presented  with  con- 
gestive heart  failure  and  a tender 
swollen  right  breast.  Her  blood 
pressure  was  140/70  mm  Hg; 
pulse  rate  was  1 10;  respiratory 
rate  was  20;  and  temperature  was 
98.5°F.  She  had  jugular  venous 
distension  of  4 cm  at  45°  and 
bilateral  posterior  rales.  The  right 
breast  measured  45  cm  in  mid- 
maximum circumference  and  was 
approximately  twice  the  size  of 
the  left  breast. 

Tenderness,  pitting  edema, 
peau  d orange,  and  engorged 
superficial  veins  were  observed  in 
the  enlarged  breast.  No  palpable 
masses  were  noted  in  either 
breast.  Axillary  adenopathy  and 
nipple  discharge  were  absent. 
Auscultation  disclosed  a S3  gallop. 
She  had  a 2 + bipedal  and  right 


arm  pitting  edema.  Mammog- 
raphy showed  an  edematous  right 
breast  with  benign  calcification. 
Echocardiography  revealed  a 
dilated  left  ventricle  with  diffuse 
hypokinesis  and  a left  atrial  size 
of  50  mm.  The  chest  roentgeno- 
gram showed  a dilated  azygos 
vein.  Diuretic  therapy  resulted  in 
the  loss  of  24  pounds  in  two 
weeks  and  the  return  of  the  right 
breast  to  normal  size,  with  com- 
plete resolution  of  the  bipedal 
and  right  arm  edema.  A subse- 
quent chest  roentgenogram  failed 
to  show  any  evidence  suggestive 
of  azygous  vein  dilation. 

Case  report  2.  A 30-year-old 
black  female  with  a history  of 
hypertension  and  rheumatic  mi- 
tral valve  disease  presented  with 
congestive  heart  failure  and  a 
swollen  right  arm  and  breast.  On 
physical  examination,  blood  pres- 
sure was  150/90  mm  Hg;  pulse 
rate  was  100/min;  respiratory  rate 
was  18/min;  and  temperature  was 
99.5°F.  She  had  jugular  venous 
distension  of  5 cm  at  45°.  Her 
right  breast  had  pitting  edema 
with  a mid-maximum  circumfer- 
ence of  42  cm  compared  with  36 
cm  for  the  left  breast.  There  were 
no  masses,  nipple  discharge,  or 
axillary  adenopathy.  Hales  were 
present  at  both  lung  bases.  Car- 


diac auscultation  revealed  a S3 
gallop,  and  a mid-diastolic  rumble 
and  a holosystolie  murmur  at  the 
apex  radiating  to  the  axilla. 
Bilateral  3+  pretibial  pitting 
edema  were  noted.  Superficial 
venous  engorgement  of  the  breast 
was  absent. 

The  patient  refused  a mam- 
mography. Two-dimensional 
echocardiography  with  Doppler 
revealed  a rheumatic  mitral 
stenosis,  a mild  mitral  regurgita- 
tion, and  a concentric  left  ventric- 
ular hypertrophy.  The  left  atrial 
size  was  54  mm.  The  peripheral 
edema  and  right  breast  enlarge- 
ment resolved  after  one  week  of 
diuretic  therapy. 

DISCUSSION 

Six  patients,  ranging  in  age 
from  40  to  85  years,  presenting 
with  congestive  heart  failure  and 
unilateral  breast  enlargement  pre- 
viously have  been  reported.1 4 The 
right  breast  was  enlarged  in  five 
of  these  patients.  The  breast  size 
returned  to  normal  with  treat- 
ment of  the  congestive  heart 
failure  in  all  patients.  Mammo- 
graphic  findings  for  malignancy 
were  uniformly  negative. 

Although  the  exact  etiology  for 
unilateral  breast  enlargement  in 
congestive  heart  failure  is  un- 
known, two  mechanisms  have 
been  postulated:  a tendency  of 
the  patients  to  lie  on  one  side,  i.e. 
a dependent  edema,2  and  lym- 
phatic blockage  due  to  an  in- 
crease in  the  intra-lvmphatic 
pressure  in  congestive  heart 
failure.3 


VOL.  92-NUMBER  6 JUNE  1995 


391 


Another  possible  explanation, 
not  previously  considered,  is  the 
role  of  impaired  venous  drainage 
in  the  pathogenesis  of  this  phe- 
nomenon. The  mammary  gland  is 
drained  by  an  anastomotic 
network  of  superficial  and  deep 
venous  systems  including  the  in- 
tercostal veins.  Many  of  the  in- 
tercostal veins  empty  into  the 
azygos  vein.  The  azygos  vein 
passes  within  a narrow  space  be- 
tween the  pulmonary  artery7  and 
the  right  main  stem  bronchus  and 
trachea  before  it  empties  into  the 
superior  vena  cava.  A dilated 
pulmonary  artery  in  congestive 
heart  failure  may  compress  the 
azygos  vein  against  the  right  main 
stem  bronchus  or  trachea  impair- 
ing its  drainage  into  the  superior 
vena  cava.  As  a result,  the  azygos 
vein  dilates  and  edema  of  the 
right  arm  and  breast  may  ensue. 
This  dilatation  of  the  azygos  vein 
in  congestive  heart  failure  has 


been  documented  on  chest  roent- 
genography.5 The  venous  drain- 
age of  the  breast  also  includes  the 
axillary  and  internal  thoracic 
veins  and  an  impaired  drainage 
through  these  channels  also  may 
contribute  to  breast  edema.  In 
both  reported  cases,  the  ipsi- 
lateral  upper  extremities  were 
edematous  and,  in  one  case,  the 
superficial  veins  were  engorged. 
These  findings  support  the 
hvpotheseis  of  impaired  venous 
drainage  as  the  mechanism  for 
this  abnormality. 

Further  investigation  using 
azygography  or  transesophageal 
echocardiography  in  patients  pre- 
senting with  unilateral  breast 
enlargement  and  congestive  heart 
failure  may  be  useful  to  confirm 
this  mechanism.  I 
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The  MSNJ  Health  Care  Plan 
to  your  present  coverage. 

You’ll  be  glad  you  did. 


The  MSNJ  Health  Care  Program,  now  underwritten  by  the  Provident  Life  and 
Accident  Insurance  Company,  has  not  had  a premium  rate  increase  for  over  three 
years!  When  was  the  last  time  your  insurer  increased  your  health  care  premium  rates? 


Now  is  the  right  time  to  compare  the  outstanding  benefits  and 
premium  rates  the  MSNJ  Health  Care  Plan  offers  its  members: 


Total  freedom  of  choice  when 
selecting  providers 

Full  plan  benefits  for  special 
condition  hospitals 

Full  coverage  while  traveling 
at  home  or  abroad 


Full  coverage  for  dependent 
children  to  age  23 


Continuance  of  coverage  for 
emeritus  members,  widows 
and  widowers 

Optional  dental  coverage 
available 

Dedicated  staff  of 
professionals  providing 
enrollment,  billing  and 
claims  submission  assistance 


For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  227-6484 

Plans  are  not  available  to  residents  of  New  York  State. 
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Press  a button. 
Process  a claim 


Introducing  StntLink.™ Available  through  United  Jersey  Bank,  StatLink™  is 
an  on-line,  real  time  electronic  data  interchange  (EDI)  system  that  links  your 
medical  practice  to  healthcare  carriers  around  the  country.  StatLink™  allows 
you  to  process  all  your  patients’  insurance  information  in  seconds,  at  the  touch 
of  a button,  saving  you  time  and  money.  It’s  the  fastest  and  easiest  way  to: 
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• verify  your  patients’  insurance  eligibility 

• perform  pre-admission  certification 

• submit  clean  insurance  claims 

• check  the  status  of  claims 

• accelerate  your  reimbursement 

• perform  credit  card  and  electronic 
check  authorizations 

This  greater  access  translates  into  increased  cash  flow, 
improved  productivity  and  reduced  administrative 
costs.  And  as  an  added  bonus,  if  you  sign  up  for 
StatLink™  through  United  Jersey  Bank,  you’ll  get  a free  Business  Checking 
Account  for  one  year. 
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For  more  information  about  StatLink,™  call  Tom  Ferris  at  (201)  646-5858 
or  Norm  Buttaci  at  (609)  987-3561.  And  start  operating  more  efficiently  today. 


StatLink™  is  a registered  trademark  of 
Cooperative  Healthcare  Networks,  an  Equifax  Company. 
StatLink™  is  a wholly  owned  service  of  CUN  and  is  not 
a product  of  United  jersey  Bank. 

Member  FDIC. Member  of  UJB  Financial  Corp.,  a financial 
services  organization  with  over  $14  billion  in  assets. 
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Passing  a Clinical  Laboratory 
Improvement  Act  (CLIA) 
inspection 

Kathleen  Voldish,  CLA  (ASCP) 


Any  physician's  office  can  pass  a CLIA  inspection  if  it  is 
prepared  and  knows  what  to  expect.  Offices  that  pass  an 
inspection  feel  a great  sense  of  pride  knowing  the  laboratory 
meets  the  same  standards  of  quality  as  a hospital  or  clinical 
laboratory. 


As  of  September  14,  1994, 
51  percent  of  the  reg- 
istered moderate  and 
high  complexity  physi- 
cian office  laboratories  (POLs)  in 
New  Jersey  have  been  surveyed 
by  the  Health  Care  Financing  Ad- 
ministration (HCFA)  for  CLIA 
compliance.  HCFA  intends  to 
survey  the  remaining  49  percent 
by  May  1995.  Many  office  lab- 
oratories still  are  ill  prepared  to 
pass  this  inspection.  The  key 
to  a successful  inspection  is  know- 
ing what  to  expect  and  being 
prepared  (Table). 

Physicians  had  the  option  to 
choose  a HCFA  inspection  or  a 
private  CLIA  inspection  when 
they  completed  the  CLIA  form 
#116.  If  they  chose  private  in- 
spection, they  had  to  join  the 
Commission  on  Office  Laboratory 
Accreditation  (COLA). 

All  offices  performing  moderate 
and  high  complexity  tests  will  be 
inspected  regardless  of  which 
surveying  agency  was  picked. 
There  is  no  reason  for  a POL  to 
fail  this  inspection. 

In  New  Jersey,  most  HCFA  in- 
spections are  performed  by  the 
New  Jersey  State  Department  of 
Health  (DOH).  A handful  of  in- 
spections are  surveyed  by  federal 
HCFA  inspectors.  If  the  office  re- 


quested a private  inspection,  the 
office  will  be  contacted  and 
surveyed  by  COLA.  The  objec- 
tives of  a CLIA  inspection  are  to 
guard  public  safety,  check  the  ac- 
curacy of  test  results,  and  im- 
prove laboratory  operation.  The 
reasons  for  the  inspection  can  be 
routine  inspection  (for  first-time 
certification);  investigate  a com- 
plaint (not  scheduled);  be  a part 
of  the  5 percent  verification  of 
laboratories  inspected  by  other 
accrediting  organizations  (ap- 
pointment usually  scheduled); 
and  be  a response  to  the  report 
of  a public  hazard  (not 
scheduled). 

HCFA  inspections  are  sched- 
uled after  government  review  of 
the  HCFA  forms  #114  and  #1 16, 
which  offices  were  required  to 
submit  to  HCFA.  Inspection  fees 
are  payable  prior  to  the  inspec- 
tion. COLA  inspections  are 
scheduled  after  the  office  has  sub- 
mitted all  paperwork  and  paid  the 
survey  fee  to  COLA.  It  is  impor- 
tant that  the  CLIA  registration 
number  assigned  to  the  office  ac- 
curately indicates  the  appropriate 
level  of  testing.  The  minimum  ad- 
vance notice  for  a routine  first 
inspection  is  three  days.  New 
Jersey  inspectors  have  been  giv- 
ing two  to  three  weeks  notice; 


COLA  gives  two  to  three  months 
notice.  Inspectors  are  to  be  flex- 
ible and  accommodating  to  POL 
schedules. 

The  following  are  some  of  the 
most  common  questions  asked 
about  inspections: 

Q.  What  agency  will  he  con- 
ducting my  inspection? 

HCFA  form  #116  states  the 
selections: 

• Certificate.  If  checked,  there 
will  be  a government  inspection. 

• Certificate  of  accreditation. 
If  checked,  the  physician  needs  to 
enroll  in  COLA. 

• Certificate  of  waiver.  Only 
waiver  testing  can  be  done. 

• Renewal  of  certificates.  Only 
if  the  laboratory  was  accredited 
under  the  CLIA  1967  rules. 

Q.  How  do  I decide  between 
government  and  private  inspec- 
tion? 

The  fee  for  a government  in- 
spection is  based  on  the  number 
of  tests  and  specialties.  COLA  in- 
spection fees  are  based  on  the 
number  of  doctors  and  specialties. 
COLA  is  affiliated  with  the 
following  medical  societies: 
American  Academy  of  Family 
Physicians,  American  Medical  As- 
sociation, American  Society  of  In- 
ternal Medicine,  College  of 
American  Pathologists,  American 
Association  of  Clinical  Endo- 
crinologists, American  Academy 
of  Neurology,  American  College 
of  Rheumatologists,  American  Os- 
teopathic Association,  and  the 
Endocrine  Society. 

Q.  Can  I change  from  a gov- 
ernment to  a private  inspection 
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after  the  HCFA  form  #116  has 
been  mailed? 

Yes,  the  physician  can  change 
from  a government  to  a private 
inspection.  If  the  inspection  fee 
has  not  been  paid  to  the  state,  a 
revised  form  #116  must  be  sent 
to  HCFA  stating  that  the  physi- 
cian is  using  COLA.  Changes 
must  be  made  on  pages  1 and  3 
of  form  #116.  The  physician  must 
apply  for  a COLA  number  im- 
mediately, and  pay  a small 
processing  fee  to  HCFA.  If  the 
physician  paid  the  inspection  fee, 
it  can  be  changed,  but  it  can  take 
9 to  12  months  to  get  a refund. 

Q.  What  if  I applied  for  a 
waiver  or  a physician  performed 
microscopy  (PPM)  certificate  but 
I am  performing  moderate  or  high 
complexity  tests? 

The  physician  must  notify 
HCFA  immediately  and  change 
the  test  category. 

Q My  certificate  expired  on 
August  31,  1994,  and  I have  not 
received  a renewal.  What  should 
I do? 

Offices  that  were  registered  as 
waiver  or  physician  microscopy 
and  offices  that  have  been  in- 
spected should  have  received  re- 
newals in  the  mail.  If  the  physi- 
cian’s office  has  not  been  in- 
spected by  the  state,  the  physi- 
cian may  not  have  received  a re- 
newal. The  government  gives  ex- 
tensions to  those  laboratories. 
When  the  physician  receives  a re- 
newal, it  must  reflect  the  correct 
test  category  for  the  office. 

Q.  What  are  the  advantages  of 
a government  inspection? 

The  cost  is  low  if  the  physician 
performs  under  2,000  tests  per 
year. 

Q.  What  are  the  disadvantages 
of  government  inspection? 

An  office  must  submit  a correc- 
tive action  plan  within  a specified 
time  (15  to  30  days)  after  the  in- 
spection report.  The  government 
provides  no  assistance  on  how  to 
correct  the  problems  or  write  the 
plan. 

Q.  How  about  the  advantages 
of  a COLA  inspection? 

The  cost  can  be  less  than  a state 


inspection  if  the  office  performs 
more  than  2,000  tests.  Inspectors 
are  all  medical  technologists  with 
a background  in  POLs.  COLA 
provides  the  laboratory  with  a 
self-assessment  prior  to  inspec- 
tion and  provides  the  physician 
with  assistance  for  corrective  ac- 
tion and  improvement  afterward. 

Q.  Do  I need  a New  Jersey 
state  laboratory  license  if  I signed 
up  with  CL1A? 

A physician  must  apply  for  a 
New  Jersey  state  laboratory 
license  if  the  practice  has  five  or 
more  physicians.  This  has  been 
law  since  1977.  If  you  need  a 
New  Jersey  license,  then  the  of- 
fice must  participate  in  the  New 
Jersey  proficiency  program  (PT) 
"CLIS  or  a PT  program  accepted 
by  the  state.  Check  with  DOH  for 
1995  information. 

Q.  Where  can  I find  the  CLIA 
regulations? 

The  regulations  were  print- 
ed in  the  following  Federal  Reg- 
isters: February  28,  1992 — final 
CLIA  guidelines;  January  19, 
1993 — corrections  and  new  cat- 
egory (PPM)  information;  and 
July  26,  1993— complete  list  of 
tests  and  instruments  that  have 
been  categorized. 

Q.  Is  a private  inspection 
easier  than  a government  inspec- 
tion? 

Inspectors  must  look  for  the 
same  things  regardless  of  whether 
the  laboratory  is  getting  a private 
or  government  inspection.  COLA 
had  to  prove  it  was  equal  to  or 
more  stringent  than  the  govern- 
ment inspection  in  order  to  re- 
ceive authority  to  inspect.  The 
first  inspection  is  educational. 
Sanctions  can  be  imposed  if 
followup  inspections  are  required 
and  problems  are  not  corrected. 
The  physician  must  pay  for  all 
followup  inspections. 

INSPECTION  PROCESS 

1.  Presurvey  preparation.  An 
inspector  reviews  forms  #114  and 
#116  prior  to  the  office  visit. 
Notice  must  be  made  of  recent 
changes  in  laboratory  test  menus, 
personnel,  PT  results,  complaints, 


and  ownership.  Changes  that 
must  be  reported  to  HCFA  within 
30  days  include  changes  in 
ownership,  name,  location,  direc- 
tor, supervisor,  and  changes  in  PT 
company  or  menu.  Changes  that 
must  be  reported  within  six 
months  include  changes  in 
methodology,  and  additions  and 
deletions  to  the  test  menu. 

2.  Entrance  interview.  An  in- 
spector presents  identification 
and  should  explain  the  inspection 
process.  The  inspector  may  re- 
quest test  records  and  laboratory 
logs  at  this  time.  HCFA  forms 
will  be  verified  for  accuracy.  The 
office  staff  should  request  an  exit 
conference. 

3.  Tour  and  assessment  of 
facilities.  The  inspector  will  tour 
the  entire  laboratory  facility  (pre- 
and  post-analytical  areas).  Ap- 
pearance, laboratory  workspace 
(minimum  work  space  = 2 ft3/in- 
strument),  collection  area, 
processing  area,  reporting  and  re- 
tention areas,  safety  compliance, 
and  laboratory  waste  disposal  will 
be  inspected. 

4.  Sample  selection  for  ob- 
servation, personnel  interview, 
and  record  review.  The  inspector 
will  select  one  or  more  tests,  and 
will  select  an  employee  who  usu- 
ally performs  this  test.  The  in- 
spector might  have  a PT  sample 
to  test  if  the  office  does  not  have 
any  patient  samples.  Questions 
may  be  asked  about  specimen 
preservation,  quality  control 
(QC),  daily  maintenance,  recogni- 
tion and  troubleshooting  of  poor 
QC  values  or  instrument  failure, 
where  the  procedure  is  written 
(manuals)  and  if  it  is  accurate,  and 
what  corrective  action  was  taken 
if  the  test  had  failed  PT. 

5.  Assessment  of  specimen  in- 
tegrity, observation  of  skills  and 
abilities  of  testing  and  super- 
visory staff,  and  evaluation  of 
equipment  and  testing  supplies. 
The  inspector  will  observe  the 
staff  perform  a test  from  specimen 
collection  to  final  report.  This  in- 
cludes patient  preparation,  speci- 
men collection,  handling,  label- 
ing, storage,  the  policy  for 
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Table.  Records  needed  for  inspection. 

• Personnel  file  for  each  laboratory  employee. 

• Procedure  manual(s)  containing  a procedure  for  each  test  performed 
inhouse. 

• Requisition  forms  used  by  the  laboratory. 

• Previous  laboratory  results  (copies  of  reports  or  logs  of  results). 

• Quality  control  charts— for  automated  QC  results. 

• Quality  control  logs— for  manual  and  kit  test  QC  results. 

• Instrument  maintenance  records. 

• Operating  manuals  for  instruments  in  the  laboratory. 

• Preventive  maintenance  records  for  equipment  (for  cleaning  of 
microscopes,  centrifuges,  and  replacement  of  parts). 

• Control  reference  ranges. 

• Package  inserts  for  kit  tests. 

• Temperature  records. 

• Microscopic  reference  materials. 

• Records  of  routine  electronic  function  checks  on  instrumentation. 

• Bacteriology  worksheets  (if  laboratory  performs  identification 
determination). 

• Microbiological  quality  control  records. 

• A quality  assurance  patient  test  management  plan. 


specimen  rejection  or  referral, 
QC,  required  instrument  mainte- 
nance, and  the  performance  of  the 
test.  Observations  will  be  com- 
pared to  information  in  the 
procedure  manual  and  quality  as- 
surance plan. 

6.  Assessment  of  test  perfor- 
mance and  reporting  of  test  re- 
sults. The  focus  will  be  on  QC 
results,  calibration  date,  equip- 
ment checks  and  maintenance, 
worksheets,  transcription  of  re- 
sults, and  final  report.  Policies 
should  be  in  place  for  out-of-con- 
trol controls,  time  frames  for  test- 
ing, remedial  action  reports,  and 
confidentiality  of  reports. 

7.  Verification  of  personnel 
qualifications.  Each  employee  file 
will  be  reviewed  and  compared 
with  information  on  the  HCFA 
form  #114.  Experience  and 
qualifications  must  match  those  in 
the  CL1A  regulation  for  the  level 
of  tests  performed. 

8.  Verification  of  proficiency 
testing  enrollment  and  review  of 
results.  The  inspector  verifies 
enrollment  in  an  approved  PT 
program  for  the  regulated 
analytes.  The  inspector  reviews 
results  with  the  office  staff.  Work- 
sheets from  the  day  PT  was 
performed  may  be  reviewed.  PT 
reports  will  be  reviewed  to  con- 
firm that  they  were  reviewed  and 
signed  by  the  director  and  that  a 
corrective  action  plan  was 
prepared  for  the  PT  failure.  (If 
the  laboratory  failed  two  con- 
secutive PT  challenges  for  one 
test,  the  inspector  may  produce  a 
PT  sample  and  have  the 
laboratory  perform  that  test.  If  the 
office  passes  this  test,  it  can  be 
counted  as  a PT  correction.) 

9.  Analysis  and  evaluation  of 
findings.  The  inspector  will 
analyze  findings  and  record  them 
according  to  severity,  frequency, 
impact,  accuracy,  and  reliability 
of  residts.  Deficiencies  are  graded 
as  follows:  conditional  level  defi- 
ciencies with  immediate  jeopardy 
to  patients,  and  a corrective  ac- 
tion plan  must  be  submitted  in  5 
days  and  re-inspection  will  be  re- 
quired; conditional  level  deficien- 


cies without  immediate  jeopardy 
to  patient  and  a corrective  action 
plan  must  be  submitted  within  15 
days;  and  deficiencies  below  con- 
dition level  without  immediate 
jeopardy  and  a corrective  action 
plan  must  be  submitted  within  15 
days  with  no  additional  inspec- 
tion. 

10.  Exit  conference.  The  physi- 
cian must  request  an  exit  con- 
ference. The  director  and  critical 
staff  should  be  present.  The  in- 
spector will  describe  deficiencies 
and  permit  the  laboratory  to  sup- 
ply additional  information  or 
documentation  to  resolve  dif- 
ferences if  possible.  If  problems 
cannot  be  immediately  resolved, 
the  inspector  will  inform  the  staff 
of  the  time  frame  for  correction. 

11.  Formation  of  the  statement 
of  deficiencies.  The  inspector  will 
write  a report  identifying  defi- 
ciencies. The  inspector  de- 
termines deficiencies  based  on 
the  facts,  frequency,  and  impact 
of  the  problems  and  circum- 
stances at  the  time  of  inspection. 
The  government  inspection  re- 
port will  not  have  advice  on  how 
to  correct.  The  COLA  report  will 


have  a plan  of  improvement  with 
the  report.  This  inspection  report 
is  to  be  submitted  in  ten  days. 

12.  Formation  of  corrective  ac- 
tion plan.  The  physician's  office 
must  respond  to  the  statement  of 
deficiencies  within  the  time  frame 
specified.  This  response  will 
either  generate  a pass  or  fail;  de- 
tailed descriptions  on  how  the  de- 
ficiencies cited  were  corrected 
and  when  they  were  corrected  are 
expected.  If  the  response  is  ac- 
cepted, the  office  will  receive 
notification  that  its  laboratory  has 
been  certified.  The  laboratory  will 
not  be  inspected  for  two  years.  If 
serious  violations  were  found,  the 
laboratory  may  be  re-inspected  in 
three  months.  This  inspection  will 
be  subject  to  sanctions.  If  the 
state  disagrees  with  these  find- 
ings, the  staff  may  request  a hear- 
ing within  60  days  of  the  notice 
of  penalties.  H 


Ms.  Voldish  is  director,  POL  Consul- 
tants. Address  reprint  requests  to  Ms. 
Voldish,  POL  Consultants,  1150  Con- 
cord Drive,  Haddonfield,  NJ  08033. 
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Medibase  Plus  The  complete  practice 


management  computer  software 


Version  5. 06 


Includes  Direct  to  Medicare  Electronic 

Claim  Submission  in  the  ANSI  format 
without  a transaction  charge. 

Single  User  Version:  $1,495.00 
Multi  User  Version:  $2,495.00 


On-site  training  is  included  at  No  Additional  Cost!! 


Support  for: 

• Medicare 

• Medicaid 

• Private  Insurers 

• HMO's 

• and  PPO's 


(COMPLETE  SYSTEMS  INCLUDING  DEC  486  COMPUTERS  FOR  UNDER  $4,000) 

DON'T  PUT  IT  OFF  ANOTHER  DAY!! 

CALL  US  TODAY  FOR  A FREE  DEMONSTRATION 

Medibase. , Inc. 

753  Bergen  Boulevard 
Ridgefield,  NJ  07657 
(201)  313-1700 


Earn  Up  To  $1,000 

When  you  upgrade  from  any 
practice  management 
software 
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Continuous  quality 
improvement:  A tide 
whose  time  has  come 

Morris  Soled,  MD 


Hospitals  and  physicians  need  to  learn  more  about  continuous 
quality  improvement  (CQI).  Hand-in-hand  with  CQI  is  total 
quality  management  (TQM).  Physicians  must  move  with  the  tide 
of  quality  improvement,  with  all  its  implications.  The  author 
offers  a primer  on  CQI. 


Experience  has  taught  us 
that  hospital  staffs  — 
physicians  and  surgeons 
alike— need  to  discover 
more  about  quality  management. 
Grasp  the  quiet  revolution  emerg- 
ing that  is  under  the  hospital  roof. 
This  article  is  a primer  on  con- 
tinuous quality  improvement 

(CQI). 

FROM  DR.  DEMING  TO  YOU 

Teamwork  methods,  systems 
engineering,  and  quality  surveil- 
lance— all  the  human  changes 
seen  in  the  automobile  world — 
are  spilling  over  into  medicine. 
W.  Edwards  Deming,  PhD 
(1900-1993),  an  American  with 
expertise  in  statistical  control, 
taught  Japanese  manufacturers 
how  to  win  with  efficiency  im- 
provement; now,  in  spirit,  he 
walks  the  halls  of  the  hospital. 

TQM  AND  CQI 

Total  quality  management 
(TQM)  is  its  name  and  its  goal  is 
CQI.  Unlike  Medicare,  Medicaid, 
Axiom,  PRO,  or  HMO,  TQM  and 
CQI  are  run  from  inside  the 
hospital. 

TQM  and  CQI  are  not  the 
same  as  managed  care  by  outside 
insurance  companies,  although 
the  latter  also  seek  efficiency.  Our 


heroes  cover  even7  aspect  of  the 
structure,  i.e.  the  hospital  facility, 
committees,  personnel,  organiza- 
tion; the  process,  e.g.  work,  time, 
money  spent,  value  added;  and 
the  outcome,  e.g.  healing,  service. 
Saving  money  is  part  of  the  con- 
cept, but  not  the  core  of  a CQI 
department.  Quality  places  first. 

CORE  CURRICULUM 

Major  references  to  CQI  are 
available;  the  following  articles 
offer  a good  introduction: 

1.  Kritchevsky  SB,  Simmons 
BP:  Continuous  quality  improve- 
ment . . . concepts  and  appli- 
cations for  physician  care.  JAMA 
1817-1823,  1991. 

This  article  introduces  the  wav- 
of-the-future  and  not  what  is 
going  on  at  any  one  hospital.  The 
most  important  information  can 
be  gleaned  from  the  sections  enti- 
tled, “What  quality  really  means  '; 
“Systems  of  care  and  the  level  of 
quality  ; “Characteristics  of 
systemic  and  extrasystemic 
problems  ’;  and  "System  changes 
and  improving  quality.  The 
authors,  pointing  out  that  attitude 
is  important  and  not  measure- 
ments alone  state,  “Quality  pro- 
grams based  on  the  threat  of 
retribution  have  a limited  ability 
to  improve  the  quality  of  health 


care  because  the  overall  level  of 
quality  is  determined  by  the 
system,  not  by  its  own  outliers. 

2.  Teicholz  LE:  Quality,  Dem- 
ing’s  principles,  and  physicians. 
Mt.  Sinai  J Med  60:350-358,  1993. 

The  reader  should  consider 
these  two  points:  "The  job  of 
management  is  not  supervision, 
but  leadership,  and  "People 
must  feel  secure  in  their  position 
and  must  not  be  afraid  of  making 
suggestions  out  of  fear  of  how 
their  supervisors  may  react.  If 
people  are  afraid  to  ask  questions 
when  they  do  not  understand,  the 
same  problems  will  be  repeated 
over  and  over. 

3.  Berwick  DM:  Continuous 
improvement  as  an  ideal  in 
health  care.  N Engl  J Med 
320:53-56,  1989. 

The  author  compares  the  theo- 
ry of  bad  apples  and  their  removal 
with  the  theory  of  continuous  im- 
provement, noting  that  firing 
employees  is  the  lesser  advantage. 

4.  McCarthy  BD,  et  ah:  Dr. 
Deming  and  primary  care  in- 
ternal medicine.  Arch  Intern 
Med  154,  1994. 

The  author  describes  what  hap- 
pened when  quality  management 
principles  were  begun  in  a private 
office  practice.  Patients  with 
pyelonephritis,  asthma,  and 
diabetes  all  had  improved  out- 
comes, and  office  waiting  time 
was  shortened.  Eight  new  clinical 
skills  of  CQI  are  listed. 

5.  Donabedian  A:  The  role  of 
outcomes  in  quality  assessment 
and  assurance.  QRB  356-360, 
1992. 
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This  article  defines  and  ex- 
plains the  inter-reactions  of  struc- 
ture, process,  and  outcome  in  de- 
tail and  with  flow  diagrams;  the 
article  includes  attributes  of  out- 
comes and  indicators  of  quality, 
and  six  attributes  of  quality  in 
health  care.  Dr.  Donabedian  s re- 
marks are  at  the  frontier  of  quality 
study. 

6.  Schisler  JQ:  Implementing 
continuous  quality  improvement: 
A private  practice’s  experience. 
hit  Anesthesia  Clin  30:45,  56, 
1992. 

This  article  was  written  by  four 
anesthesiologists  and  four  certi- 
fied registered  nurse  anesthetists 
who  learned  about  CQI  in  1990. 
Their  design  changes  and  the 
author’s  CQI  protocol  include  the 
following: 

a.  We  adopted  a constancy  of 
purpose  and  committed  ourselves 
to  the  long-term  success  of  our 
institution. 

b.  We  sought  the  common 
cause  of  problems  in  our  system. 

c.  We  drove  out  fear.  The 
emphasis  on  system  minimized 
the  personal  threat  providers  felt 
in  a peer  review  process. 

d.  We  learned  who  our  cus- 


tomers were  and  tried  to  under- 
stand their  needs. 

Also  included  in  the  article  are 
seven  plans,  which  are  sum- 
marized as  follows: 

a.  Create  the  appropriate  en- 
vironment first  by  teaching  the 
Deming  principles. 

b.  Establish  effective  methods 
of  group  communication. 

c.  Do  not  focus  on  individual 
error.  Focus  on  processes  and  the 
system  of  care. 

d.  Look  for  the  common  causes 
of  problems. 

e.  Use  statistical  methods  ap- 
propriately. Identify  what  is 
clinically  important.  Make  any 
data  collection  effort  meaningful, 
and  make  sure  that  all  members 
understand  why  the  data  are 
being  collected. 

f.  If  an  error  is  identified, 
ensure  that  the  practitioners  in- 
volved are  active  participants  in 
the  analysis. 

g.  Recognize  good  perfor- 
mance. 

7.  Widtfeldt  AK,  Widtfeldt 
JR:  Total  quality  management  in 
American  industry.  AAOHN  J 
40:311-318,  1992. 


Written  for  occupational  health 
nurses,  this  article  has  many  fun- 
damentals for  hospital  care.  A sec- 1 
tion  on  the  background  of  TQM 
gives  a clear  history  of  the  topic: 
"The  irony  in  this  paradigm  shift 
is  that  the  very  ideas  the  Japanese 
are  using  to  achieve  their  massive 
competitive  advantage  were 
created  and  refined  in  the  United 
States.”  On  page  313,  Dr.  Dem- 
ing’ s 14  points  for  TQM  are 
listed. 
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A HIGHER  GEAR 


These  seven  articles  offer  a be- 
ginning reading  list  and  should  be 
available  in  a hospital  library. 

Tomorrow’s  hospital  is  taking 
shape  in  these  articles.  Physicians 
must  learn  and  move  with  the 
tide  of  quality  improvement  with 
all  its  implications.  H 


[i 

hoi 

oh 


Bei 


Au 

To 


Dr.  Soled  is  an  internist  affiliated  with 
Christ  Hospital,  Jersey  City.  The  paper 
was  submitted  in  December  1994,  and 
accepted  in  January  1995.  Address 
reprint  requests  to  Dr.  Soled,  P.O.  Box 
217,  Brick,  NJ  08723-0217. 
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Medical  Society  of  New  Jersey 
Golden  Merit  Award 
recipients 


On  May  1,  1995,  during  the  229th  Annual  Meeting  of  the  Medical  Society  of  New  Jersey 
(MSNJ),  at  the  Trump  Taj  Mahal  Casino/Resort,  Atlantic  City,  the  following  physicians  were 
honored  and  received  MSNJ’s  Golden  Merit  Award  indicating  they  held  the  degree  of  doctor 
of  medicine  for  50  years. 


Bergen  County 

Aurelio  Buonanno,  MD  Milano  45 

Yu  Shang  Chang,  MD  Hsiangya  45 

John  Joseph  Davey,  MD  ...  New  York  Medical  45 
Dean  F.  Davies,  MD 

Western  Reserve  University  45 

David  Jones  Fant,  MD  New  York  Medical  45 

William  Klipstein  Harryman,  Jr,  MD  ..  Virginia  45 

Charlotte  Antoinette  Kleiner,  MD 

New  York  University  45 

Edward  Paul  Putkoski,  MD  Flahnemann  45 

Edward  F.  Vander  Bush,  MD  Boston  45 

Saul  Zucker,  MD  Middlesex  '45 

Camden  County 

John  James  Cox,  MD  Jefferson  45 

Frederick  W.  Durham,  MD  Temple  45 

Charles  Francis  Grabiak,  MD  Jefferson  45 

Frank  J.  Kelly,  MD  Northwestern  45 

Oram  R.  Kline,  Jr,  MD  Jefferson  45 

Edwin  Ernest  Preis,  MD  Hahnemann  45 

Eugene  R.  Principato,  MD  Georgetown  45 

Luigi  Alberto  Principato,  MD 

Georgetown  ’45 

Cumberland  County 

James  E.D.  Gardam,  MD  Yale  45 

Essex  County 

Joseph  Alpert,  MD  Boston  45 

Sylvia  F.  Becker,  MD  ....  New  York  University  '45 

Celestino  Clemente,  MD  Pennsylvania  45 

William  Joseph  Duffy,  MD 

New  York  University  45 

Gustav  L.  Ibranyi,  MD  Budapest  45 

Wilbur  Frederick  Jehl,  MD  Hahnemann  45 


Milton  Elliot  Landman,  MD 

New  York  Medical  ’45 


Bertram  Levinstone,  MD  Pennsylvania  45 

Bruno  Vincent  Manno,  MD  Hahnemann  45 

Walter  A.  Petryshyn,  MD  Long  Island  45 


Gloucester  County 

Ernest  S.  Redfield,  MD  . New  York  University  45 


Hudson  County 

Dorothy  L.  Aymar,  MD  Hahnemann  45 

Andrew  Z.  Beke,  MD  Budapest  '45 

Michael  Howard  Berman,  MD 

New  York  Medical  45 

Sheuki  Dibra,  MD  Bologna  45 

Samuel  Enoch  Feinman,  MD 

New  York  University  45 

Arthur  Dukes  Hertzberg,  MD  Tulane  45 

Ethel  Geraldine  Lawner,  MD 

New  York  Medical  45 

Dominic  Anthony  Mauriello,  MD  Temple  45 

Roy  Andrew  Morrow,  MD  Dalhousie  '45 

Mercer  County 

William  Henry  Coleman,  MD  Temple  45 

Dara  B.  Dubash,  MD  Bombay  ’45 

Michael  James  Joseph  Larkin,  MD 

Georgetown  '45 

John  Francis  Marshall,  MD  Howard  45 

Theodore  Bernard  Podkul,  MD  ....  Hahnemann  45 

Arthur  Herbert  Randelman,  MD  Loyola  45 

John  C.  Seed,  MD  Harvard  45 

Sherwood  Vine,  MD  Columbia  45 

Middlesex  County 

Victor  L.  Karren,  MD  Vermont  45 
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Monmouth  County 

Clifford  Benedict  Blasi,  MD 

Medical  College  Wisconsin  ’45 


Harry  Herman  Brunt,  Jr,  MD  Pennsylvania  ’45 

Frank  W.  Gallo,  MD  Borne  45 

Helen  Emily  Greenleaf,  MD  Maryland  ’45 

Harry'  Francis  Hutchinson,  MD  ....  Hahnemann  ’45 
Allen  Michael  Nieas,  MD 

New  York  University  45 

William  Leo  Wood,  MD  Tufts  ’45 

Morris  County 

Rene  Andre  Pingeon,  MD  Geneva  ’45 

John  Caldwell  Stockman,  MD  Columbia  ’45 

Mary  Louise  White,  MD  Maryland  ’45 

Ocean  County 

Hugh  McCulloch,  Jr,  MD  Duke  ’45 

Passaic  County 

Samuel  Baum,  MD  Tulane  ’45 

Peter  A.  Beaugard,  MD  Long  Island  ’45 

John  Stephen  Guttmann,  MD  Georgetown  45 

Gordon  Walter  Howe,  MD  Cornell  ’45 

Joseph  Francis  Kennedy,  MD  Tufts  ’45 

Sidney  S.  Narrett,  MD  Columbia  ’45 

Frank  Richard  Schell,  MD  Long  Island  45 

Barbara  I.  Shier,  MD  ....  Washington  St.  Louis  '45 
William  John  Van  Vooren,  MD  ....  Georgetown  45 

Eugene  L.  Wild,  MD  Georgetown  45 

Koon  Chock  Young,  MD  China  ’45 

Salem  County 

Harry  Wetherill  Fullerton,  Jr,  MD  ....  Jefferson  ’45 
John  Stanger  Madara,  MD  Jefferson  ’45 


Somerset  County 

John  Brainerd  Glesmann,  MD 

New  York  University  ’45 

William  Robert  Simonds,  MD 


D 


Te-fang  Yang,  MD 


New  York  Medical  '45 
..  St.  Johns  China  ’45 


A 


Socie 


Union  County 

Louis  John  Belle,  MD  Georgetown  45 

W.  Lamar  Bomar,  MD  Howard  45 

Anthony  Joseph  Bruno,  MD  Tulane  ’45 

Charles  Walter  Clarke,  Jr,  MD  Harvard  ’45 

Roy  Theodore  Forsberg,  MD  Jefferson  ’45 

Marshall  Joseph  Hanley,  MD 

New  York  University  ’45 

James  C.  Hanrahan,  MD  Dublin  ’45 

Israel  Antonio  Hernandez,  MD  Havana  ’45 

Jean  A.  Herz,  MD  Paris  VI  45 

Julius  Mintz,  MD  Hahnemann  ’45 

Sidney  George  Piness,  MD  Georgetown  45 

Fernando  N.  Pino,  MD  Havana  ’45 

John  James  Reilly,  Jr,  MD 

New  York  Medical  ’45 

Robert  E.  Rowand,  MD  Jefferson  ’45 

Margaret  E.  Symonds,  MD  London  ’45 

John  Pennington  Warter,  Jr,  MD  Columbia  45 
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Warren  County 

Volmar  Alexander  Mereschak,  MD 


Pennsylvania  ’45 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
April  9,  1995,  at  the  executive 
headquarters  in  Lawrenceville. 
Detailed  minutes  are  on  file  with 
the  secretary  of  your  county 
society.  A summary  ol  significant 
actions  follows. 

President’s  report.  Noted  the 
following  items  from  Dr.  Palace  s 
report:  a letter  discussing 

professional  practice  regulations 
was  sent  to  Fred  M.  Jacobs,  MD, 
president  of  the  state  Board  of 
Medical  Examiners  (BME); 
legislation  is  the  most  effective 
means  of  achieving  MSNJ  s goals 
in  the  regulation  of  managed  care; 
and  a letter  condemning  the 
costly  national  advertising  cam- 
paign being  conducted  by 
managed  care  groups  disseminat- 
ing false  information  about 
possible  adverse  effects  antici- 
pated from  the  passage  of  any 
willing  provider  legislation  was 
sent  to  every  daily  newspaper  in 
New  Jersey. 

President-elect’s  report.  Noted 
that  Louis  L.  Keeler,  MD,  attend- 
ed the  Eastern  Regional  Osteo- 
pathic Convention  and  initiated  a 
good  rapport  with  Martin  S. 
Levine,  DO,  president  of  the 
New  Jersey  Association  of  Osteo- 
pathic Physicians  and  Surgeons. 

New  Jersey  Medicine  transi- 
tion. Pleard  from  Neil  E. 
Weisfeld  concerning  the  proposal 
to  advance  New  JERSEY 
MEDICINE  as  the  major  health 
policy  publication  in  New  Jersey 
and  to  expand  its  readership 
beyond  the  physician  community. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  New  Jersey 
Llospital  Association;  MSNJ  Aux- 


iliary; the  MSNJ  Awards  Commit- 
tee; and  Robert  H.  Stackpole, 
MD,  and  Irving  P.  Ratner,  MD, 
on  the  AMA  Leadership  Con- 
ference. 

Executive  director’s  report. 

1.  Recruitment  efforts.  Re- 
viewed recruitment  efforts  and 
noted  that  39  new  members  (and 
12  pending  applications)  are 
young  physicians  who  purchased 
insurance  from  the  Medical  Inter- 
Insurance  Exchange  and  Bonner 
and  Associates  recruited  18  new 
members  from  a pilot  program  in 
Bergen  County;  and  MSNJ  will 
collaborate  with  Bergen,  Essex, 
and  Hudson  County  Medical 
Societies  on  the  development  of 
an  advocacy/monitoring  recruit- 
ment program,  which  pairs  a 
senior-level  member  physician 
with  a young  nonmember  physi- 
cian who  has  admitting  privileges 
in  the  same  hospital. 

2.  Americans  with  Disabilities 
Act.  Noted  that  MSNJ  is 
prepared  to  litigate  against  U.S. 
Healthcare  because  of  language 
appearing  on  physician  appoint- 
ment/renewal application  forms; 
it  was  noted  that  the  National 
Commission  on  Quality  As- 
surance reports  that  U.S. 
Healthcare  has  revised  the  ques- 
tions on  its  form. 

MSNJ  Student  Association. 

Approved  the  following  recom- 
mendations: 

1 .  That  the  present  membership 
dues  structure  for  residents  and 
medical  students  from  an  annual  $25 
and  $10,  respectively,  be  changed  to 
multiyear,  prorated  memberships  to 
parallel  present  AMA  resident  and 
medical  student  multiyear  mem- 
bership packages. 

For  residents,  $25,  $45,  $65  for  one-, 
two-,  three-vear  MSNJ  member- 


ships. For  medical  students,  $10, 
$18,  $24,  $30  for  one-,  two-,  three-, 
four-year  MSNJ  memberships. 

Develop  combined  AMA  and  MSNJ 
(optional  county  society)  membership 
applications,  with  option-to-in- 
dividualize,  for  residents  and  medical 
students. 

2.  That  MSNJ  support  development 
of  Society-sponsored  symposia  for 
fourth-year  medical  students  on  is- 
sues of  politics,  business,  and  law  as 
related  to  medicine. 

3.  That  MSNJ  support  development 
of  two  stipend-funded  ($1,600  each) 
eight-week  summer  internship  pro- 
grams tor  medical  students  studying 
health  care  issues  in  New  Jersey  with 
close  interaction  of  MSNJ  staff. 

4.  That  MSNJ  support  development 
of  MSNJ-sponsored  noon-conference 
lectures  for  residents  and  housestaff 
on  issues  of  politics,  business,  and 
law  as  related  to  private  clinical  prac- 
tice. 

5.  That  MSNJ  increase  present 
budget  allotment  for  MSNJ  student 
chapters  by  $2,500  to  reflect  recent 
acceptance  of  an  AMA-MSS  delegate 
seat  awarded  to  Robert  Wood 
Johnson  Medical  School,  Camden. 

Committee  on  Finance  and 
Budget.  Approved  the  following: 

1.  That  the  budget  for  the  fiscal  year 
beginning  June  1,  1995,  and  ending 
May  31.  1996,  in  the  amount  ot 
$4,575,000  with  $2,700,000  to  be 
raised  through  member  assessments, 
be  adopted. 

2.  That  the  1996  assessment  be  set 
at  $375  per  regular  dues-paying 
member.  (No  change  from  prior 
year.) 

3.  That  the  1996  assessment  be  set 
at  $187.50  for  the  first  full  year  of 
regular  membership.  (No  change 
from  prior  year.) 

4.  That  the  1996  assessment  be  set 
at  $60  per  member  for  affiliate 
members.  (No  change  from  prior 
year.) 
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5.  That  assessments  for  residents  be 
on  a multiyear  basis  of  $24,  $45,  $65, 
for  one-,  two-,  and  three-year 
memberships,  respectively. 

6.  That  assessments  for  medical  stu- 
dents be  $10,  $18,  $24,  $30,  for 
one-,  two-,  three-,  and  four-year 
memberships,  respectively. 

Committee  on  Membership 
Services.  Approved  the  following: 

That  MSNJ  endorse  the  Healthcare 
Management  Partners  to  provide 
computerized  billing  and  accounts 
receivable  management  services. 

JEMPAC/MEDAC.  En- 
couraged physicians  to  make  con- 
tributions to  JEMPAC/MEDAC. 


Correspondence.  Read  from  a 
letter  addressed  to  Dr.  Palace, 
from  Blue  Cross  Blue  Shield  re- 
questing MSNJ  to  emphasize  the 
following: 

1.  Submit  claims  using  specific 
diagnosis  codes  (ICD  9. CM)  for  con- 
ditions being  treated.  Most 
nonspecific  and  some  V codes  will  be 
rejected  automatically  and  may  result 
in  nonpayment.  Blue  Cross  Blue 
Shield  recognizes  that  there  are  a 
variety  of  V codes  in  various 
specialties  that  are  quite  appropriate 
and  do  not  anticipate  a problem  with 
those  codes. 

2.  Procedures  being  performed  or 
ordered  must  match  the  diagnosis. 
All  relevant  diagnoses  (up  to  three) 
must  be  submitted. 


3.  Overutilization  of  EKGs,  chest  x- 
rays,  and  laboratory  tests  such  as 
lipid  panels  or  thyroid  screens  will  be 
identified  by  the  claims  processing 
system.  This  also  applies  to  overuse 
of  tests  associated  with  annual 
physical  examinations. 

4.  Claims  for  services  that  do  not 
meet  medical  necessity  will  not  be 
paid.  Participating  providers  cannot 
bill  the  patient  for  services  so  de- 
signated. 


MEDICAL  ALLIANCE  OF  MSNJ 


The  following  is  the  inaugural 
address  of  Christine  Kline, 
presented  on  May  2,  1995. 

It  is  with  a mixture  of  pride, 
humility,  and  thankfulness  that  I 
accept  this  great  honor  being 
elected  president.  At  this  mo- 
ment, I cannot  help  but  think  of 
my  first  state  executive  board 
meeting.  I was  a new  county  aux- 
iliary president  and  it  was  the  first 
time  I had  been  invited  to  attend. 


The  room  was  full  of  highly  ener- 
gized people,  and  some  of  the 
animated  members  were  Grace 
Gellman,  Dorothy  McGlade,  and 
Phyllis  Romano.  I was  awed  at 
the  wealth  of  knowledge  in  the 
room.  1 returned  to  my  county 
revitalized,  spreading  ideas 
gathered  from  other  counties  and 
from  the  state.  Later,  I was 
privileged  to  be  nominated  to  go 
to  Chicago  for  the  AMA  Alliance 


annual  meeting.  Imagine  the 
creme  de  la  creme  of  leadership 
from  across  the  nation.  It  was  like 
being  in  a room  with  a bunch  of 
downed  live  wires,  all  of  them 
spreading  sparks  and  dancing  all 
over.  I thought  to  myself,  “If  we 
could  ever  harness  this  energy 
and  ignite  this  spark,  the  Auxiliary 
would  be  undefeatable,  nothing 
could  stop  us.  I came  home,  and 
formed  the  Live  Wires,  to  spark 
togetherness  within  our  state.  For 
those  who  don  t know  about  the 
Live  Wires,  we  are  a performing 
arts  group,  formed  from  mem- 
bers, who  use  music,  acting,  and 
just  plain  fun  to  further  our  goals. 

The  AMA  Alliance  has  given  us 
a vehicle  to  ignite  this  spark: 
SAVE  (Stop  America’s  Violence 
Everywhere).  During  my  term, 
violence  will  be  the  topic:  vio- 
lence to  children,  adults,  and 
senior  citizens  will  be  discussed 
at  length;  programs  that  already 
are  being  processed  will  be 
started  immediately,  some  pro- 
grams on  the  drawing  board  will 
be  released  soon,  and  some  in- 
spirations still  are  hidden  within 
your  brain  cells.  In  our  organiza- 
tion, as  in  most  things  in  life, 
nothing  can  be  accomplished  by 
a single  individual.  Success  de- 
mands the  united  effort  of  a team 
of  committed  individuals.  The 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address 

City State Zip 

New  Address 

City State Zip 
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s-  most  important  part  of  our  or- 
as  ganization  is  the  counties,  the 
X grassroots.  This  is  where  all  the 
‘8  work  is  done.  This  is  where  the 
needs  of  our  state  are  realized  and 
brought  to  our  leadership  to  find 
a solution.  This  is  where  we  must 
begin.  We  must  become  sparks  in 
f our  own  communities.  We  must 
help  to  seek  out  the  problems  and 
to  brainstorm  for  the  solutions. 
We  then  must  come  to  the  state 
meetings  to  take  from  the  table 
information  provided  by  the  state 
and  national  to  help  further  our 
cause.  We  must  network  with 
other  counties  to  share  the  wealth 


UMDNJ  NOTES 


University  Medical  Group 
seeks  primary  care  physicians. 

Central  New'  Jersey  physicians 
with  primary  care  practices  are 
being  sought  for  a new  integrated 
health  care  network  of  UMDNJ. 
This  network  of  primary  care 
i centers  will  operate  under  the 
auspices  of  the  University  Med- 
ical Group  (UMG),  a multispecial- 
ty medical  practice  of  375  physi- 
cians at  UMDNJ-Robert  Wood 
Johnson  Medical  School,  New' 
Brunswick.  UMG  is  a component 
of  the  University  Healthcare 
Corporation,  UMDNJ’s  develop- 
ing statewide  managed  care 
network.  UMG  is  seeking  to 
establish  primary  care  centers  in 
a seven-county  service  area  com- 
prising Hunterdon,  Mercer,  Mid- 
dlesex, Monmouth,  Ocean,  Som- 
erset, and  Union  Counties. 

Physicians  sought  for  network. 
UMDNJ-School  of  Osteopathic- 
Medicine  is  seeking  physicians 
from  southern  New  Jersey  to  join 
its  newly  created  integrated 
primary  care  group  practice.  The 
group  practice  is  a professional 
corporation  called  UHC,  School 
of  Osteopathic  Medicine, 
UMDNJ,  P C.,  and  was  formed 
under  the  auspices  of  UMDNJ’s 
University  Healthcare  Corpora- 
tion. The  service  area  will  encom- 
pass Camden,  Salem,  Gloucester, 
Cape  May,  Atlantic,  and  Burl- 
ington Counties.  The  southern 


of  information.  We  then  must  be- 
come re-energized  to  spark  others 
in  our  communities,  to  start  a 
warm  glow',  and  then  to  set  an 
information  fire  to  become  part  of 
the  solution.  Then,  we  can  tackle 
violence  with  our  wealth  of  in- 
formation, with  our  sparks  — 
pushing  issues  such  as  gun  con- 
trol in  schools  — perhaps  with  a 
zero  tolerance  law;  letting  the 
abused  woman  and  the  senior 
citizen  know  there  is  help  in  their 
own  community;  giving  the 
neglected  child  a bit  of  hope  for 
the  future. 


New  Jersey  network’s  “hub 
hospital  is  Cooper  Hospital/Uni- 
versity Medical  Center,  Camden, 
the  major  referral  center  for  pa- 
tients requiring  sophisticated  ter- 
tiary care  services. 

Dr.  Harold  Paz  is  acting  dean. 
Dr.  Harold  L.  Paz,  a noted 
medical  educator  and  adminis- 
trator, has  been  named  acting 
dean  of  UMDNJ-Robert  Wood 
Johnson  Medical  School.  Dr.  Paz, 
also  is  chief  executive  officer  and 
medical  director  of  UMG.  Dr. 
Paz,  who  has  been  associate  dean 
for  clinical  affairs  at  the  medical 
school  since  last  October,  re- 
places Dr.  Norman  Edelman. 

Unique  blood  substitute.  A re- 
volutionary blood  substitute  with 
broad  life-saving  potential  is 
being  tested  at  UMDNJ-Robert 
Wood  Johnson  Medical  School. 
Called  polyethylene  glycol 
(PEG)-hemoglobin,  the  product 
combines  the  PEG  chemical  with 
bovine  (cow)  hemoglobin.  It  is 
made  with  a patented  chemical 
modification  process,  developed 
by  Enzon,  Inc.,  Piscataway,  that 
disguises  it  from  the  body’s  im- 
mune system  so  that  it  is  not  at- 
tacked as  a foreign  substance. 

PEG-hemoglol  )in  is  a potential- 
ly universal  blood  substitute  be- 
cause it  requires  no  typing  or 
cross-matching.  It  also  has  a 
longer  shelf  life  and  may  have 
greater  oxygen-carrying  capacity 


Gwen  Jacobs  once  told  me  that 
my  worst  fault  is  that  I expect  too 
much  of  people.  My  answer  to 
her  was  that  you  only  get  what 
you  ask  for,  and  I am  asking  for 
a raging  fire  of  commitment  to 
combat  violence:  to  make  schools 
safe  for  our  children  and  our 
grandchildren;  to  make  the  home 
a safer  place  than  the  city  streets 
for  women  and  children;  and  to 
make  the  golden  years  peaceful 
for  our  seniors.  To  be  part  of  the 
solution,  all  we  have  to  do  is  roll 
up  our  sleeves  and  do  it.  □ 
Christine  Kline 


than  human  hemoglobin.  It 
eliminates  the  possibility  of  ac- 
quiring a blood-borne  human  in- 
fection such  as  HIV7  or  viral 
hepatitis  from  a blood  transfusion, 
making  it  an  ideal  blood  sub- 
stitute for  transfusions  during 
trauma  surgery  or  general  sur- 
gery. 

PEG-hemoglobin  also  holds 
promise  in  cancer  therapy.  In 
laboratory  studies  on  dogs  with 
large,  radiation-resistent,  solid  tu- 
mors, PEG-hemoglobin  combined 
with  radiation  treatments  proved 
highly  effective  in  killing  or 
dramatically  shrinking  the  tu- 
mors. 

Dr.  Richard  D.  Huhn,  acting 
director  of  the  Clinical  Research 
Center  at  UMDNJ-Robert  Wood 
Johnson  Medical  School,  is  prin- 
cipal investigator  of  the  study. 

Drug  for  treating  lung  disease 
in  CF  patients.  A new  drug  that 
reduces  serious  flare-ups  of 
chronic  lung  disease  in  patients 
with  cystic  fibrosis  (CF)  is  being 
tested  at  UMDNJ-New  Jersey 
Medical  School.  Physicians  are 
enrolling  patients  to  test  the  drug, 
which  prevents  lung  infection  by 
bolstering  the  immune  system  of 
CF  patients  with  disease-fighting 
antibodies.  These  antibodies  fend 
off  chronic  respiratory  infection 
caused  by  a common  bacterium 
called  Pseudomonas  aeruginosa. 

To  be  eligible  for  the  study,  CF 
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patients  must  be  at  least  six  years 
old  with  mild  to  moderate  lung 
disease  caused  by  P.  aeruginosa. 
Participants  will  be  asked  to  visit 
the  Cystic  Fibrosis  Center, 
Newark,  once  a month  for  the 
duration  of  the  year-long  study. 
All  study-related  tests  are  free. 
For  more  information,  call  Carol 
Miner,  RN,  at  201/982-4815. 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Simhjadri  Kompella  Sastry,  MD, 

15A  Lakeview  Ave.,  Leonia,  NJ 
07605.  Andhra  Medical  College 
1976.  Board  certified  (IM).  Board 
eligible  (GASTRO).  Solo  or 
partnership.  Available. 


One-minute  Golgi  test.  A sim- 
ple, new,  one-minute  procedure 
can  relieve  painful  muscle  and 
joint  conditions  and  help  physi- 
cians distinguish  between  ail- 
ments that  may  or  may  not  re- 
quire surgery. 

The  procedure,  which  is  being 
tested  at  UMDNJ-Robert  Wood 
Johnson  Medical  School,  involves 


Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 
University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 

Internal  Medicine 

T.S.  Krishnaswamy,  MD,  P.O.  Box 
98765,  Tacoma,  WA  98498.  Jipmer 
Medical  School  (India)  1962.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

Ashwin  N.  Trivedi,  MD,  71  Webster 
St.,  Floral  Park,  NY  11001.  Baroda 
Medical  College  1980.  Board 
eligible.  Group  or  solo.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York- 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 


injecting  a local  anesthetic  into  si 
complex  of  nerves  in  the  back  oi 
the  lower  leg  just  above  the  | 
Achilles  tendon.  The  new  proce- 
dure, called  the  Golgi  test,  was 
developed  by  Dr.  Gariy  Sherman, 
a Cedar  Knolls  podiatrist.  □ 
Stanley  S.  Bergen,  Jr,  MD,  presi- 
dent 


(NEPHR).  Group  or  partnership. 
Available. 

Psychiatry 

Dorothy  Brozek,  MD,  MSN,  200  E. 
Wynnewood  Rd.,  D-I,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Group  or  partnership.  Board 
eligible.  Available. 

Surgery 

Steven  W.  Schierman,  MD,  13440 
N.  44th  St.,  Apt.  2016,  Phoenix,  AZ 
85032.  Columbia  University  1987. 
Board  eligible.  Group,  association, 
partnership.  Available. 

Urology 

Richard  P.  Campo,  MD,  1130  McIn- 
tyre, Ann  Arbor,  MI  48105.  Mt.  Sinai 
School  of  Medicine  1989.  Available. 


1995-1996 

MSNJ  Board  of  Trustees 


Meeting 

July  16,  1995 
September  17,  1995 
October  15,  1995 
November  19,  1995 

April  1 


Schedule 

December  17,  1995 
January  21,  1996 
February  18,  1996 
March  17,  1996 

l,  1996 
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To  Someone 
Who  Stutters, 
It’s  Easier  Done 
Than  Said* 

The  fear  of  speaking  keeps  many  people 
from  being  heard.  If  you  stutter  or  know  someone 
who  does,  write  or  call  for  our  free  informative 
brochures  on  prevention  and  treatment  of 
stuttering. 


Stuttering 
Foundation 
of  America 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 


P.O.  Box  1 1 749 
Memphis,  TN  381  11  -0749 

1'800'992'9392 


VOL.  92-NUMBER  6 JUNE  1995 


407 


CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

June 

5 Esophageal  and  Swallowing 
Syndromes 

New  Lisbon  Developmental 
Center,  New  Lisbon  ( AMNJ ) 

7 Complications  of  Myocardial 

Infarction 

St.  Marv  s Hospital,  Passaic 

(AMNJ) 

7 Pathogenesis,  Diagnosis,  and 

Management  of  Headaches 

West  Jersey  Health  System, 
Voorhees  (AMNJ) 

7 Prostatie  CA/Benign  Prostatic 
Hypertrophy 

VA  Medical  Center,  Lyons 

(AMNJ) 

8 Medical  and  Psychiatric 
Aspects  of  Drug  and  Alcohol 
Abuse 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

9-  NJ  Obstetrical  and 


10  Gynecological  Society 
Annual  Meeting 

Trump  Plaza  Hotel  and  Casino, 
Atlantic  City  (AMNJ  and  NJ 
Obstetrical  and  Gynecological 
Society) 

13  How  To  Help  Your  Patients 
Stop  Smoking 

Hunterdon  Developmental 
Center,  Flemington  (AMNJ) 

14  Meeting  of  the  NJ 
Gastroenterological  Society 
and  the  NJ  Society  of 
Gastrointestinal  Endoscopy 
The  Manors,  West  Orange 
(AMNJ  and  NJ  Society  of 
Gastrointestinal  Endoscopy  and 
NJ  Gastroenterological  Society) 

14  Surgical  Management  of 
Benign  and  Malignant 
Diseases  of  the  Breast 
Saint  fames  Hospital,  Newark 
(AMNJ) 

14  Diabetic  Nephropathy 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

14  Infection  Control  in  the  HIV 
Era 

Children’s  Specialized 


Hospital,  Mountainside  (AMNJ 
and  DOH) 

15  Breastfeeding 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 

21  Diabetes-Related 

Cardiovascular  Disease 
Barnert  Hospital,  Paterson 
(AMNJ) 

21  Principles  of  Dermatological 
Therapy 

Ancora  Psychiatric  Hospital, 
Ancora  (AMNJ) 

22  Principles  of  Dermatological 
Therapy 

Essex  County  Hospital  Center, 
Cedar  Grove  (AMNJ) 

28  Infection  Control  in  the 
HIV  Era 

Robert  Wood  Johnson 
University  Hospital  at 
Hamilton,  Hamilton 
(AMNJ  and  DOH) 

July 

7 Diagnosis  and  Management  of 
Esophageal  Reflux 

Centrastate  Medical  Center, 
Freehold  (AMNJ) 
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EDITOR’S  DESK 


ANNUAL  MEETING  1995 


The  Annual  Meeting  of  the 
House  of  Delegates  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  took  place  at  the  Trump 
Taj  Mahal  Casino/Resort  in  Atlan- 
tic City  from  April  30  to  May  3, 
preceded  hv  the  officers  dinner 
on  April  29.  There  were  many 
periods  of  high  interest  and  a few 
of  ennui  and  indifference,  as 
might  be  expected. 

We  were  honored  by  the  vale- 
dictory speech  of  outgoing  presi- 
dent Fred  M.  Palace,  MD,  and  by 
the  inaugural  one  of  President 
Louis  L.  Keeler,  MD;  both 
speeches  are  reprinted  in  the 
June  issue  of  NEW  JERSEY 
MEDICINE  The  disquisitions  were 
eloquent,  typical  of  the  men,  and 
gave  further  proof  that  MSNJ 
continues  to  be  in  good  hands. 
The  impressive  attendance  at 
their  receptions  added  additional 
testimony  to  the  respect  and  af- 
fection they  enjoy. 

Daniel  (“Stormy”)  Johnson, 
MD,  of  Metarie,  Louisiana,  again 
representing  the  American 
Medical  Association  (AMA),  gave 
a folksy,  relaxed,  yet  informative 
talk  to  the  delegates  at  an  early 
session.  His  general  remarks  in- 
cluded (paraphrased):  “Skep- 

ticism and  curiosity  result  in  a 
healthy  outlook”;  “The  main 
problem  with  the  delivery'  of 
health  care  is  the  isolation  of  the 
patient  from  its  financial  aspects, 
producing  an  increased  expecta- 
tion of  entitlements  “Capitation 
is  a mixed  bag,  we  need  ap- 
propriate care  in  an  appropriate 
setting  at  an  appropriate  time”; 
“There  are  too  many  adminis- 
trators “People  are  able  to  make 
decisions  for  themselves  and 
"We  need  a variety  of  approaches, 
not  only  managed  care. 

Dr.  Johnson  also  retraced  im- 
portant provisions  of  the  AMA’s 


Howard  D.  Slobodien,  MD 


Patient  Protection  Act;  disclosure 
(truth  in  advertising);  fairness; 
multiple  choices  — HMO,  PPO, 
traditional,  benefit-payment 
schedules  that  would  allow  bal- 
ance billing;  and  medical  savings 
accounts  (MSAs).  He  explained 
that  the  MSA  worked  very  well 
with  the  traditional,  cost-plus, 
potentially  inflationary  fee-for- 
serviee  delivery  of  care.  Finally, 
Dr.  Johnson  stressed  that  patients 
should  be  given  the  right  to 
choose  the  type  of  plan  and  their 
physicians  and  other  caregivers, 
and  the  ability  to  change  their 
selections.  “Put  the  patient  back, 
not  just  in  the  loop,  but  in  the 
driver’s  seat. 

The  Golden  Merit  Award  cer- 
emony, conducted  by  Charles 
Moss,  MD,  chair  of  the  Council 
on  Public  Relations,  was  its  usual 
warm,  meaningful  event,  honor- 
ing members  who  graduated  from 
medical  school  50  years  ago.  As 
noted  by  Dr.  Palace  in  his  in- 
troductory remarks,  these  reci- 
pients have  seen  a true  revolution 


in  many  aspects  of  medical  care, 
including  antibiotics,  television, 
computerization,  communication, 
and  commercialization.  When  was 
the  "Golden  Age”  of  medicine — 
or  is  it  yet  to  come? 

Two  marvelous  and  enlighten- 
ing programs  opened  the  meet- 
ing, preceding  the  House  of  De- 
legates; a roundtable  on  medical 
futility,  and  The  Academy  of 
Medicine  of  New  Jersey  (AMNJ) 
lecture  on  government  regulation 
of  managed  care. 

The  program  on  medical  futili- 
ty, utilizing  a case  report  in  which 
the  attending  physician  and  the 
family  differed  in  their  priorities, 
aimed  to  “examine  futile  therapy 
on  the  basis  of  the  following  prin- 
ciples of  health  care;  mutual 
respect  and  dignity,  caring  in 
therapeutic  relationships,  protec- 
tion of  the  least  well-off,  service 
to  the  common  good,  containment 
of  health  care  costs,  and  efficiency 
(simplicity)  in  the  delivery  of 
health  care.  The  program  had  an 
outstanding  faculty.  Moderator 
Joseph  F.  Fennellv,  MD,  ob- 
served that  we  should  be 
stewards  on  the  journey  of  life, 
that  hope  and  imagination  feed  off 
each  other,  and  that  involvement 
with  both  the  macro  and  micro 
management  of  health  care  have 
interconnected  the  scientific  and 
business  aspects  of  that  care. 

John  J.  Mitchell,  Jr,  PhD,  chair 
of  the  Committee  on  Biomedical 
Ethics,  itemized  problematic 
areas:  the  rights  of  patients  or 
their  surrogates  to  demand  futile 
treatment,  the  rights  of  physicians 
to  refuse  such  care,  the  value 
judgments  in  these  conflicts,  and 
the  relationship  of  the  conserva- 
tion of  resources  to  the  use  of 
marginal  therapy.  Dr.  Mitchell 
suggested  that  insistence  on  re- 
ceiving foolish  care  might  im- 
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pinge  unfairly  on  the  ability  ol 
others  to  receive  worthwhile  pro- 
grams. He  emphasized  the  need 
for  us  to  develop  standards  of 
practice  to  avoid  conflicts,  and 
that  we  should  recognize  that  ra- 
tioning plays  a part  in  making  de- 
cisions, so  we  must  accept  the 
“reality  of  limits.” 

Mary  Sue  Infante,  EdD,  RN, 
representing  Aetna,  observed  that 
managed  care  plans  also  had 
problems  in  making  ethical  de- 
cisions. Ms.  Infante  felt  that  risk- 
benefit  analysis  should  govern 
payments  and  those  rendering 
treatment  should  be  responsible 
for  proving  effectiveness,  al- 
though she  agreed  that  this 
“proof’  might  not  be  totally  appli- 
cable to  specific  patients.  Aetna, 
Ms.  Infante  said,  used  three 
physicians  to  decide  problem 
cases. 

Michael  A.  Nevins,  MD,  felt 
that  medical  values,  not  com- 
mercial ones,  should  lead  in  this 
complex  area  because  of  our 
fiduciary  responsibilities.  Do  not 
resuscitate  requests  are  important 
and  should  be  specific,  with 
strong  physician  input  and  recom- 
mendations. The  burden  of  proof 
should  be  on  those  insisting  on 
futile  care,  but  he  conceded  the 
difficulty  in  defining  “futile  and 
in  quantifying  and  evaluating  the 
quality  of  life  values.  Are  we 
going  too  far  in  an  opposite  direc- 
tion from  “right  to  die”  consider- 
ations? 

Jeffrey  H.  Dobken,  MD,  assis- 
tant clinical  professor  of  medicine 
at  Cornell,  would  extend  “in- 
formed consent  activities  in  deal- 
ing with  patients  and  families.  He 
felt  attitudes  toward  children  had 
changed;  children  no  longer  were 
referred  to  as  “it,  and  super- 
surgery on  infants  and  fetuses  no 
longer  was  unique,  although  the 
quality  of  life  issues  sometimes 
exacted  a great  price.  And  Dr. 
Dobken  recommended  that  the 
definition  of  futility  be  left  fairly 
broad  to  avoid  too  many  excep- 
tions. 

Paul  W.  Armstrong,  Esquire, 
LLM,  as  a keen  observer  of  the 


passing  parade,  pointed  out  that 
the  debate  over  futile  care  had 
shifted.  Now  the  question  is, 
“Will  the  predicted  effort  of  care 
be  worthwhile?”  And  society,  not 
the  medical  profession,  must  set 
the  criteria  for  cutting  off  treat- 
ment, especially  if  the  money  for 
the  treatment  is  available.  Mr. 
Armstrong  recommended  that  we 
render  care  if  there  is  an  ongoing 
relationship,  if  no  other  clinician 
will  treat,  if  life-prolonging  effects 
are  expected,  and  if  money  is 
available.  In  addition,  physicians 
also  must  respect  the  legitimate 
religious  beliefs  of  patients  and 
their  surrogates.  In  essence,  he 
believed  it  worse  to  force  death 
on  patients  than  to  force  us  to 
treat  in  the  face  of  possible  “futili- 
ty”— thus  the  need  for  society  to 
decide. 

Len  Fishman,  Esquire,  com- 
missioner of  health,  also  stressed 
the  importance  of  the  problem 
and  his  concerns  about  its  impact 
in  the  Medicare  and  managed 
care  environments,  and  the 
problem  of  proper  evaluation  and 
utilization  of  high-technology. 
Commissioner  Fishman  felt  that 
we  have  learned  quickly  how  to 
prolong  life,  but  need  to  reflect 
much  more  actively  on  its  ethical 
aspects.  We  should  spend  more 
time  on  the  best  ways  to  handle 
the  last  years  of  life  and  how  to 
interact  better  with  the  elderly 
and  aged.  We  need  more  geriatri- 
cians. We  need  more  advance 
directives.  We  need  to  strengthen 
hospices.  We  need  to  appreciate 
that  speaking  about  and  preparing 
for  death,  as  was  common  in  the 
old  burial  societies,  can  be 
humanizing. 

A roundtable  of  questions  and 
answers  also  was  revealing.  We 
learned  that  the  neurological  de- 
finition of  brain  death  in  New 
Jersey  works  well;  it  protects 
minorities,  and  it  is  a model  for 
Japan.  We  heard  that  the  public, 
including  governmental  figures 
and  many  physicians,  needs  to  be 
educated.  And  we  all  recognized 
that  we  in  the  medical  profession 
should  lead  the  educational 


process.  The  conference  was 
stimulating,  thought-provoking, 
and  educational. 

Commissioner  Fishman,  after 
completing  his  role  as  a panelist 
on  medical  futility,  delivered  the 
AMNJ  dissertation  on  govern- 
ment and  managed  care.  He  in- 
dicated that  physicians  were  a 
touchstone  to  him  and  he  spent 
more  time  with  them  than  with 
other  groups,  even  though  agen- 
das might  differ.  Commissioner 
Fishman  noted  that  MSNJ’s  posi- 
tion paper  on  HMOs  included  re- 
commendations that  he  favored, 
dealing  with  access,  continuation 
of  quality,  strengthening  public- 
health  measures,  and  getting  a 
bigger  bang  for  the  buck. 

We  are  “sailing  a ship  in  trou- 
bled waters  because  there  are 
more  than  one  million  uninsureds 
in  New  Jersey,  Medicaid  has 
failed,  we  have  poor  immuniza- 
tion rates,  and,  at  the  other  end 
of  life,  long-term  care  is  too  in- 
stitutionally biased  with  95  per- 
cent being  given  by  nursing 
homes. 

The  New  Jersey  State  Depart- 
ment of  Health  (DOH)  is 
responding  to  these,  and  other 
deficiencies  in  many  ways.  These 
include:  building  on  the  benefits 
of  deregulation  and  alterations  in 
certificate  of  need  (CON)  rules; 
reformation  of  the  delivery  of 
charity  care;  changing  the 
emphasis  on  long-term  care  from 
institutions  to  the  home,  if 
possible,  with  a single  point  of 
entry;  prevention  of  AIDS;  and 
development  of  electronic  re- 
gistration of  births  and  of  im- 
munizations. Mr.  Fishman  dis- 
closed that  300,000  individuals 
now  are  covered  under  the 
Health  Reform  Act  of  1992,  that 
the  state  would  enroll  450,000 
Medicaid  recipients  into  managed 
care,  and  that  New  Jersey  was 
one  of  six  states  that  would 
subsidize  lower-income  families 
on  a sliding  scale  into  com- 
prehensive care  plans.  (He  also 
felt  that  the  failure  of  the  Clinton 
plan  had  placed  the  onus  of 
health  care  delivery  on  the  states, 
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which  needed  to  develop  solid 
public  support.) 

Managed  care,  said  Mr.  Fish- 
man, has  created  great  change, 
especially  in  limiting  care.  The 
Garvey  group  expects  70  percent 
of  New  Jersey  citizens  to  be  cov- 
ered under  managed  care  groups 
by  1997;  30  percent  (1.2  million) 
now  are  in  that  category.  The 
managed  care  tendency  to  reverse 
the  incentives  for  care  produces 
a potential  for  underutilization 
and  the  need  for  changes  in  the 
rules  governing  HMOs. 

Commissioner  Fishman  needs 
to  find  out  how  to  evaluate  the 
quality  and  appropriateness  of 
care  by  outcomes  and  by  evalua- 
tions of  patient  satisfaction.  (“Re- 
port cards  by  consumers?)  There 
is  a need  to  assure  the  adequacy 
of  networks.  DOH  will  attempt  to 
be  fair  to  both  provider  and  con- 
sumer and  will  issue  its  final  re- 
port on  HMOs  by  the  end  of  this 
summer.  He  hoped  the  ex- 
perience of  physician-owned  and 
operated  companies  would  give 
some  answers. 

Replying  to  questions,  Mr. 
Fishman  explained  that  DOH  and 
the  New  Jersey  State  Department 
of  Insurance  have  complaint 
areas.  He  hoped  the  abysmal  pay- 
ments for  Medicaid  would  be 
ameliorated  by  enrollment  in 
managed  care  and  that  physicians 
would  accept  this  concept  after 
the  initial  birthing  problems  were 
solved.  Mr.  Fishman  admitted 
that  we  do  not  have  a handle  on 
the  true  financial  benefits  of 
managed  care,  but  was  convinced 
that  access  to  the  uninsured  was 
easier.  It  may  be  sensible  to  limit 
the  amounts  insurers  take  for  ad- 
ministrative costs  and  for  profits, 
but  this  must  be  done  carefully, 
lest  premium  increases  raise  the 
number  of  uninsureds.  And  DOH 
is  not  presently  studying  a single- 
payer system,  although  it  may  still 
be  viable.  “Neither  New  Jersey 
nor  the  federal  government 
should  handle  all  the  health  care 
delivery  decisions.  Government 
does  not  have  the  discipline  or 
the  smarts  to  do  it. 


Jack  Sinagra,  state  senator 
from  the  18th  district,  was  the 
featured  speaker  at  the  JEMPAC 
political  forum.  Senator  Sinagra’s 
presentation  focused  on  two 
topics:  charity  care  and  CONs. 
The  talk  delivered  one  powerful 
message:  the  patient  is  the  impor- 
tant part  of  the  equation.  Physi- 
cians may  have  some  clout,  so 
may  hospitals,  nurses,  and  other 
providers  but  legislators  really 
pay  attention  when  patients  call 
for  action.  Are  you  listening,  my 
fellow  practitioners? 


Yes,  the  House  of  Delegates 
still  played  its  pivotal  role  at  the 
meeting,  although  the  attention  I 
have  given  to  other  aspects  of  the 
meeting  may  suggest  otherwise. 
The  full  text  of  the  transactions 
will  be  published  in  the  August 
issue  of  this  periodical.  I shall  at- 
tempt to  highlight  some  of  the 
important  actions. 

The  House  of  Delegates  ap- 
proved the  recommendation  of 
Reference  Committee  on  Con- 
stitution and  Bvlaws/A  regarding 
substantive  changes  in  our 
bylaws.  The  category  of  affiliate 
member  was  expanded  to  include 
nonphysicians,  such  as  our 
employees,  who  have  interests 
similar  to  ours.  More  significantly, 
the  MSNJ  committee  structure 
was  realigned.  The  Committee  on 
Medicaid  and  the  Council  on 
Mental  Health  were  dissolved 
and  folded  into  the  Council  on 
Medical  Services.  The  Committee 
on  Membership  Services  was 
likewise  dissolved,  its  functions  to 
be  assumed  by  our  professional 
liability  company,  with  oversight 
by  the  MSNJ  executive  commit- 
tee. 

Of  special  interest  to  this  editor 
and  to  our  readers,  the  Council 


on  Public  Relations  and  the  Com- 
mittee on  Publication  were  con- 
solidated into  a new  Council  on 
Communications.  This  is  conso- 
nant with  the  expanded  mission 
of  New  Jersey  Medicine , as 
noted  in  my  April  1995  editorial, 
and  will  utilize  the  services  of  the 
members  of  the  present  Commit- 
tee on  Publication  with  continu- 
ing imput  from  the  Editorial 
Board.  Applicable  resolution  #42 
was  accepted  as  follows:  “Re- 
solved, that  the  medical  scientific 
integrity  of  NEW  JERSEY 


MEDICINE  be  preserved  under 

any  organizational  change. 

Other  recommendations  of  1 ^ 

Reference  Committee  on  Con-  t $5 

stitution  and  Bvlaws/A  also  were  l: 
considered.  Resolutions  #32  and 
#37  were  modified  and  approved,  £! 
to  oppose  inappropriate  economic 
credentialing  and  to  ask  the  AMA 
to  effect  implementation  of  this 
policy.  The  resolution  endorsing  a 
single-payer  system  was  defeated. 

Two  recommendations  of  Ref- 
erence Committee  B are  worth 
noting.  Resolution  #9  was 
amended  and  approved.  It  asks 
that  a high  percentage  of  the 
premium  dollar  must  be  used  by 
insurers  to  provide  patient  ben- 
efits, and  the  percentages  used 
must  become  public  knowledge. 
Resolution  #26,  also  passed  by 
the  House  of  Delegates,  asks  that 
physicians  be  relieved  from  the 
onerous  requirements  of  the 
medical  waste  regulations. 

There  were  a number  of  resolu- 
tions approved  via  Reference 
Committee  C.  We  voted  to  with- 
draw endorsement  of  the  National 
Committee  for  Quality  Assurance 
(NCQA),  an  organization  estab- 
lished by  managed  care  groups. 

We  asked  that  regulations  be 


Senator  Sinagra ’s  talk  delivered  one  powerful 
message:  the  patient  is  important.  Legislators  pay 
attention  when  patients  call  for  action. 
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adopted  to  oblige  health  care 
plans  to  provide  details  about 
their  policies,  including  benefits 
and  exclusions,  so-called  “truth  in 
advertising.”  We  approved  a re- 
solution to  forbid  physicians  from 
being  penalized  for  acting  as  pa- 
tient advocates.  We  reaffirmed 
our  opposition  to  the  Milliman 
and  Robertson  guidelines,  that 
have  forced  premature  discharge 
ol  many  mothers  and  their 
newborns.  By  the  time  you  read 
this,  New  Jersey  law  may  have 
solved  this  problem. 

Two  resolutions  backed  by 
Reference  Committee  D warrant 
emphasis.  The  House  of  De- 
legates approved  resolution  #16, 
asking  that  MSNJ  support  legisla- 
tion to  eliminate  frivolous 
lawsuits.  (It  may  be  asking  too 


much  to  expect  victory  in  this  re- 
gard, but  we  can  hope.)  Resolu- 
tion #22  requested  legislation  to 
insist  that  physicians  who  deny 
coverage  to  our  patients  must  be 
licensed  in  this  state.  I had  be- 
lieved that  the  state  Board  of 
Medical  Examiners  had  this 
power  and  had  ruled  that  utiliza- 
tion and  quality  reviews  by  physi- 
cians constituted  the  practice  of 
medicine,  thus  necessitating 
licensure,  but  apparently  legisla- 
tion is  needed. 

The  House  of  Delegates  con- 
sidered many  other  matters  of 
concern  to  all  of  us.  These  are 
delineated  in  the  report  of  the 
transactions.  Please  give  them 
careful  study.  This  is  your  society 
in  action.  □ Howard  D.  Slobo- 
dan, MD 


Deliberation.  The  act  of  ex- 
amining one’s  bread  to  de- 
termine which  side  it  is  but-  ! 
tered  on. 

C.N.  Parkinson, 
Parkinson’s  Law,  1958 

A committee  is  organic 
rather  than  mechanical  in  its 
nature;  it  is  not  a structure  but 
a plant.  It  takes  root  and  grows, 
it  flowers,  wilts  and  dies,  scat- 
tering the  seed  from  which 
other  committees  will  bloom  in 
their  turn. 

Ambrose  Bierce, 
The  Devil’s  Dictionary, 
1881-1906 
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Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 


For  more  information,  please  contact 

Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  arid  Dover  • Delaware 
New  York  • New  York 


You  Practice 

I'll  Reorganize 
Your  Existing  Office 

Is  your  staff  working  up  to  it's  potential?  Is 
your  office  operating  efficiently?  Are  your 
codes  current?  If  not,  consider  the  turn-key 
method.  Mary  Ann  Hamburger  has 
triumphed  as  the  most  comprehensive  and 
diverse  single  source  for  medical  office  set 
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Implementation  of  the 
Patient  Self-Determination  Act 
in  a community  hospital 

John  J.  Gregory,  MD 
Dorothea  Dunn,  RN,  MS 


After  extensive  staff /community  education,  a New  Jersey 
community  hospital  survey  found  good  compliance  with  the 
Patient  Self-Determination  Act,  but  only  14.8  percent  of  patients 
had  completed  advance  directives,  and  there  was  infrequent 
physician  documentation. 


uch  has  been 
published  regarding 
compliance  with  the 
Patient  Self-De- 
termination Act  (PS DA)  and  the 
prevalence  of  advance  directives 
(AD).1  Most  studies,  however,  are 
from  university  medical  centers, 
outpatient  settings,  and  nursing 
homes  and  were  done  prior  to  the 
1991  PSDA  implementation.2 10 
There  is  little  information  from 
community  hospitals  after 
PSDA.11 12  ' In  1990,  Overlook 
Hospital,  a 589-bed  community 
hospital,  implemented  activities 
in  preparation  for  PSDA:  forms 
and  an  educational  brochure  were 
made  available  in  the  hospital 
lobby  and  in  physicians’  offices;  a 
videotape  was  aired  on  hospital 
closed  circuit  and  local  television; 
30  programs  were  presented  to 
houses  of  worship,  organizations, 
schools,  and  nursing  homes;  and 
monthly  community  workshops 
were  provided  and  attended  by 
more  than  500  people  in  the  first 
six  months.13 

Overlook  Hospital  also  de- 
veloped a policy  to  comply  with 
PSDA  and  the  New  Jersey  Ad- 
vance Directive  for  Health  Care 
Act. 1410  The  hospital  required  in- 
quiry of  all  adult  inpatient  ad- 
missions regarding  the  existence 


of  an  AD,  with  documentation  of 
the  response. 

Procedures  were  implemented 
for  trained  admissions  clerks  to 
make  the  AD  inquiry.  Because  of 
local  unfamiliarity  with  the  term 
“advance  directives,  staff  asked 
“Do  you  have  a living  will?”  No 
attempt  was  made  to  differentiate 
between  instruction  and  proxy 
directives,  but  educational  litera- 
ture was  provided  and  simple 
questions  answered.  Complex 
questions  were  referred  to  a 
social  worker  and  a telephone 
number  was  provided  for  more 
information.  A required  computer 
field,  part  of  the  medical  record 
face  sheet,  was  completed  with 
one  of  four  answers:  Yes,  No, 
Unknown,  or  Under  f8.  Social 
workers  were  responsible  for 
followup  of  unknowns.  Finally, 
the  AD  policy  required  the  physi- 
cian to  determine  and  document 
whether  or  not  the  patient  had  an 
AD. 

This  study  was  to  determine 
compliance  with  the  AD  policy,  to 
identify  problems  with  implemen- 
tation of  PSDA,  and  to  study 
prevalence  of  ADs  among  inpa- 
tients. In  this  paper,  “advance 
directives  and  “living  will  are 
used  interchangeably,  despite  the 
distinction. 


METHODS 

Three  periods  were  studied. 
The  first  period,  from  December 
16,  1991,  to  January  31,  1992, 
began  two  weeks  after  the  ad- 
missions department  inquiry 
began.  The  second  period,  from 
February  15,  1992,  to  April  15, 
1992,  began  when  the  inquiry  was 
expanded  to  the  emergency  de- 
partment (ED).  A third  followup 
period  was  carried  out  from 
September  13,  1992,  to  October 
IT  1992.  For  each  of  the  first  two 
periods,  data  from  all  adult  ad- 
missions were  collected  daily  by 
a research  nurse.  Age,  gender, 
and  response  to  the  AD  query 
were  recorded.  When  the 
response  was  “unknown,”  social 
workers  attempted  to  obtain  the 
answer,  then  changed  the  com- 
puter entry.  For  “yes”  responses, 
charts  were  reviewed  periodically 
until  discharge  to  determine 
whether  the  AD  was  on  the  chart 
and  whether  or  not  there  was 
physician  documentation  regard- 
ing the  AD.  During  the  third 
period,  charts  for  all  “yes 
responses  were  reviewed  and  pa- 
tients or  surrogates  interviewed 
to  determine  the  type  of  AD  and 
whether  or  not  the  initial  inquiry 
had  been  correctly  understood. 

RESULTS 

The  results  of  the  first  two 
surveys  are  shown  in  Tables  1,  2, 
and  3 and  in  the  Figure.  During 
the  initial  survey,  155  of  1,062 
patients  (14.6  percent)  said  they 
had  a living  will,  while  in  the 
second  survey,  328  of  2,193  pa- 
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Table  1.  Age  and  gender 

of  patients  with  and  without 

an  advance  directives  (AD). 

Survey  Period 

1 

No. 

(%) 

II 

No. 

(%) 

1 and 
No. 

II 

(%) 

Total  adult  admissions 

1867 

2636 

4503 

Adult  with  unknown  status* 

805 

(43.1) 

443 

(16.8) 

1248 

(27.7) 

Adults  with  AD 

155 

(14.6)** 

328 

(15.0)** 

483 

(14.8)** 

Adults  with  no  AD 

907 

1865 

2772 

‘Unknown  means  it  was  not  determined  during  the  admission  whether  or  not  the  patient  had 
“Percent  of  admitted  adult  patients  with  an  AD  among  those  with  a known  AD  status. 

an  AD. 

Table  2.  Age  and  gender  of  patients  with  and  without  an  advance  directives  (AD). 

Female  Patients 

Male  Patients 

All  Patients 

No.  Median 
Age 

Mean 

Age±SD 

No.  Median 
Age 

Mean 

Age±SD 

No.  Median 
Age 

Mean 

Age±SD 

With  AD 

242  71 

66.1  ±19.5 

241  68 

66.4  ±14.0 

483  69 

66.2  ±16.9 

Without  AD 

1818  37 

46.9  ±20.7 

954  64 

60. 2±  16.5 

2772  50 

51 .5  ± 20.4 

tients  (15  percent)  said  they  had 
a living  will.  The  number  of 
unknowns  was  reduced  from  43.1 
percent  during  the  first  period 
when  the  inquiry  took  place  in 
the  admissions  department,  to 
16.8  percent  during  the  second 
period  when  the  inquiry  also  was 
done  in  the  ED. 

Combining  patients  from  these 
two  periods,  14.8  percent  of  pa- 
tient said  they  had  an  AD.  Those 
who  had  an  AD  were  older  (me- 
dian age  69  years)  than  those  who 
had  none  (median  age  50  years). 
Overall,  241  of  1,195  males  (20.1 
percent)  compared  to  242  of  2,060 
females  (11.7  percent)  said  they 
had  an  AD  (PC.001).  In  the  60 
years  and  over  age  group, 
however,  22.4  percent  of  females 
and  23.9  percent  of  males  said 
they  had  a living  will.  Among 
1,762  patients  under  age  60  years, 
only  137  patients  (7.8  percent) 
said  they  had  an  AD.  In  contrast, 
among  1,493  patients  age  60  years 
and  over,  346  patients  (23.2  per- 
cent) said  they  had  a living  will 
(PC.001).  The  test  for  the  trend 
of  increasing  prevalence  of  an  AD 
with  advancing  age  group  was 
highly  significant  (Chi  square  = 


263.1,  PC. 0001).  Records  review 
of  483  patients  who  responded 
“yes  revealed  a copy  of  the  docu- 
ment to  be  in  the  chart  in  only 
72  instances  (14.9  percent). 
Documentation  by  the  attending 
physician  regarding  the  AD  was 
found  in  the  chart  in  only  7 cases 
(1.4  percent). 

In  the  followup  survey,  among 
1,270  adult  admissions,  181  pa- 
tients said  they  had  a living  will. 
In  26  of  these  patients,  responses 
could  not  be  evaluated.  Of  the 
remaining  155  patients,  25  pa- 
tients (16  percent)  initially 
responded  inaccurately,  as  de- 
termined by  the  research  nurse. 
Among  the  130  patients  in  whom 
an  AD  was  verified,  28  patients 
(22  percent)  had  an  instruction 
directive  only,  7 patients  (5  per- 
cent) had  a proxy  directive  only, 
and  95  patients  (73  percent)  had 
a combined  directive. 

DISCUSSION 

Despite  our  extensive  efforts  to 
prepare  for  PS  DA,  much  work  re- 
mains to  be  done.  We  are  con- 
vinced that  most  inpatients  re- 
ceive information  on  admission 
and  that  resources  are  in  place  to 


provide  more  information  and  the 
opportunity  to  execute  an  AD. 

Our  procedure  for  followup  on 
patients  with  unknown  status  on 
admission  was  not  completely 
successful:  in  16.8  percent  of  our 
sample  (second  survey),  AD  status 
remained  unknown.  The  majority 
of  these  unknowns  had  been  ad- 
mitted to  the  ED  where  inquiry 
often  is  not  practical  and 
caregivers  are  reluctant  to  ask 
about  ADs,  arguing  it  will  be 
anxiety-provoking.  Also,  in  the 
majority  of  cases  an  AD  does  not 
exist  or  would  not  become 
operative  early  in  hospitalization. 
We  agree  with  others  that  the 
best  time  for  such  discussions  is 
before  hospitalization.0  6 s Unfor- 
tunately, as  reported  in  two  New 
Jersey  studies,  prehospital  ADs 
infrequently  are  prepared  (4  per- 
cent and  5.9  percent).'3  In  order 
to  improve  and  supplement  our 
admission  procedure,  we  have 
added  the  question,  “Do  you  have 
an  advance  directive?  to  the 
nurses’  admission  assessment 
form.  We  believe  that  when  asked 
as  a routine  question,  it  will  be 
nonthreatening  and  there  will  be 
more  time  for  discussion. 
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Table  3.  Influence  of  age  and  gender  on  prevalence  of  advance  directives  (AD)  among  adult  inpatients. 


Age 

Group 

(Years) 

Patients 
in  Survey 

Patients 
with  AD 

Females 
in  Survey 

Females 
with  AD 

Males 
in  Survey 

Males 
with  AD 

No. 

No. 

(%) 

No. 

No. 

(%) 

No. 

No. 

(%) 

18-29 

450 

11 

(2.4) 

390 

8 

(2.1) 

60 

3 

(5.0) 

30-39 

744 

43 

(5.8) 

651 

31 

(4.8) 

93 

12 

(12.9) 

40-49 

273 

31 

(11.4) 

154 

19 

(12.3) 

119 

12 

(10.1) 

50-59 

295 

52 

(17.6) 

129 

19 

(14.7) 

166 

33 

(19.9) 

60-69 

564 

108 

(19.2) 

226 

39 

(17.3) 

338 

69 

(20.4) 

70-79 

548 

137 

(25.0) 

252 

59 

(23.4) 

296 

78 

(26.4) 

80-89 

318 

74 

(23.3) 

213 

48 

(22.5) 

105 

26 

(24.8) 

90-102 

63 

27 

(42.9) 

45 

19 

(42.2) 

18 

8 

(44.4) 

18-59 

1,762 

137 

(17.8) 

1,324 

77 

(5.8) 

438 

60 

(13.7) 

60-102 

1,493 

346 

(23.2) 

736 

165 

(22.4) 

757 

181 

(23.9) 

18-102 

3,255 

483 

(14.8) 

2,060 

242 

(11.8) 

1,195 

241 

(20.2) 

Our  finding  that  only  14.8  per- 
cent of  hospitalized  adult  inpa- 
tients had  an  AD  was  disappoint- 
ing, considering  that  a 1988  U.S. 
survey  indicated  a 15  percent 
prevalence.1.  However,  a 1987 
Gallup  poll  found  that  only  9 per- 
cent of  Americans  had  an  AD  and 
our  experience  among  workshop 
participants  was  that  only  5 per- 
cent had  an  AD.1318  Other  surveys 
after  PS  DA  have  reported 
that  4 percent  to  14  percent  of 
patients  had  ADs  in  university 
hospitals  and  outpatient  set- 
tings.231’ 

The  fact  that  young  people 
were  less  likely  than  older  people 
to  have  ADs  is  shown  in  the 
Figure,  with  2.4  percent  of  pa- 
tients under  age  30  years  having 
an  AD  compared  to  42.9  percent 
of  those  age  90  years  and  over. 
Hare  and  Nelson  studied  52  out- 
patients without  an  AD.19  After 
written  information  and  repeated 
physician-initiated  discussions 
were  provided,  ADs  were  com- 
pleted by  only  8 patients  (15.4 
percent),  all  over  age  45;  none  of 
the  22  patients  under  age  45  com- 
pleted an  AD.  In  contrast,  a 
survey  by  Emanuel  and  col- 
leagues showed  that  in  outpa- 


tients, young  people  expressed  as 
much  interest  in  ADs  as  those 
over  age  65  years.10  These  studies 
reinforce  our  belief  that,  because 
young  people  are  unlikely  to  dis- 
cuss end-of-life  issues,  their  wish- 
es often  are  unknown  in  an  unex- 
pected crisis.18  One  could  argue 
that  ADs  especially  are  important 
for  them  and  that  educational  ef- 
forts toward  this  group  should  be 
intensified. 

We  also  noted  a higher  percent 
of  males  (20.1  percent)  with  ADs 
than  females  (11.8  percent).  We 
believe  this  difference  is  ex- 
plained by  our  larger  number  of 
females  than  males  under  age  40, 
an  age  group  in  which  the 
prevalence  of  ADs  is  small.  By 
contrast,  the  prevalence  among 
males  and  females  age  60  years 
and  over  was  comparable  (23.9 
percent  versus  22.4  percent, 
respectively). 

Our  finding  that  16  percent  of 
patients  misunderstood  the  in- 
quiry indicates  that  the  clerical 
approach  needs  improvement. 
Others  have  delegated  this 
responsibility  to  nurses.81112  Al- 
though nurses  participation  is  es- 
sential, we  have  chosen  not  to 
give  them  full  responsibility  since 


there  are  far  fewer  admission 
clerks  than  nurses,  making  train- 
ing and  evaluation  easier.  Rather, 
we  have  elected  to  use  nurses  to 
supplement  the  initial  inquiry. 
We  think  that  combined  adminis- 
trative and  clinical  approaches 
will  be  required  to  fulfill  the  spirit 
and  the  letter  of  PS  DA. 

A disturbing  study  result  was 
that  when  an  AD  existed,  a copy 
was  found  in  only  15  percent  of 
charts.  Other  studies  in  university 
hospitals  have  found  similar  rates 
of  9 to  12  percent.8  21’  21  Although 
we  did  not  explore  reasons,  we 
know  that  in  many  cases  the  stay 
was  short  and  not  life-threaten- 
ing. Patients,  therefore,  may  not 
have  felt  the  need  to  produce  the 
document.  Furthermore,  the  ad- 
mission request  to  bring  a copy 
may  have  been  forgotten.  In  a 
study  by  Danis  and  colleagues,  a 
copy  of  the  AD  was  found  in  the 
hospital  chart  for  only  one-half  of 
71  hospitalized  nursing  home 
residents  who  had  an  AD  in  the 
nursing  home  chart.4  In  these  pa- 
tients, the  AD  is  more  likely  to 
be  important  and  should  be 
sought  aggressively.  Transfer 
agreements  with  nursing  homes 
should  include  the  AD. 
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Figure.  Prevalence  of  advance  directives  (AD)  among  inpatients  by  age  group.  Numbers  in  bars  represent  total  number 
of  patients  in  each  group. 


We  also  are  concerned  that 
physicians  have  not  documented 
AD  discussions  with  patients.  Our 
finding  of  only  a 1.4  percent 
physician  documentation  of  the 
AD  is  supported  by  a low  rate  in 
the  literature.820  Time  constraints 
as  well  as  physician  discomfort 
and  incomplete  knowledge  of  AD 
laws  and  specifics  may  be  partly 
responsible.  Well-informed  non- 
physician consultants,  as  available 
in  some  institutions,  might  be 
considered  for  assisting  physi- 
cians in  fulfilling  this  role.8 

We  could  easily  infer  that 
PS  DA  has  failed  to  accomplish 
the  objective  of  encouraging  com- 
pletion of  ADs.  Although  early  re- 
ports are  disappointing,  there 
have  been  some  positive  effects. 
Dialogue  and  education  within 
the  health  professions  have  in- 
creased, policies  have  been  de- 
veloped, and  physicians  are  be- 
coming more  aware  of  their  pa- 
tients end-of-life  preferences. 
The  large  number  of  professional 
and  lay  articles  indicates  that 
much  interest  has  been  stimu- 
lated. Families  seem  more  aware 
of  each  other  s wishes,  even  if 


these  wishes  are  not  put  into  writ- 
ing. Health  professionals  need  to 
continue  with  efforts  to  inform  in- 
dividuals of  their  rights  regarding 
health  care  and  to  encourage 
communication. 

The  limitations  of  this  study  in- 
cluded the  assumptions  that  the 
responses  to  the  inquiry  were  ac- 
curate, that  the  prevalence  of  ADs 
among  the  unknowns  may  be  dif- 
ferent from  the  knowns,  and  that 
the  sample  group  was  well 
educated  and  from  a high 
socioeconomic  group. 

CONCLUSION 

Our  results  suggest  that  despite 
careful  preparation,  implementa- 
tion of  PSDA  is  difficult  in  a com- 
munity hospital.  Documentation 
particularly  is  problematic. 
Progress  regarding  ADs  undoubt- 
edly will  require  time,  continued 
education,  combined  clinical  and 
administrative  efforts,  and  innova- 
tive approaches.  M 
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HCFAs  Medicare 
mortality  statistics  for  a 
New  Jersey  hospital 

Anthony  N.  Damato,  MD 
Michelle  Reisner,  MD 
Arehana  Patel,  MD 


We  assessed  the  severity  of  illness  in  40  Medicare  patients  with 
an  acute  myocardial  infarction  to  determine  whether  HCFA’s 
observed-to-predicted  mortality  ratio  was  related  to  quality  of 
care  or  severity  of  illness.  The  authors  present  a study  from 
a New  Jersey  hospital. 


ince  1987,  the  Health 
Care  Financing  Adminis- 
tration (HCFA)  has  pub- 
lished statistics  on  the  an- 
nual adjusted  observed  mortality 
rates  for  all  hospitals  that  care  for 
Medicare  patients.1  Mortality 
rates  are  calculated  at  30,  90,  and 
180  days  postadmission  for 
an  all  causes  category,  eight  in- 
dividual conditions,  and  nine 
procedure  categories.  Unfortu- 
nately, HCFA’s  published  ob- 
served-to-predicted mortality 
ratios  have  been  equated,  by 
some,  with  quality  of  care.  Equat- 
ing observed-to-predicted  mor- 
tality ratios  has  come  under 
strong  criticism  primarily  because 
HCFA’s  mortality  model  excludes 
severity  of  illness  and  is  garnered 
primarily  from  adminstrative  data. 

In  HCFAs  1993  report  on  our 
hospital’s  Medicare  mortality  sta- 
tistics, it  was  reported  that  our 
30-day  observed  mortality  for  the 
condition  of  an  acute  myocardial 
infarction  was  51  percent  above 
the  predicted;  35  percent  versus 
23.1  percent,  respectively. 

In  order  to  determine  whether 
our  higher  observed  mortality  was 
an  issue  of  quality  of  care  or  re- 
lated to  severity  of  illness,  we 
performed  a case-by-case  analysis 
of  the  charts  of  survivors  and 
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nonsurvivors  with  a discharge  di- 
agnosis of  acute  myocardial  in- 
farction. 

METHODS 

Our  hospital  had  909  Medicare 
discharges  in  fiscal  year  1991  with 
an  observed  all  causes  30-day 
mortality  rate  of  13.2  percent; 
total  Medicare  deaths  were  118. 
There  were  14  deaths  among  40 
cases  of  acute  myocardial  infarc- 
tion representing  an  incidence  of 
1 1 .8  percent  of  the  total  Medicare 
deaths.  Of  the  26  cases  that 
survived  more  than  180  days 
postdischarge,  HCFA  omitted  5 
cases  from  analysis.  We,  there- 
fore, compared  14  nonsurvivors  to 
21  survivors. 

The  major  variables  used  by 
HCFA  in  computing  predicted 
mortality  were  age,  gender,  co- 
morbidities, and  hospitalization 
within  the  preceding  six  months. 
Comorbidities  included  cancer, 
chronic  cardiovascular  disease, 
chronic  liver  disease,  chronic 
renal  disease,  chronic  pulmonary 
disease,  cerebrovascular  degen- 
eration, and  diabetes  mellitus. 
Source  and  type  of  admission  that 
had  been  used  in  HCFAs  pre- 
dicted mortality  model  in  past 
years  were  eliminated  as  variables 
in  their  1993  report.  In  addition 


to  these  variables,  we  compared 
severity  of  illness  in  survivors  and 
nonsurvivors.  Indicators  used  in 
assessing  severity  of  illness  in- 
cluded: need  for  cardiopulmonary 
resuscitation  by  emergency  med- 
ical services  prior  to  being 
brought  to  the  hospital;  level  of 
consciousness  at  the  time  of  ad- 
mission; systolic  blood  pressure; 
presence  of  pulmonary  edema; 
need  for  artificial  ventilation; 
need  for  vasopressor  therapy; 
need  for  a temporary  or  perma- 
nent pacemaker;  and  whether  the 
patient  was  designated  do-not- 
resuscitate  (DNR)  by  advance 
directive  or  requested  by  next  of 
kin  or  designated  proxy. 

All  patients  were  admitted  from 
the  emergency  room  directly  to 
the  coronary  care  unit  and  were 
under  the  care  of  board  certified 
cardiologists. 

In  addition  to  our  analysis,  we 
submitted  all  charts  of  nonsur- 
vivors for  independent  review  by 
a board  certified  cardiologist  not 
affiliated  with  our  hospital.  The 
reviewer  was  asked  to  assess  each 
case  as  to  the  quality  of  care 
rendered  and  the  probability  of 
death. 

Statistical  analysis  was  done 
using  the  chi  square  method  and 
t test  for  unpaired  data. 

RESULTS 

Table  1 lists  demographic  and 
other  clinical  data  comparing  the 
14  nonsurvivors  to  the  21  sur- 
vivors. 

There  were  no  significant  dif- 
ferences between  the  two  groups 
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Table  1.  Analysis  of  Medicare  patients  with  myocardial  infarction. 

Nonsurvivors 

Survivors 

P Value 

40  cases 

14 

21 

- 

Males 

Females 

5 (35.7%) 
9 (64.2%) 

12  (57.1%) 
9 (42.7%) 

Average  age  (years) 

76.6  (±8) 

65.3  (±10) 

P<  0.02 

Average  number  of 
comorbid  illnesses 

1.4 

1.3 

NS 

Nursing  home  resident 

2 (14.2%) 

2 (9.5%) 

NS 

Admission  within 
preceding  six  months 

5 (35%) 

9 (42.7%) 

NS 

Signed  out  AMA 

1 (7.1%) 

2 (9.5%) 

NS 

Temporary  pacemaker 

1 (7.1%) 

1 (4.7%) 

NS 

Previous  coronary  artery 
surgery 

1 (7.1%) 

3 (14.2%) 

NS 

Average  LOS  (days) 

4.0 

9.9 

P<  0.05 

Survival  time 
<24  hours 
3-4  days 
6-10  days 

6 (42.8%) 

3 (21.4%) 
5+  (35.7%) 

>180  days 

Made  DNR 
Day  1 
Day  2 
Day  3 

6 (42.8%) 
4 
1 
1 

0 

P<  0.05 

Average  age  of  DNR 
patients 

83.5  yrs 

— 

Average  systolic  BP  on 
admission 

88  mmHg  (± 

27)  143  mmHg 

(±29)P<0.001 

<100  mmHg 
>100  mmHg 

9 (64%) 
5 (35%) 

1 (4.7%) 

20  (95.3%) 

Unresponsive  on  admission 

6 (42.8%) 

0 

P<0.05 

Number  of  patients  requiring 
artificial  ventilation 

8 (57%) 

1 (4.7%) 

P<  0.05 

Number  of  patients  requiring 
vasopressor  therapy 

8 (57%) 

1 (4.7%) 

P<  0.05 

Pulmonary  edema 

9 (64%) 

6 (28.5%) 

P<0.05 

LOS  = Length  of  hospital  stay 
DNR  = Do  not  resuscitate 

AMA  = Against  medical  advice 

regarding  average  number  of 
comorbid  illnesses,  transfers  from 
nursing  homes,  hospitalizations 
within  the  preceding  six  months, 
previous  coronary  artery  surgery, 
signing  out  against  medical  ad- 
vice, or  need  for  temporary 
pacemaker  insertion. 

Significant  differences  between 
the  two  groups  were  observed  as 
regards  average  age,  length  of 
hospitalization,  unresponsiveness 
on  admission,  average  systolic 
blood  pressure  on  admission, 
presence  of  pulmonary  edema  on 
admission,  requirement  for  arti- 
ficial respiration,  the  need  for 
vasopressor  therapy,  and  the 
number  of  patients  designated 
DNR. 

Six  nonsurvivors  (42.8  percent), 
who  were  made  DNR,  were  of  an 
average  age  of  83.5  years;  4 of 
these  patients  were  made  DNR 
within  24  hours  of  admission.  Of 
the  14  nonsurvivors,  6 patients 
(42.8  percent)  died  within  24 
hours  of  admission;  3 of  these  pa- 
tients were  in  the  DNR  category. 

Predicted  versus  observed  mor- 
tality. Table  2 summarizes  those 
essential  parameters  that  defined 
the  severity  ol  illness  in  our 
analysis  of  the  14  nonsurvivors.  In 
our  case-by-case  analysis,  we 
found  that  the  severity  of  illness 
was  of  such  magnitude  that  a fatal 
outcome  was  not  unexpected  and 
of  high  probability  (greater  than 
80  percent)  in  13  of  the  14 
nonsurvivors.  For  case  number 
14,  death  was  not  expected  and 
appeared  temporally  related  to 
administration  of  lidocaine.  We, 
therefore,  calculated  that  our 
predicted  mortality  should  have 
been  32.5  percent  (13  deaths) 
rather  than  the  23  percent  (9 
deaths)  assigned  by  HCFA.  The 
independent  consultant  felt  that 
death  was  highly  predictable  in 
12  of  the  14  nonsurvivors.  The 
consultant  questioned  the  in- 
evitability of  death  in  case  9 and 
agreed  with  our  assessment  re- 
garding case  14.  Thus,  according 
to  the  consultant,  our  predicted 
mortality  should  have  been  30 
percent.  In  either  case,  our 


predicted  mortality  should  have 
been  higher  than  that  assigned  by 
HCFA  and  not  significantly 
greater  than  the  observed. 


The  results  of  this  study  in- 
dicate that  severity  ol  illness  is  an 


important  determinant  of  pre- 
dicted mortality  and  underscores 
the  deficiency  of  the  HCFA 
mortality  model  that  relies  on 
chronic  conditions  and  other  ad- 
ministrative data  in  predicting 
risk  of  mortality.  In  a review  of 
111  medical  records  ol  patients 
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Table  2.  Summary  date  of  nonsurvivors  of  myocardial  infarction. 


Age/Sex  Clinical  Characteristics 

81  yr/F  Sudden  cardiac  death  at  home. 
Unresponsive  on  admission. 
Fixed,  dilated  pupils.  Systolic 
BP  60  mm  Hg.  Artificial 
ventilation.  Made  DNR.  Died  in 
7 hours. 

83  yr/F  Demented,  unresponsive. 

Systolic  BP  90  mm  Hg. 

Severely  dehydrated.  Multiple 
organ  failure.  Made  DNR  on 
admission.  Died  in  10  days. 

90  yr/F  Sudden  cardiac  death  at  home. 
Unresponsive.  Systolic  BP  70 
mm  Hg.  Artificial  respiration. 
Renal  failure,  pulmonary 
edema.  Made  DNR.  Died  in  10 
days. 

84  yr/F  Demented,  unresponsive.  Old 

CVAs.  Made  DNR  on  day  of 
admission.  Pulmonary  edema. 
Died  in  7 days. 

89  yr/F  Unresponsive,  cyanotic  on 

admission.  Systolic  BP  60  mm 
Hg.  History  of  abdominal 
aneurysm.  Severely  anemic. 
Made  DNR.  Died  within  12 
hours. 

DNR  = Do  not  resuscitate 
CVA  = Cerebrovascular  accident 
IAB  = Intra-aortic  balloon 
CA  = Cancer 


Age/Sex  Clinical  Characteristics 

72  yr/F  Unresponsive.  Pulmonary 

edema.  Systolic  BP  80  mm  Hg. 
Artificial  ventilation.  Made  DNR. 
Died  within  24  hours. 

67  yr/F  Transferred  from  another 
hospital  for  IAB  pump- 
persistent  shock  state. 
Developed  multiple  organ 
failure.  Died  in  3 days. 

79  yr/M  Previous  4-vessel  CABG. 

Subsequent  2-graft  occlusion. 
Poor  ventricular  function.  No 
further  surgery  advised. 
Pulmonary  edema.  Died  within 
24  hours. 

73  yr/M  Pulmonary  edema. 

Successfully  resuscitated  from 
three  episodes  of  VF.  Became 
hypotensive  and  required 
artificial  ventilation.  Died  during 
fourth  episode  of  VF.  Died  in  4 
days. 

66  yr/F  Metastic  lung  CA.  Obstructive 
pneumonia.  Significant  weight 
loss.  Signed  out  AMA  on  day  4. 
Died  in  2 weeks. 

Ml  = Myocardial  infarction 
CHF  = Congestive  heart  failure 
Hct  = Hematocrit 
PTA  = Prior  to  admission 


who  died  in  Veteran  Affairs 
Hospital,  Best  and  Cowper  con- 
cluded that  preventability  of 
death  was  strongly  related  to 
physician’s  estimates  of  mortality 
risk  at  admission  rather  than  ob- 
served-to-predicted mortality 
ratios.2  Several  larger  studies  also 
concluded  that  the  inclusion  of 
clinical  variables  more  accurately 
reflects  estimated  risk  of  death.3"6 

It  was  not  until  the  1993 
Medicare  Hospital  Information 
Report  that  HCFA  acknowledged 
that  it  is  inappropriate  to  use  its 
data  to  rank  hospitals  or  as  a 
direct  measure  of  quality  of  care. 
HCFA  and  others  note,  with 
regret,  that  the  data  have  increas- 
ingly come  to  be  regarded 
primarily  as  consumer  informa- 
tion. 

While  the  results  of  this  limited 
study  cannot,  with  certainty,  be 
extrapolated  to  all  other  diag- 


nostic categories  with  a high  ob- 
served-to-predicted mortality 
ratio,  it  does  point  out  the  im- 
portance ol  including  clinical  vari- 
ables in  accurately  determining 
this  ratio.  Furthermore,  our  re- 
sults support  the  concept  that  in 
the  absence  of  clinical  variables 
mortality  ratios  cannot  be  equated 
with  quality  of  care.  H 

REFERENCES 

1.  HCFA:  Medicare  Hospital  In- 
formation Report.  Washington,  DC, 
Government  Printing  Office,  1993. 

2.  Best  WR,  Cowper  DC:  The 
ratio  of  observed-to-expected  mor- 
tality as  a quality  of  care  indicator  in 
nonsurgical  VA  patients.  Medical 
Care  32:390-400,  1994. 

3.  Smith  DW,  Pine  M,  Bailey  RC, 
et  ah:  Using  clinical  variables  to 
estimate  the  risk  of  patient  mortality. 
Medical  Care  29:1108-1129,  1991. 

4.  Green  J,  Wintfeld  N,  Sharkey 
P,  Passman  LJ:  The  importance  ol 


Age/Sex  Clinical  Characteristics 

78  yr/F  Previous  Ml.  Chronic  CHF. 

Pulsatile  abdominal  aneurysm. 
Systolic  BP  90  mm  Hg.  Sudden 
severe  drop  in  Hct.  Requiring 
blood  transfusion.  Persistent 
chest  pain.  Died  in  4 days. 


69  yr/M  Lower  Gl  bleed  one  week  PTA. 
Systolic  BP  90  mm  Hg. 
Pulmonary  edema.  Anemic. 
Sudden  chest  pain,  asystole. 
Died  within  10  hours. 


73  yr/F  Two  previous  Mis.  Chronic 

CHF.  Systolic  BP  50  to  90  mm 
Hg.  Acute  renal  failure. 
Ischemia  colitis.  Developed 
CVA.  Died  in  4 days. 


65  yr/M  Old  CVA.  Recent  bleed  from 
PUD.  Systolic  BP  100  mm  Hg. 
Artificial  respiration.  Lidocaine- 
induced  seizure  followed  by 
asystole.  Died  within  24  hours. 

PUD  = Peptic  ulcer  disease 
VF  = Ventricular  fibrillation 
AMA  = Against  medical  advice 


severity  of  illness  in  assessing 
hospital  mortality.  JAMA  263:241- 
246,  1990. 

5.  Dubois  RW:  Inherent  limita- 
tions of  hospital  death  rates  to  assess 
quality.  Intern  / Tech  Assessment 
Health  Care  6:220-228,  1990. 

6.  Burke  M:  HCFA’s  mortality 

data:  The  controversy  continues. 

Hospitals  66:118,  120,  122,  1992. 


The  authors  are  affiliated  with  the  De- 
partment of  Medicine,  Jersey  City 
Medical  Center.  The  paper  was  sub- 
mitted in  October  1994  and  accepted 
in  December  1994.  Address  reprint  re- 
quests to  Dr.  Damato,  Jersey  City 
Medical  Center,  50  Baldwin  Avenue, 
Jersey  City,  NJ  07304. 


446 


NEW  JERSEY  MEDICINE 


Nationally 
Recognized 
Leadership 
in  Sleep 
Medicine 


The  Only  Sleep  Center 
Accredited  by  the  ASDA  in 
Northwestern  NJ 


The  Sleep  Disorder  Center  of  Morristown  Memorial  Hospital 

has  treated  thousands  of  patients  and  assisted  over  one  hun- 
dred referring  physicians  with  diagnosis  and  treatment  of  sleep 
disorders. 

Utilizing  the  most  advanced  technology  available,  the  Center's 
highly  skilled  technologists  perform  overnight  polysomnogra- 
phy for  diagnosing  sleep  apnea,  narcolepsy,  REM  behavior  dis- 
order, and  restless  leg  syndrome.  Referring  physicians  prompt- 
ly receive  a comprehensive  report  of  all  findings  and  can  rest 
assured  that  patients  are  returned  to  them  for  ongoing  treat- 
ment and  follow-up. 

The  American  Sleep  Disorder  Association  (ASDA)  recently 
granted  full  accreditation  status  to  the  Center  in  recognition  of 
its  fulfillment  of  guidelines  that  include: 

Direction  by  a physician  certified  in  sleep  medicine  and  a 
full  complement  of  polysomnographic  technologists. 
Utilization  of  the  most  advanced  technology  to  perform 
polysomnographic  studies. 

A full  spectrum  of  sleep-wake  disorder  services. 

An  on-going  quality  assurance  program. 


Most  insurance  & managed  care  plans  accepted 


MORRISTOWN  MEMORIAL  HOSPITAL 

SLEEP  DISORDER  CENTER 

95  Mt.  Kemble  Ave.  • Morristown,  NJ  • (201)  971-4567 


Radiology-pathology  conference 
at  Robert  Wood  Johnson 

Medical  School  Salvatore  Desena,  MD 

M.  Stanley  Kron,  MD 
Christopher  Gribbin,  MD 
John  L.  Nosher,  MD 


Angiomyolipoma  is  a benign  tumor  of  the  kidney.  Conservative 
management  of  this  tumor  requires  its  differentiation  from 
hypernephroma.  This  can  be  accomplished  by  identification  of 
the  fat  within  the  tumor  with  CT  scanning.  The  authors  present 
a case  report. 


A 67-year-old  female  pre- 
sented with  one  month 
of  increasing  right-sided 
abdominal  discomfort, 
night  sweats,  and  anorexia.  The 
patient’s  past  medical  history  was 
significant  for  previous  appendec- 
tomy, cholecystectomy,  and  right 
total  hip  replacement.  Physical 
examination  revealed  a healthy 
appearing  woman  with  a palpable 
mass  in  the  right  flank.  Labora- 
tory evaluation  was  noncon- 
tributory. To  further  evaluate  the 
right  flank  mass,  an  abdominal  ul- 
trasound and  computed  tomogra- 
phy (CT)  scan  were  performed. 
Following  this  evaluation,  a right 
nephrectomy  was  accomplished 
without  complication. 

RADIOLOGIC  FINDINGS 

An  abdominal  ultrasound  ex- 
amination demonstrated  a 10x15 
cm  nonhomogenously  hyper- 
echoic  mass  originating  from  the 
right  kidney  (Figure  1).  A CT  scan 
of  the  abdomen  performed  follow- 
ing administration  of  oral  and  in- 
travenous contrast  revealed  an 
11x14  cm  encapsulated,  septate, 
heterogeneous  mass  originating 
from  the  lower  pole  of  the  right 
kidney  (Figure  2A).  This  mass  was 
composed  primarily  of  fat  (Figure 
2B).  The  inferior  vena  cava  and 

Figure  1.  Ultrasound  examination 
from  the  lower  pole  of  the  right 
kidney  demonstrates  a nonhomo- 
geneous  diffusely  hvpereehoie  mass 
(asterisks). 

Figure  2A.  An  1 1 x 14  cm  mass  (open 
arrows)  is  seen  to  arise  from  the  an- 
terior aspect  of  the  right  kidney  (K). 
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right  renal  vein  were  normal,  and 
no  adenopathy  or  metastases  were 
seen. 

PATHOLOGIC  FINDINGS 

The  surgical  specimen  con- 
sisted of  an  11x13x10  cm 
smooth,  yellow,  homogeneous 
mass  with  a reddish,  fibrous 
capsule  (Figure  3).  The  mass 
originated  from  the  lower  pole  of 
the  right  kidney  that  was  resected 
along  with  the  tumor.  Cut  section 
of  the  mass  revealed  areas  of  focal 
necrosis  and  subcapsular  hemor- 
rhage. Microscopic  evaluation 
was  consistent  with  a benign 
neoplasm  composed  of  adipose 
tissue,  thick-walled  blood  vessels, 
and  smooth  muscle.  There  was  no 
cytologic  atypia  or  increased 
mitotic  activity.  The  microscopic 
findings  were  diagnostic  of  a 
benign  renal  angiomyolipoma. 

DISCUSSION 

Renal  angiomyolipoma  (renal 
hamartoma)  is  a benign  mesen- 
chymal tumor  composed  of  tortu- 
ous blood  vessels,  smooth  muscle, 
and  fat,  representing  an  abnormal 
mixture  of  tissue  elements  nor- 
mally found  in  the  kidney.  The 
tumor  arises  from  renal  paren- 
chyma as  a well-encapsulated, 
round  or  oval  mass  measuring  2 
mm  to  20  cm  in  diameter.  The 
majority  of  angiomyolipomas  (80 
percent)  are  isolated,  and  unilat- 
eral, and  occur  most  frequently  in 
females  aged  40  to  60  years.  A 
well-defined  minority  of  angio- 
myolipomas  (20  percent)  are 
found  in  patients,  with  tuberous 
sclerosis.  In  these  patients  the  tu- 
mors most  often  are  multiple  and 
bilateral.  Angiomyolipomas  also 
are  seen  in  patients  with  pul- 
monary lymphangiomyomatosis.1 

Angiomyolipomas  can  be  found 
in  11  percent  of  the  population, 
and  most  often  are  discovered  in- 
cidentally at  autopsy.2  When 
symptomatic,  as  in  the  case  under 
discussion,  patients  with  angio- 
myolipomas  may  present  with  ab- 
dominal pain,  mass,  hematuria, 
and  retroperitoneal  hemorrhage. 
Extension  of  the  tumor  into  the 
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Figure  3.  The  bisected  specimen  demonstrates  a mass  (arrows)  comprised 
mostly  of  fat,  arising  from  the  anterior  aspect  of  the  right  kidney  (K). 


inferior  vena  cava  is  rare  and 
thought  to  represent  local  in- 
vasion and  not  evidence  of 
malignancy.3  Involvement  of  re- 
gional lymph  nodes  usually  is  due 
to  separate  hamartomatous  foci.4 

While  angiomyolipomas,  de- 
pending upon  their  size  and  fat 
content,  may  be  identified  on 
plain  abdominal  radiographs  or 
intravenous  urography,  ultra- 
sonography and  CT  are  the  imag- 
ing studies  of  choice  for  evaluat- 
ing these  tumors.  The  sonograph- 
ic characteristics  of  a renal  angio- 


myolipoma  are  dependent  upon 
the  relative  proportion  of  fat  to 
smooth  muscle  and  angioma- 
tous elements  within  the  tumor. 
The  presence  or  absence  of  tumor 
necrosis  or  hemorrhage  can  affect 
the  sonographic  appearance  as 
well.  The  majority  of  angiomyoli- 
pomas are  hyperechoic  due  to 
their  high  fat  content.5  Angio- 
myolipomas with  a greater  pro- 
portion of  smooth  muscle  or 
necrosis  will  appear  as  hetero- 
geneous lesions  of  low  to  medium 
echogenicity.  A hypoechoic  ap- 
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Figure  2B.  This  mass  (open  arrows)  is  composed  mostly  of  fat  (similar  in 
appearance  to  the  adjacent  retroperitoneal  fat)  and  some  fibrous  septae. 
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pearance  also  has  been  de- 
scribed.6 

The  relative  proportion  of  con- 
stituent tissue  elements  in  these 
tumors  also  provides  for  its 
characteristic  appearance  on  CT. 
Demonstration  of  fat  density 
within  a renal  mass  on  CT,  for 
practical  purposes,  is  diagnostic  of 
angiomyolipoma  since  other  renal 
tumors  containing  fat  such  as 
lipoma,  liposarcoma,  or  teratoma 
are  uncommon.7  Rarely,  cases  of 
renal  cell  carcinoma  may  re- 
semble angiomyolipoma  due  to 
entrapment  of  renal  sinus  fat 
within  the  tumor.8  Such  tumors 
may  demonstrate  intratumoral 
calcium,  a finding  that  is  uncom- 
mon for  angiomyolipomas.  Angio- 
myolipomas  containing  predomi- 
nantly smooth  muscle  cannot  be 
differentiated  from  hyper- 
nephroma on  CT.9  However, 
high-resolution  CT  with  5 mm 
thick  sections  may  detect  small 
amounts  of  fat  in  these  lesions.10 

Angiography  is  of  limited  value 
in  diagnosing  angiomyolipomas  as 
most  findings  are  nonspecific  or 
suggestive  of  malignancy.  Only 
about  f6  percent  of  cases  will 
show  a characteristic  vascular  pat- 
tern of  tortuous  and  dilated  ves- 
sels, with  arterial  aneurysms,  and 
pooling  of  contrast.  The  majority 
of  cases  (68  percent)  will  show 
vascularity  indistinguishable  from 
renal  cell  carcinoma.  The  re- 
mainder will  be  hvpovaseular  due 
to  a paucity  of  angiomatous  tis- 
sue.11 

Angiography  does  have  a role 
in  the  nonsurgical  management  of 
angiomyolipomas,  as  symptomatic 
lesions  or  tumors  that  hemor- 
rhage may  be  treated  with  thera- 
peutic embolization.  Angiomyoli- 
pomas amenable  to  partial 
nephrectomy  frequently  undergo 
preoperative  angiography  to  de- 
lineate their  vascular  supply. 

With  the  capability  to  precise- 
ly differentiate  angiomyolipomas 
from  hypernephromas,  conserva- 
tive management  of  this  benign 
tumor  now  is  possible.  Based  on 
observations  of  the  natural  history 
of  renal  angiomyolipomas,  Steiner 
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recommended  observation  and 
yearly  imaging  of  solitary  lesions 
less  than  4 cm  in  size.12  Lesions 
greater  than  4 cm  also  can  be 
followed  by  interval  imaging  until 
symptomatology  forces  surgical 
resection  or  angiographic  em- 
bolization. Patients  with  tuberous 
sclerosis  can  be  followed  for  small 
and  asymptomatic  lesions,  but  pa- 
tients with  symptomatic  lesions 
greater  than  4 cm  in  size  should 
be  considered  for  immediate  re- 
section or  angiographic  emboliza- 
tion. ■ 
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heart  attack  . . . 
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In  the  evening  and 
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Protection  do  I have?’’ 
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Perforation  of  the  sigmoid 
colon  following  ingestion 
of  a dental  plate 

Bernard  Peison,  MD 
Barry  Benisch,  MD 
Elizer  Lim,  MD 


The  authors  report  on  the  perforation  of  the  sigmoid  colon  in 
a 48-year-old  male  following  the  accidental  ingestion  of  a 
partial  dental  plate.  Sharp,  pointed  objects  may  perforate  the 
bowel  and  surgery  should  be  considered.  A review  of  the 
literature  revealed  no  previously  reported  cases. 


Figure  1.  Dental  plate  in  the  sigmoid  colon  overlying  sacrum. 


A 48-year-old  male  was  ad- 
mitted to  Rahway  Hos- 
pital because  of  an  ac- 
cidental swallowing  of  a 
partial  denture  while  eating  a 
peach.  Physical  examination  es- 
sentially was  negative.  A com- 
plete blood  count  (CBC)  on  ad- 
mission revealed  a white  blood 
count  (WBC)  of  7,200  with  68 
polys,  22  lymphs,  6 mono,  and  4 
eosin.  The  red  blood  count  was 
4.5;  Hgb  was  13.4  gm;  and  Hct 
was  40.  X-rays  of  the  abdomen 
showed  the  denture  to  gradually 
progress  from  the  stomach  to  the 
sigmoid  colon  where  it  remained 
stationary  for  four  days  (Figure  1). 
One  week  later,  the  patient  began 
to  complain  of  severe  abdominal 
pain.  A CBC  revealed  a WBC  of 
14,700  with  76  polys,  13  bands, 
8 lymphs,  2 mono,  and  1 eosin. 
Due  to  the  strong  possibility  of 
perforation  of  the  bowel,  the  pa- 
tient was  brought  to  the  operating 
room  for  an  exploratory  lapa- 
rotomy. At  surgery,  there  was 
perforation  of  the  sigmoid  colon 
with  the  metallic  hooks  of  the 
dental  plate  protruding  through 
the  wall  of  the  intestine.  The 
sigmoid  and  upper  rectum  ap- 
peared to  be  fixed  against  the 
sacrum  by  an  overlying  thick 
band  of  fibrous  adhesion.  The 
patient  underwent  a segmental 
sigmoid  colon  resection  with  end- 
to-end  anastomosis.  Postoper- 
atively,  the  patient  was  dis- 
charged in  good  condition. 

The  specimen  consists  of  a seg- 
ment of  colon,  measuring  6 cm  in 
length.  The  serosal  surface  shows 
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an  area  of  perforation  surrounded 
by  a gray  inflammatory  exudate. 
Upon  opening  the  bowel’s  lumen, 
there  is  a partial  denture  with  one 
of  the  metal  hooks  impinging 
upon  the  wall.  Microscopically, 
there  was  perforation  of  the  wall 
ot  the  colon  with  heavy  acute  in- 
flammatory reaction  and  localized 
acute  peritonitis  (Figure  2). 

DISCUSSION 

The  dangers  of  inadvertently 
swallowing  dentures  have  long 
been  recognized.  It  generally  is 
accepted  that  once  a foreign  body 
impacts  in  the  esophagus  there  is 
little  chance  of  subsequent  spon- 
taneous passage  because  esoph- 
ageal peristalsis  is  not  forceful 
enough  to  expel  a foreign  body. 
Thus,  there  is  a higher  incidence 
of  perforation  in  the  esophagus 
than  elsewhere  in  the  gastroin- 
testinal tract.  Nandi  and  Ong  re- 
ported a series  of  2,394  cases  of 
foreign  body  impactions  in  the 
upper  gastrointestinal  tract,  of 
which  16  events  (0.7  percent)  in- 
volved dentures.1  Bloom  de- 
scribed 60  cases  of  foreign  bodies 
in  the  gastrointestinal  tract.2  The 
foreign  bodies  were  retained  in 


the  esophagus  in  68.3  percent  of 
patients,  in  the  stomach  in  11.6 
percent  of  the  patients,  and  in  the 
colon  or  rectum  in  13.3  percent 
of  the  patients.  Although  most 
swallowed  dental  objects  pass 
through  the  GI  tract  without  com- 
plications, the  potential  exists  for 
serious  medical  problems.  Once 
the  object  reaches  the  stomach, 
uneventful  passage  occurs  in  ap- 
proximately 90  percent  of  the 
cases.3  Expectant  management  is 
utilized  as  long  as  the  patient 
does  not  develop  signs  or 
symptoms  of  obstruction  or 
perforation  and  the  object  con- 
tinues to  move  through  the  GI 
tract.  In  one  series  of  455  cases, 
smooth,  round,  or  disc-shaped  ob- 
jects rarely  produced  complica- 
tions, while  sharp  pointed  objects 
required  surgical  intervention  in 
10  percent  of  cases.4 

When  the  dental  plate  re- 
mained stationary  for  several  days 
in  the  sigmoid  colon,  accom- 
panied by  abdominal  pain  and  an 
elevated  WBC,  the  possibility  of 
bowel  perforation  was  strongly 
suspected  and  at  laparotomy  the 
sigmoid  colon  was  found  to  be 
perforated  with  the  metallic 


hooks  protruding  through  the 
perforation.  The  perforation  prob- 
ably occurred  because  the  sig- 
moid colon  and  upper  rectum 
were  fixed  against  the  sacrum  by 
fibrous  adhesions,  thus  prevent- 
ing the  spontaneous  passage  of 
the  dental  plate  and  giving  rise  to 
the  perforation.  Sharp  pointed 
objects  may  perforate  the  bowel 
and  surgical  removal  should  be 
considered.  I 
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Bernard  S.  Strauss,  MD 


Laser  ablation  of 
prostatic  hypertrophy 


Laser  prostatectomy  offers  the  urologist  a new  tool  for  the 
management  of  symptomatic  benign  prostatic  hypertrophy. 
Future  studies  will  determine  the  long-term  benefits  of  this  new 
procedure  in  a properly  selected  group  of  patients  as  a 
possible  alternative  to  transurethral  prostatectomy. 


Prostatectomy  is  the  sec- 
ond most  commonly  per- 
formed operation  in  the 
Medicare  age  group,  with 
approximately  400,000  proce- 
dures performed  in  the  United 
States  each  year.  Historically,  the 
classic  treatment  for  benign 
prostatic  hypertrophy  (BPH)  was 
the  suprapubic  prostatectomy. 
Beginning  in  the  mid  1930s,  the 
suprapubic  prostatectomy  gradu- 
ally yielded  to  transurethral 
prostatectomy  (TUBP),  which, 
over  the  next  half  of  the  century, 
became  the  gold  standard.  Al- 
though TUBP  was  a significant 
advance  over  open  prostatectomy, 
it  still  required  an  average  of  five 
days  in  the  hospital  and  an  18 
percent  postoperative  morbidity, 
which  included  bleeding,  elec- 
trolyte disturbances,  urethral 
strictures,  bladder  neck  contrac- 
tures, impotence,  incontinence, 
rectal  and  bladder  perforations, 
retrograde  ejaculation,  and  cere- 
bral and  cardiac  events.12  After 
discharge  from  the  hospital,  the 
patient  was  restricted  in  activities 
for  several  weeks  with  a risk  of 
secondary  bleeding  often  requir- 
ing catheterization  and  read- 
mission. 

In  recent  years,  a proliferation 
of  new  modalities  for  the  treat- 


ment of  BPH  has  occurred,  in- 
cluding transurethral  incision  of 
the  prostate  (TUIP),  transure- 
thral laser-induced  prostatotomy 
(TULIP),  intra-urethral  stents  and 
coils,  balloon  dilatation  of  the 
prostatic  urethra,  microwave 
hypothermia,  and  a variety  of 
medications,  most  notably  alpha 
adrenergic  blockade,  e.g.  tera- 
zosin, doxazosin,  hormones,  and 
5-alpha-reductase  inhibitors,  e.g. 
finasteride. 

The  application  of  laser  energy 
to  the  prostate  has  been 
employed  as  an  additional  modali- 
ty for  the  treatment  of  obstructive 
prostatic  hypertrophy.  We  have 
treated  15  patients  with  the 
neodymiurmYAG  (Nd:YAG)  laser 
using  a lateralase  fiber  with  a gold 
alloy  tip.  Our  purpose  was  to 
ablate  prostatic  tissue  and  to 
evaluate  prospectively  the  results 
of  this  treatment. 

PATIENTS  AND  METHODS 

Fifteen  patients  were  evaluated 
for  obstructive  urinary  symptoms, 
including  a complete  history  and 
physical,  with  specific  attention  to 
the  digital  rectal  examination 
(DBE).  Prior  to  treatment,  all 
patients  answered  the  American 
Urological  Association  (AUA) 
symptom  score  to  quantify  the 


severity  of  their  symptoms  (Table 
1).  They  also  were  interviewed 
concerning  sexual  function. 
Prostate-specific  antigen  (PSA) 
determinations  were  performed 
by  the  immunoassay  method 
(Table  2).  All  patients  underwent 
electronic  uroflowmetry,  renal  ul- 
trasonography, and  pelvic  and 
bladder  ultrasonography,  includ- 
ing an  objective  determination  of 
the  prevoid  volume  and  postvoid 
residual  (PVB)  (Table  3). 

Since  tissue  destruction  by 
laser  prostatectomy  occurs  via 
coagulation  necrosis,  the  adenoma 
is  dissolved  and  is  voided  in  the 
urinary  stream  over  a period  of  six 
weeks.  This  material  always  is 
easily  passed,  however,  no  tissue 
is  recoverable  for  histological  ex- 
amination. Thus,  we  relied  on  a 
normal  PSA  and  DBE  to  assume 
the  benignity  of  the  prostate. 
Transrectal  ultrasound  and  ran- 
dom biopsies  to  confirm  this  as- 
sumption were  not  performed. 

All  treatments  were  done 
employing  general  or  regional 
anesthesia.  Patients  were  evalu- 
ated using  a standard  21  F 
cystoscope  with  a 30°  telescope 
and  a single  bridge.  The  prostatic 
anatomy  and  associated  secondary 
bladder  changes  were  noted. 

Standard  laser  safety  precau- 
tions, including  eye  protection  for 
the  operating  room  personnel  and 
the  patient,  were  employed. 

We  used  the  Bard  Urolase  non- 
contact  fiber  with  a 90°  beam 
deflecting  tip  of  7.5  F.  Energy 
was  provided  by  a Nd:YAG  laser 
at  60  watts  in  a continuous  mode. 
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Table  1.  AUA  symptom  index. 


Questions  to  be  answered  Not  at  all 

1.  Over  the  past  month,  how  often  have  you  had  0 

a sensation  of  not  emptying  your  bladder 

completely  after  you  finished  urinating? 

2.  Over  the  past  month,  how  often  have  you  had  to  0 

urinate  again  less  than  two  hours  after  you 

finished  urinating? 

3.  Over  the  past  month,  how  often  have  you  found  0 

you  stopped  and  started  again  several  times  when 

you  urinated? 

4.  Over  the  past  month,  how  often  have  you  found  0 

it  difficult  to  postpone  urination? 

5.  Over  the  past  month,  how  often  have  you  had  0 

a weak  urinary  stream? 

6.  Over  the  past  month,  how  often  have  you  had  0 

to  push  or  strain  to  begin  urination? 

7.  Over  the  past  month,  how  many  times  did  you  0 

most  typically  get  up  to  urinate  from  the  time 

you  went  to  bed  at  night  until  the  time  you  got 
up  in  the  morning? 

Sum  of  7 circled  numbers  (AUA  sympton  score).  (None) 


AUA  Sympton  Score 

(Circle  the  appropriate  number  on  each  line) 


Less  than 
1 time  in  5 

Less  than 
half  the  time 

About  half 
the  time 

More  than 
half  the  time 

Almost 

always 

1 

2 

3 

4 

5 

1 

2 

3 

4 

5 

1 

2 

3 

4 

5 

1 

2 

3 

4 

5 

1 

2 

3 

4 

5 

1 

2 

3 

4 

5 

1 

2 

3 

4 

5 

(1  time) 

(2  times) 

(3  times) 

(4  times) 

(5  times 
or  more) 

A helium-neon  aiming  beam  was 
used  to  identify  the  tissue  target. 
Sterile  water  was  used  as  an  ir- 
rigant. 

The  laser  energy  was  delivered 
at  1 mm  from  the  tissue  at  points 
midway  between  the  bladder 
neck  and  the  verumontanum  at  2, 
5,  7,  and  10  o’clock.  In  those 
glands  over  30  g in  size,  or  with 
a prostatic  urethra  over  4.5  cm,  an 
additional  set  of  four  laser  treat- 
ments was  given,  the  first  close  to 
the  bladder  neck  and  the  second 
closer  to  the  verumontanum. 

Each  area  received  a 60  watt 
burn  for  60  seconds  for  a total 
delivery  of  3,600  joules  of  laser 
coagulation.  The  average  operat- 
ing time  was  20  minutes.  No 
bleeding  occurred  in  any  of  the 
patients.  A #20  F two-way  Foley 
catheter  was  inserted  without  ir- 
rigation. 

In  the  early  experiences,  the 
catheter  was  removed  the  follow- 
ing morning  and  the  patient  was 


observed  for  several  hours  before 
deciding  whether  to  recatheterize 
prior  to  discharge.  However,  it 
became  apparent  that  40  percent 
of  the  patients  were  not  able  to 
void.  This  was  felt  to  be  a result 
of  edema  at  the  bladder  neck. 
Eater  patients  were  discharged 
the  following  day  on  catheter 
drainage,  with  instructions  to  re- 
turn to  the  office  in  72  hours  for 
catheter  removal.  In  the  interim, 
all  of  the  patients  were  main- 
tained on  antibiotics  and  non- 
narcotic analgesics. 

The  patients  were  followed 
postoperatively  and  at  regular  in- 
tervals repeated  the  AUA  symp- 
tom score,  the  flow  studies,  and 
the  ultrasound  postvoid  residual 
determinations. 

RESULTS 

The  results  are  summarized  in 
Table  4.  Twelve  weeks  after  laser 
prostatectomy,  the  mean  symp- 
tom score  fell  from  24  to  12  ml 


per  second  with  a range  of  from 
15  to  30  ml  per  second  preop- 
eratively  to  3 to  20  ml  per  second 
afterward. 

The  mean  peak  flow  rate  pre- 
operativelv  was  6.5  ml  per  second 
with  a range  of  4 to  10  ml  per 
second.  Postoperatively,  this  rose 
to  17.5  ml  per  second  with  a 
range  of  8 to  30  ml  per  second. 

The  mean  ultrasound  measured 
PVR  preoperatively  was  314  cc 
with  a range  of  40  to  1,600  cc. 
After  12  weeks,  this  fell  to  a mean 
67  cc  with  a range  of  0 to  400  cc. 

Three  patients  had  an  element 
of  detrusor  insufficiency  secon- 
dary to  insulin  dependent  dia- 
betes mellitus  and  had  persistent 
obstructive  symptoms  for  several 
months,  postoperatively;  these 
problems  eventually  resolved. 

One  patient  continued  to  have 
significant  frequency  after  the 
procedure  notwithstanding  an  ex- 
cellent flow  rate  and  a zero 
postvoid  residual.  His  symptoms 
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Table  2.  PSA  determinations. 


Patient 

Age 

Prostate  Size 
(DRE) 

PSA 

Time  Since  Surgery 
(Months) 

65 

25 

1.2 

14 

76 

20 

1.7 

23 

60 

25 

3.1 

14 

63 

15 

1.7 

17 

64 

35 

1.3 

13 

53 

20 

0.4 

14 

85 

40 

16.6 

14 

59 

30 

2.4 

17 

73 

25 

3.5 

16 

84 

30 

3.5 

14 

59 

25 

0.7 

13 

80 

15 

1.8 

19 

75 

25 

0.6 

17 

75 

35 

3.2 

14 

58 

20 

0.7 

14 

Table  3.  Postvoid  residual  results. 


AUA 

Flow  rate  ml/sec 

Post-Void 

1* 

'■V 

Symptom  Score 

Pre-Op 

Post-Op 

Residual  Volume 

i.  ' 

i 

> 

Pre-Op 

Post-Op 

Max 

Mean 

Max 

Mean 

Pre-Op 

Post-Op 

25 

8 

4 

2 

8 

5 

140 

58 

28 

13 

10 

5 

20 

11 

120 

10 

HI 

21 

7 

10 

4 

18 

10 

1,600 

400 

1 

27 

16 

10 

9 

17 

9 

100 

38 

bj 

22 

10 

5 

3 

11 

11 

217 

31 

N 

26 

19 

6 

3 

22 

11 

100 

50 

i: 

N 

34 

20 

7 

5 

17 

10 

220 

0 

23 

9 

5 

2 

30 

10 

1,000 

160 

s 

31 

16 

8 

4 

15 

8 

140 

0 

% 

22 

12 

6 

4 

13 

4 

150 

20 

5 

3 

18 

3 

7 

5 

22 

12 

250 

0 

23 

12 

4 

3 

18 

11 

40 

0 

23 

11 

4 

1 

21 

9 

460 

200 

30 

12 

7 

3 

15 

8 

140 

32 

23 

15 

4 

3 

9 

5 

40 

0 

improved  with  the  use  of  mild 
anticholinergics. 

Another  patient  was  on  Cou- 
madin maintenance  for  prophylax- 
is after  a cerebrovascular  acci- 
dent. The  medication  was  main- 
tained during  the  entire  periop- 
erative period  without  incident. 

One  patient  was  in  chronic  uri- 
nary retention  prior  to  surgery 
with  a residual  urine  of  over  1,000 
ee.  Postoperatively,  lie  failed  the 
first  trial  of  voiding  but  eventually 
he  became  catheter-free  with  a 
significant  reduction  in  his 
postvoid  residual,  an  improve- 
ment in  his  symptom  score,  and 
improved  flow  rate. 

No  patient  had  any  intra-  or 
perioperative  bleeding.  There 
were  no  cardiac  or  central 
nervous  system  complications. 
Sexual  function  remained  as  it 
had  been  prior  to  surgery.  There 
were  no  instances  of  incontinence 
after  surgery.  There  were  no  in- 
stances of  TUR  syndrome,  a 
group  of  symptoms  characterized 
by  confusion,  vomiting,  hyper- 
tension, bradycardia,  and  visual 
disturbances.  This  can  occur  in  a 
standard  TURP  even  in  the  ab- 
sence of  hemolysis  and  can  best 
be  explained  on  the  basis  of  dilu- 
tional  hyponatremia. 

The  short  operating  time  and 
minimal  amount  of  irrigating  fluid 
in  the  VLAP  militates  against  this 
problem  occurring. 

DISCUSSION 

Although  nonoperative  therapy 
for  BPH  is  gaining  in  popularity 
and  acceptance,  it  is  estimated 
that  approximately  29  percent  of 
all  men  eventually  will  undergo 
some  form  of  surgical  treatment 
for  BPH. 4-0  Any  new  modality  for 
the  treatment  of  this  disease  must 
be  measured  against  TURP. 
These  determinations  must  take 
into  account  safety,  efficacy,  side 
effects,  long-term  results,  and  the 
cost  of  the  procedure.  The  AUA 
Cooperative  Study  reported  an  18 
percent  immediate  postoperative 
morbidity1  in  their  study  of  3,885 
patients  who  underwent  TURP. 
This  figure  has  not  decreased 


significantly  in  the  past  30  years. 
In  recent  years,  the  application  of 
laser  energy  to  the  prostate  has 
been  employed  with  increasing 
frequency  in  a continuing  effort  to 
reduce  or  eliminate  the  incidence 
of  morbidity  associated  with 
TURP. 

In  1992,  Costello  reported  from 
Melbourne,  Australia  on  an  early 
experience  using  the  urolase  non- 
contact fiber  in  humans.6  Of  the 
17  patients  in  this  study,  none 
had  any  adverse  effects  from  the 
procedure  and  all  had  varying 
degrees  of  improvement  in 
symptom  scores. 


Kabalin,  in  a six-month  analysis 
of  25  patients  randomized  be- 
tween VLAP  and  TLIRP,  did  not 
uncover  any  significant  dif- 
ferences in  either  flow  rates  or 
AUA  scores  between  the  two 
procedures.7  In  addition  to  the 
variable  comparison  and  out- 
comes, the  mean  operating  time 
for  TURP  was  68  minutes  versus 
24  minutes  for  VLAP. 

Dixon  reported  on  a ran- 
domized prospective  double  blind 
study  of  VLAP  (n  = 19)  versus 
TURP  (n  = 23).8  This  study  noted 
decreases  in  the  AUA  symptom 
score;  the  Q max  voiding  flow  rate 
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Table  4.  Results  ofVLAP  in  15  patients  with  prostatic  obstruction. 


Preoperative 

Postoperative 
(13-23  months) 

Average  sympton  score 

24 

12 

(Range  15-30) 

(Range  3-20) 

Mean  peak  flow 

6.5 

17.5 

(Range  1-9) 

(Range  4-12) 

Postvoid  residual 

314 

67 

(Range  40-1600) 

(Range  0-400) 

(the  max  flow  achieved  during  the 
height  of  bladder  contractility), 
and  the  postvoiding  residual  vol- 
ume and  concluded  there  were  no 
statistical  differences  between  the 
two  procedures. 

Costello  and  Schaffer  updated 
their  Australian  experience  to  in- 
clude 120  patients  who  had 
TURP  or  VLAP  during  a 2.5-year 
period.9  The  Q max  of  TURP  pa- 
tients increased  slightly  over  that 
of  VLAP  patients  (19.8  ml  per 
second  versus  16.3  ml  per 
second).  The  mean  symptom 
score  in  TURP  patients  went  to 
6.25  ml  per  second  while  that  of 
other  VLAP  patients  went  to  12.8 
ml  per  second.  Their  conclusion 
was  that  VLAP  was  safe  and  effec- 
tive over  an  extended  period  of 
time. 

VLAP  has  significantly  lower 
complications  compared  to 
TURP.  Kabalin  noted  11.3  per- 
cent urethral  stricture  in  TURP 
versus  0 in  VLAP;  meatal  stenosis 
was  4.8  percent  in  TURP  versus 
1.6  percent  in  VLAP;  impotence 
in  TURP  was  3.2  percent  versus 
1.6  percent  in  VLAP;  and  there 
were  no  instances  of  bladder  neck 
contracture,  transfusion,  clot  re- 
tention, incontinence,  TURP  syn- 
drome, or  prostatitis  with  VLAP. 
Kabalin  reported  significant  im- 
provements in  flow  rate,  postvoid 
residual,  and  AUA  symptom  score 
and  concluded  “laser  prostatec- 
tomy is  equivalent  to  electro- 
cautery prostatic  resection  in 
terms  of  all  objective  and  subjec- 
tive measures  of  outcome  through 
one-year  followup.” 

Another  consideration  relates 
to  the  economics  of  prostatic  sur- 


gery. The  annual  cost  of  surgery 
for  benign  prostatic  disease  in  the 
United  States  has  been  estimated 
at  $5  billion.  Notwithstanding  the 
more  expensive  equipment  used 
for  VLAP — mainly  the  initial  cost 
of  the  Nd:YAG  laser,  which  cur- 
rently averages  $70,000,  and  the 
per  fiber  cost  of  about  $500 — the 
overall  cost  of  VLAP  versus 
TURP  is  significantly  lower. 

The  reasons  for  this  difference 
include  50  percent  shorter  operat- 
ing time,  decreased  length  of 
hospital  stays,  decreased  recovery 
time,  and  few  complications  that 
might  prolong  recovery  time  or 
necessitate  readmission  to  the 
hospital. 

At  this  time,  it  is  not  known 
when,  if  ever,  those  patients  treat- 
ed with  VLAP  will  require  re- 
peated procedures  for  recurrent 
obstructive  symptoms.  If  there  is 
a reoperation  rate  after  VLAP, 
this  obviously  will  affect  cost  con- 
siderations. 

The  present  study  deals  with 
the  experience  of  15  patients  all 
of  whom  had  standard  indications 
for  transurethral  resection  of  the 
prostate.  The  procedure  was 
bloodless  and  was  performed  with 
a very  short  operative  time  and  a 
brief  hospitalization.  All  of  the  pa- 
tients experienced  an  improve- 
ment in  objective  and  subjective 
measurements  of  the  outcome  of 
the  surgery. 

Our  experience  with  laser  abla- 
tion of  the  prostate  holds  promise 
for  this  new  modality  to  provide 
a significant  addition  to  the  urolo- 
gist’s armamentarium  for  the 
treatment  of  prostatic  hyper- 
trophy. At  this  point,  the  balance 


seems  to  favor  TURP  for  im- 
mediate efficacy  and  long-term 
results,  and  VLAP  for  safety,  con- 
venience, and  economic  benefit. 

Improved  technology  and  long- 
term followup  ultimately  will  de- 
termine the  role  of  VLAP  in 
prostatic  disease.  H 
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An  80-year-old  man  with  gastrointestinal  hemorrhage  was 
found  to  have  primary  choriocarcinoma  of  the  stomach  with 
liver  metastases.  Review  of  the  literature  revealed  that  this 
patient  had  the  highest  reported  level  of  beta  human  chorionic 
gonadotrophin. 


Primary  choriocarcinoma 
(CRA)  of  the  stomach  is  a 
rare  occurrence.  Since 
the  first  reported  case  by 
Davidsohn  in  1905,  approximate- 
ly 56  cases  have  been  reported.1 
We  report  an  additional  case  and 
review  the  literature. 

CASE  REPORT 

An  80-year-old  male  presented 
with  malaise,  fatigue,  undeter- 
mined weight  loss,  and  reducible 
left  inguinal  hernia.  Physical  ex- 
amination showed  a palpable  ab- 
dominal mass  and  a hard,  nodular 
liver  4 cm  below  the  costal  mar- 
gin. Stool  tested  positive  for 
occult  blood.  Laboratory  tests 
showed  hemoglobin  was  9.5 
gm/dl  (normal  [N]:  14-17.3  gm/dl); 
hematocrit  was  30%  (N:  41-50%) 
with  mean  corpuscular  volume  80 
fl  (N:  88-95  fl);  white  blood  cell 
count  was  13.2  K cmm  (N:  5-10 
K cmm);  and  platelets  were  548 
K cmm  (N:  140-450  K cmm). 
Blood  chemistry  showed  elevated 
serum  creatinine  1.6  mg/dl 
(N:  0.7-1. 5 mg/dl);  lactate  dehy- 
drogenase was  611  U/L  (N:  66- 
225  U/L);  and  alkaline  phospha- 
tase was  219  U/L  (N:  30-136 
U/L).  One  week  later,  hemo- 
globin was  8.4  gm/dl  and 
hematocrit  was  25%.  He  under- 


went upper  gastrointestinal  bi- 
opsy of  a polypoid  mass  in  the 
lesser  curvature  of  the  stomach. 
Histology  was  reported  as  undif- 
ferentiated carcinoma.  Computed 
tomography  (CT)  scan  of  the  ab- 
domen with  contrast  revealed  a 
lobulated  gastric  mass,  com- 
patible with  carcinoma.  There 


were  multiple  hypodense  lesions 
in  the  liver  indicative  of 

metastases  (Figure  1).  He  had  a 
normal  chest  radiograph,  scrotal 
ultrasound,  and  radionuclide 
bone  scan.  Serum  beta-human 
chorionic  gonadotrophin  (HCG) 
level  was  increased  to  327,560 
mlu/ml  (N:  0-5  mlu/ml)  but 

serum  alpha-fetoprotein  (alpha- 
FP)  and  carcinoembryonic  anti- 
gen (CEA)  were  within  normal 
limits.  m 

Exploratory  laparotomy  and 
hemigastrectomy  were  per-  , 

formed.  The  lesser  curvature  of 
the  stomach  contained  a 7x5x3  li 

M 


Figure  1.  Contrast-enhanced  CT  scan  showing  several  low-attenuation 
metastatic  lesions  (arrows). 


VOL.  92-NUMBER  7 JULY  1995 


459 


Figure  2.  Cross-section  of  the  tumor  showing  fungating  mass  with  focal 
hemorrhagic  area. 


Figure  3.  Tumor  showing  both  cytotrophoblasts  and  syncytiotrophoblasts 
(H&E  x 400). 


cm  fungating,  necrotic,  partially 
hemorrhagic,  firm  tumor  that  in- 
liltrated through  the  muscularis 
propria  and  serosal  layer  (Figure 
2).  Microscopic  examination  re- 
vealed histologic  features  consis- 
tent with  CRA  showing  syncytio- 
trophoblastie  tumor  giant  cells 
and  mononuclear  cytotropho- 
blastic  cells.  There  was  no 
evidence  of  gland  formation 
(Figure  3).  When  stained  with 
anti-HCG  antibody,  the  tumor 
showed  strong  intense  immuno- 
peroxidase  activity  in  syncytio- 
trophoblastic  cells.  Staining  in- 
tensity of  cytotrophoblast  was 
weak  and  varied  from  cell  to  cell 
(Figure  4).  The  tumor  cells  also 
showed  similar  but  weaker  stain- 
ing reactivity  to  anti-alpha-FP 
antibody  stain  and  negative  reac- 
tivity to  CEA.  There  was  ex- 
tensive necrosis  and  hemorrhage. 
Metastatic  tumor  in  a lymph  node 
adjacent  to  the  lesser  curvature 
and  in  the  liver  showed  similar 
histology  and  staining  charac- 
teristics. 

The  patient  elected  to  undergo 
four  cycles  of  chemotherapy.  The 
beta-HCG  was  measured  after 
each  cycle  of  chemotherapy 
(Figure  5).  It  showed  almost 
logarithmic  decrease  over  the  first 
three  cycles  of  chemotherapy.  Re- 
peat CT  scan  of  the  abdomen  re- 
vealed a decreased  size  of  liver 
metastases.  But  the  patient  de- 
veloped a cerebral  infarct  and  ex- 
pired four  months  after  diagnosis 
and  before  the  final  cycle  of 
chemotherapy.  Cerebrospinal 
fluid  (CSF)  examination  the  day 
prior  to  expiration  revealed  beta- 
HCG  of  8 mlu/ml  and  CT  of  the 
head  showed  no  evidence  of 
metastases.  Postmortem  examina- 
tion indicated  no  evidence  of 
tumor  recurrence  in  the  stomach. 
Liver  metastases  still  were 
present.  There  was  no  evidence  of 
tumor  in  the  retroperitoneum  or 
testes.  The  postmortem  examina- 
tion did  not  include  the  brain. 

DISCUSSION 

Nongonadal  CRA  is  uncommon 
and  primary  gastric  CRA  is  very 
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Figure  4.  Immunoperoxidase  stain  with  anti-HCG.  The  syncytiotrophoblasts 
show  strong  positivity  to  the  specific  anti-sera  (dark  granularity). 


rare.2  Increased  incidence  with 
advanced  age  and  male  gender 
$ | has  been  reported.3  Metastases  to 
the  stomach  or  other  sites, 
although  rare,  must  be  excluded.4 
Several  authors  have  reported  a 
total  of  44  eases  of  primary  CRA 
of  the  stomach:  12  eases  had  pure 
CRA  and  36  cases  had  metasta- 
ses.30 We  reviewed  an  additional 
12  cases  reported  in  recent 
literature;246'12  from  these  re- 
ports, 4 cases  had  pure  CRA24  '9 
and  5 cases  had  no  metastases.66 

The  histology  consists  of  two 
elements:  eytotrophoblast  (uni- 

form packed  cells)  and  syncytio- 
trophoblast13  (larger  multinu- 
cleated  cells)  with  positive  beta- 
HCG  stain.14  Villous  formation 
occurs  with  the  latter.13  Beta- 
HCG  positive  cells  usually  are 
located  in  the  antral  mucosa.6 
Mori  noted  that  advanced  gastric 
Ca  showed  a variety  of  histology, 
usually  classified  by  predomi- 
nance of  structure  in  the  tumor.3 
Histological  demonstration  of 
beta-HCG  staining  improved  the 
diagnosis  of  CRA  because  even  in 
mixed  adenocarcinoma  (ACA)  and 
CRA,  the  former  did  not  stain.3 
All  12  cases  we  reviewed  had 
positive  beta-HCG  stain  of  the 
CRA  component. 

Clinical  features  included 
epigastric  pain,469  " weight  loss,'  8 
and  some  form  of  gastrointestinal 
bleeding.'9  Gynecomastia  (the 
only  clinical  finding  of  elevated 
beta-HCG)  was  reported  in  2 of 
12  cases4 ' compared  with  3 of  17 
cases  reviewed  by  Mori.3 

Prognosis  of  CRA  is  poor. 
There  are  no  long-term  survivors. 
Average  survival  is  less  than  two 
months.8 

Our  patient  had  the  highest 
beta-HCG  recorded  of  the  cases 
reviewed:  maximum  level  of 

948,880  mlu/ml.  The  beta-HCG 
responded  to  chemotherapy  by 
approximately  one  log  decrease 
with  each  cycle.  In  comparison, 
we  reviewed  7 of  the  12  patients 
with  elevated  beta-HCG  and  4 
patients  had  a decrease  noted 
with  treatment.3  8 12,15  Also,  we 
noted  an  increase  of  beta-HCG 


prior  to  expiration  in  some  pa- 
tients.3,4,8 

Treatment  for  our  patient  in- 
cluded surgery  and  chemothera- 
py. The  regimen  we  selected  has 


been  used  for  the  treatment  of 
other  extragonadal  malignan- 
cies.16 We  documented  a decrease 
in  serum  beta-HCG  and  bi- 
dimensional  tumor  measurements 
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indicating  a response  to  therapy. 
The  CSF  beta-HCG  level  has 
been  shown  to  correlate  with 
cerebral  metastases  in  CRA.17  It 
is  possible  our  patient  had  early 
cerebral  metastases  despite  nor- 
mal CT  scan  of  the  head.  CRA  of 
the  stomach  is  a rare  malignancy 
that  appears  to  be  chemosensi- 
tive,  demonstrated  by  a decrease 
in  beta-HCG.  H 
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Part  5: 

Memoirs  and  musings 
of  a medic 

Stanton  H.  Sykes,  MD 


In  previous  installments  of  this  essay,  a New  Jersey  physician  looked  back  on  his  start 
in  medicine.  In  this  section,  he  recalls  the  return  to  civilian  life  and  his  start  in  a small- 
town practice.  His  family  grows  and  all  its  members  share  in  the  hectic  atmosphere  of 
a home-based  medical  practice. 


December,  1952— 

My  Army  stint  was  nearly  through. 

Beth  and  I were  heading  home. 

We  had  had  a chance  to  roam. 

But  now  we  yearned  for  U.S.A. 

In  the  year  we’d  been  away, 

My  father’s  health  declined,  I knew; 

My  folks,  and  Beth’s  parents,  too 

Were  in  their  golden  years,  so-called. 
That  expression  may  have  galled 
Our  parents,  if  aware  of  it. 

They  had  been  through  quite  a bit — 

A Great  Depression,  at  their  prime. 

Like  so  many  of  that  time, 

They  had  had  to  do  with  less. 

Just  when  one  might  smell  success 
And  hope  for  some  small  luxury, 

That  scheme  of  things  was  not  to  be. 
They’d  tightened  up  their  belts,  instead. 
Had  seen  that  we  were  clothed  and  fed. 
And  educated,  to  their  limits; 

Yet  their  values  didn’t  dim;  it’s 
A wonder,  but  their  generation 
Largely  felt  their  ailing  nation 
Was  still  the  best;  they  muddled  through. 
Felt  certain  credos  still  held  true; 

Most  of  them  eschewed  the  isms, 

Avoided  devastating  schisms 
That  ruptured  some  societies — 

A generation  of  propriety  — 

Were  they  simply  too  naive? 

Would  we  do  well  to  so  believe? 

Actually,  there  was  one  ism 
They  embraced — called  stoicism. 

At  any  rate,  now  Beth  and  I 


Felt  it  was  past  time  to  hie 
Ourselves  toward  our  native  shore. 

We  d be  able  to  do  more 
In  supporting  those  home  folks 
In  their  declining  years;  their  yokes 
We  hoped  to  lighten  up  a bit 
But,  to  tell  the  truth  of  it. 

We  soon  found  ourselves  engrossed 
In  our  old  self-centered  ways, 
Postponing  or  forgetting  most 
Of  the  expressions  and  the  deeds 
We  had  planned,  when  far  away. 

In  truth,  there  were  some  simple  needs 
That  I could  easily  have  met — 

More  embraces,  more  time  spent 
Together;  I guess  such  regret 
Is  commonplace;  the  next  years  went 
Swiftly  by;  our  folks  passed  on  — 

The  chance  to  translate  good  intent 
Into  deed  forever  gone. 

After  years  of  study,  test, 

Travels  East  and  travels  West, 

Three  as  intern,  resident. 

Five  years  Army  duty  spent, 

Ten  years  in  all  of  effort  bent 
Toward  achieving  competence, 

At  least  enough  to  make  some  sense 
Out  of  patient’s  chief  complaint, 

We  found  a town  considered  quaint 
In  which  to  take  up  residence. 

We  learned,  soon  after  hanging  shingle, 
One  didn’t  quickly  get  to  mingle 
With  the  old  guard  of  the  town; 

It  took  a while  to  get  around. 
Eventually  we  got  a single 
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Invite,  had  a chance  to  mingle 
At  a Christmas  Eve  affair; 

Some  interesting  folks  were  there. 

Some  of  these  would  then  extend 
Invites  of  their  own  — new  friends 
Th  us  made;  and  then  a service  club 
And  opportunities  to  rub 
Elbows  on  some  more  occasions 
With  folks  of  various  persuasions. 

Soon  Beth  was  asked  to  play  some  bridge 
With  Helen,  Kitty,  Ruth,  and  Midge. 

Not  one  to  trump  her  partner’s  aces, 

She  got  to  play  on  steady  basis. 

She  also  learned  about  the  lives 
Led  (endured)  by  doctors’  wives  — 
Delayed  or  interrupted  meals, 

After  midnight  phone  appeals. 

This  taxing  way  of  life  derives 

From  having  home  and  office  blended  — 
A practice  which,  now  nearly  ended. 

Was  not  uncommon  when  I started. 

With  home  and  practice  matters  parted. 
The  doctor’s  family  is  defended 
Against  the  doorbell’s  ring,  at  dawn; 

Or  chaotic  carrying  on 
Of  schizophrenic,  just  downstairs; 

Or  desperate  dope  addict  who  dares 
To  knock,  dissembling  stone  colic; 

Or  the  chronic  alcoholic 

Who  playfully  breaks  the  wall  with  fist. 

This  is  just  a partial  list 

Of  the  thrills  the  doctor  s kin 

Are  intimately  involved  in, 

With  home-office  situation. 

True,  it’s  quite  an  education 
For  the  doctor’s  wife  and  kids, 

But  marriage  might  go  on  the  skids 
If  this  day  and  night  exposure 
Doesn  t have  a finite  closure. 

And,  yes,  medicine  was  tougher 
When  we  didn’t  have  the  buffer 
Of  answering  machine  or  service. 

After  while  we  all  grew  nervous 
Every  time  we  heard  a bell. 

My  young  son,  who  knew  quite  well 
My  after-hours  response  to  rings, 
Responded,  once,  to  ting-a-lings, 

By  exclaiming  "Jesus  Christ! 

“What  made  you  say  that?  It’s  not  nice!’ 
Beth  scolded;  junior  held  his  ground; 
“Whenever  Daddy  hears  the  sound 
Of  phone  bells,  that  is  what  he  says!’’ 

He  had  a point,  there,  I confess. 

Patients  soon  were  at  our  door. 

Several,  though,  were  the  hard  core 


Of  those  who  owed  all  over  town. 
Others  came  who’d  gained  renown 
As  having  illnesses  galore, 

In  short,  hypochondriacs, 

Who  had  test  results  in  stacks 
From  other  docs  who’d  given  up. 

Such  patients  often  fill  the  cup 
Of  doc  who  just  put  shingle  up. 

In  lieu  of  forcing  them  to  quacks, 

It’s  better  to  sit  down  and  try 
To  educate  them,  explain  why 
Their  colons  expel  gas  and  rumble. 
Why  they  shouldn’t  quickly  tumble 
Under  x-rays  every  time 
They  expel  a little  slim. 

Are  my  words  indelicate? 

Med  students  will  find  out — just  wait! 

Six  days  a week  saw  office  hours; 

After  while  this  schedule  sours! 
Patients  came  at  day’s  first  light, 

Again  in  afternoon,  at  night. 

Over  a 12-hour  span. 

When  morning  stint  was  o’er,  I ran 
To  hospital  some  12  miles  west. 

I was  lucky  to  be  blessed 
With  youthful  energy  and  zest, 

And  recuperative  powers. 

When  the  evening  hours  were  through 
There  might  be  a house  call  or  two, 
Sometimes  out  five  miles  or  more. 

We  asked  five  dollars,  door  to  door. 

But  sometimes  that  amount  was  due 

Weeks  or  months  past  the  event. 

After  several  bills  were  sent 
We  sometimes  gave  up  the  attempt. 
For  doctor’s  bills  some  had  contempt; 
Others  didn  t have  a cent 

To  spare  for  unexpected  ills; 

Some  patients  paid  the  store  for  pills, 
But  left  the  doctor  in  the  lurch. 

It’s  troubling  to  go  back  and  search 
Through  the  list  of  unpaid  bills. 

Some  patients  even  struck  a deal 
Whereby  the  fixings  of  a meal 
Were  traded  for  an  office  call. 

It  may  have  been  some  corn,  in  fall, 

Or  chicken,  feathers,  feet,  and  all; 

One  lady  paid  me  in  strawberries, 
Another  with  a peck  of  cherries; 

For  one  fond  of  fruit,  I feel 
Apples  carry  more  ap-peal. 

In  spending  we  weren  t profligate. 
Un-needed  items  had  to  wait 
Until  we  built  up  our  account; 

Even  then,  a large  amount 
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Would  cause  deliberate  debate. 

We’ve  told  our  kids,  ad  nauseam, 

About  how  cautious  we’d  become. 

Growing  up  in  Great  Depression. 

They  d often  get  a blank  expression. 

Saying,  “Sure,  but  now  I need  some 

Dough,  to  go  to  Ticketron. 

You  shouldn’t  waste  your  time  upon 
Dredging  up  your  tough  childhood; 

Your  child  will  say,  “You  had  it  good  — 

Now  pure  air  and  water  s gone 

And  we’ve  got  the  deficit; 

Your  generation  saw  to  it 
That  we  will  always  be  in  hock!” 

Or,  perhaps  he’ll  gently  mock. 

Or  repeat  and  stretch  your  stock 
Hardship  tale  of  “shoes  that  split 
As  you  walked  five  miles  to  school,  , 

Through  a blizzard  cold  and  cruel. 

Struggling  home  again  at  night 
To  do  homework  by  candlelight. 

Grateful  for  your  bowl  of  gruel. 

With  office  opened,  I was  offered 
A nursing  home  job;  what  was  proffered 
As  recompense  was  modest  sum. 

But  I was  ready  to  succumb 
To  any  chance  to  fill  the  coffer, 

At  that  stage  of  my  career. 

I visited  this  home  for  years. 

The  patients  mostly  indigent, 

Stooped  old  ladies,  shuffling  gents. 

With  no  egg  nest,  or  small  one,  spent 
Down  to  nothing  so  they  d fit 
The  welfare  scale;  most  had  true  grit. 

But  some  were  overcome  with  fear. 

I tried  to  comfort,  be  protector, 

And  was  named  as  the  director. 

We  had  a dedicated  staff. 

Which  worked  hard,  took  some  time  to  laugh — 
Except  when  infamous  inspector 

Made  the  rounds  and  pried  and  fussed. 

While  we,  observing,  fumed  and  cussed. 

On  balance,  the  rewards  were  great. 

My  years  there  I appreciate. 

And  that  stint  will  be  discussed 
Further  in  this  poem,  I trust. 

Opening  my  office  door 
I could  tell  what  was  in  store 
Before  the  patients  were  in  view — 

Often  odors  gave  a clue. 

Of  Farmer  Brown  I could  be  sure 
If  strong  smell  of  cow  manure. 

Mixed  with  other  fumes  of  barn, 

Wafted  cross  the  room  to  warn. 


A uriniferous  aroma 
Signaled  visit  from  Naomi, 

Who  had  some  problems  with  control; 

While  the  smell  of  oil-soaked  clothes 
Quickly  lead  me  to  suppose 
A worker  had  sliced  up  his  hand 
In  machine  shop  owned  by  Dan. 

Also,  it  was  very  plain 
When  our  patient  was  Elaine. 

She  was  good  at  arts  and  crafts. 

But  didn’t  o’er  indulge  in  baths  — 

Or  perhaps  it  was  her  scant 
Use  of  anti-perspirant. 

(We  won't  go  into  Miss  Fee’s  stoma.) 

We  knew  we’d  talk  with  Mrs.  Harris 
When  we  noted  cheap  perfume 
Permeating  all  the  room. 

Passion  Pit  and  Nights  in  Paris 
Were  her  two  most  potent  scents. 

She  once  caused  asthma  in  two  gents 
Who  were  waiting — near  spelled  doom. 

This  crisis  caused  her  great  alarm. 

So  I took  her  by  the  arm 
And,  trying  to  be  diplomatic, 

I said,  “It  s not  the  aromatic 
Nature  of  your  scent  that  choked; 

Your  fragrance  simply  over-stoked 
The  dying  embers  of  their  fires! 

(Talk  about  your  shameless  liars!) 

“So,  in  the  future,  Ellen,  dear, 
just  dab  vanilla  neath  your  ear. 

I became  the  school  physician  — 

Not  a widely  sought  position  — 

The  older  doctor  in  the  town 
Had  most  likely  turned  it  down. 

But  the  job  fit  my  condition. 

Having  a few  loans  to  pay, 

Including  mortgage  through  V.A. 

The  school  work  wasn’t  really  tough — 

Lots  of  “turn  your  head  and  cough,” 

To  see  if  lads  were  fit  to  play. 

Got  to  check  the  throats  and  ears 
Of  hundreds  — thousands  — through  the  years. 
The  athlete’s  welfare  caused  concern. 

So  I took  a course,  to  learn 

Of  strains  and  sprains  and  football  gear. 

I helped  the  school  coordinate 
Its  policies  with  state  mandate, 

As  to  checkup’s  frequency. 

And  handling  of  delinquency 
When  parents  didn’t  vaccinate 

Their  kids,  as  per  the  regulation. 

We  delved  into  sex  education. 

Involving  the  community 
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As  to  what  the  course  should  be. 

Some  held  this  a school  obligation; 

Others  expressed  consternation 
At  what  they  called  role  usurpation. 

They  felt  parents  should  decide 
How  to  tell  and  how  to  guide 
As  to  what  and  where  and  why. 

And  feared  the  school  would  just  provide 
Too  much  “how”— that  kids  would  try 
Copulation  by  the  book. 

A number  of  townspeople  took 
The  floor  in  heated  dissertation. 

One  Catholic  mother,  who  expressed 
Opinions  as  to  what  was  best 
To  include  in  sex  instruction. 

Had  from  her  marriage,  the  production 
Of  12  bright  children,  without  rest. 

She  nixed  contraception  teaching. 

Didn’t  think  this  should  be  reaching 
Students,  in  curriculum; 

This,  of  course,  offended  some. 

And  threatened  to  produce  a schism. 

One  observer,  till  then  mum, 

Said,  “One  needs  more  than  sense  ol  rhythm 
For  mating  dances  to  be  done! 

For  36  years,  every  fall. 

Came  preparation  for  football. 

Coming  through  the  line  for  screening 
Could  be  embarrassing,  demeaning 
For  the  freshman,  ‘specially  one 
Whose  growth  spurt  had  not  begun. 

He  d hang  back  and  fumble  towel; 

When  told  to  drop  his  shorts,  he  d scowl; 
And  when  I d say,  “Try  coughing,  son. 

The  older  guys  would  find  great  fun 
In  his  discomfiture,  and  howl. 

Some  of  my  friends  from  times  pre-war 
Showed  up,  occasionally,  at  our  door. 

We’d  swap  some  yarns,  get  up  to  date, 

As  to  this  and  that  one’s  fate, 

Hoping  there  would  be  no  more 
Additions  to  Grim  Reaper  s score. 

My  buddy,  Jim,  survived  the  war 
And  all  sub  service  had  in  store. 

He  came  back,  married,  settled  down. 

No  longer  will  we  paint  the  town 
As  we  did  those  days  before 

We  went  off  at  our  country’s  beckoning. 
There’s  been  a heavy  reckoning, 

For  Jim,  from  wartime’s  wear  and  tear — 

The  clues:  a head  of  snow-white  hair. 

Once  jet  black;  a general  lessening 

Of  his  carefree  ways  of  old; 

And,  I think,  if  truth  be  told. 


Some  restless  nights  and  troubled  sleep, 

Wherein  past  perils  of  the  deep 

Come  flashing  back  — the  times  when  cold 

Opaque  sea  was  all  around 
And  all  hands  awaited  sound 
Or  shudder,  shock,  of  depth  charge  blast, 
Wondering  how  long  they’d  last, 
Wondering  how  hearts  can  pound 
So  hard,  while  breathing  is  on  hold. 

Such  memories  were  well  controlled 
By  Jim,  in  waking,  conscious  state. 

Now  and  then,  though,  he’d  relate 
A longing  for  sweet  sleep  of  old. 

In  place  of  bouts  of  fitful  slumber 

And  dreams,  too  frequent  to  give  number, 

In  which  cold  seas  engulf,  enfold. 

We  got  our  practice  off  the  ground; 

Then,  in  a year  or  so,  Beth  found 
That  she  was  pregnant  once  again. 
Considering  the  heartache,  pain 
She  had  experienced  twice  before, 

We  worried — what  might  be  in  store 
For  her  attempt  this  time  around? 

Our  lives  at  least  were  now  more  stable, 
And  Beth  was  ready,  willing,  able 
To  carry  through;  in  mid-September 
Came  a day  to  long  remember. 

She  brought  forth  a baby  girl. 

Complete  with  lusty  cry  and  curl 
In  light  brown  hair,  and  brown  eyes,  too. 
Beth  and  baby  had  come  through! 

Now  all  we  needed  was  a label. 

The  next  three  years  went  swiftly  by — 
Familiar  cycle — sleep,  eat,  cry, 

Check  to  see  if  wet  or  dry. 

Then  in  fifty-nine,  July, 

Twenty-eight,  to  be  exact. 

Another  player  joined  the  act — 

A boy,  who  by  the  age  of  one, 

Resentful  that  things  must  be  done 
For  him  by  beings  who  were  older, 
Stepped  out  on  his  own,  grew  bolder 
Week  by  week;  by  age  of  two 
There  wasn  t much  he  couldn’t  do; 

When  he  approached  the  age  of  three, 

He  clearly  wanted  to  be  free. 

He  showed  a penchant  to  explore, 

Soon  climbing  to  the  upper  floor; 

Next,  he  traveled  out  the  door; 

A picket  fence  around  the  yard 
Didn’t  serve  to  long  retard 
His  progress  round  the  neighborhood 
And  out  into  the  fields  and  woods. 

He’d  stay  in  sight  a little  while 
In  the  supermarket  aisle, 

Then  he  d vanish  in  a minute, 
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To  reappear  at  pickle  barrel, 

Up  to  his  shoulder,  fishing  in  it  — 

Result:  damp,  dirty,  dill  apparel. 

Placed  into  the  shopping  cart 
He  was  a master  at  the  art 
Of  reaching  out  and  helping  self 
To  any  item  on  the  shelf 
Whose  bright  package  caught  his  eye. 

Our  little  girl  was  more  refined. 

Her  development  defined, 

I suppose,  by  much  protection  — 

The  long-sought  first-born  child  connection. 
Also,  we  tended  to  consign 
Her  to  projects  more  benign. 

And  to  stress,  encourage  less  of 
Any  actions  deemed  aggressive; 

For,  at  that  time  in  “hystery 
(The  discipline  that  seeks  to  trace 
The  female  role  through  time  and  space) 
There  was  still  a little  mystery 
About  a girl,  and,  though  endowed 
With  certain  perks,  twas  not  allowed 
That  she  compete  on  equal  terms 
As  to  what  she  does  and  earns. 

Alas,  one  looks  around  and  learns 
That,  today,  the  rules  have  changed: 
Women’s  roles  are  rearranged; 

The  perks  are  down,  the  need  is  great 
For  women  to  participate 
In  the  workforce — yet  expected 
To  stay  domestically  connected. 

Earnings  aren’t  commensurate 
With  this  altered  social  state. 

Now  we  find  that  it’s  too  late 
To  change  the  breeding  of  the  ’50s, 

Make  little  women  into  swifties 
Who  can  function  as  exec. 

On  the  other  hand,  by  heck, 

I wouldn’t  want  to  change  a speck 
Of  our  daughter’s  qualities! 

Both  kids  gave  us  raison  d’etre  — 

To  rear  and  steer  and  feed,  et  cetera. 

Poor  Beth  bore  the  brunt  of  rearing. 

Since  I was  in  the  office,  peering 
Down  a throat,  or  sitting,  hearing 
All  the  ills  of  Mrs.  Jones  — 

How  she  ached  in  all  her  bones  — 

Or  treating  Mr.  Samuel  s stones. 

Than  an  interval  with  phone, 

While  Beth  struggled,  all  alone. 

But  she  didn’t  seem  to  mind; 

She  had  finally  come  to  find 

The  blessed  joys  — ? — of  motherhood. 

The  pre-school  days  went  swiftly  by; 

First  day  of  school  came  — shoes  to  tie, 

Hair  to  comb  and  things  to  zip; 


Then  Mom  took  small  hand  in  grip 
And  showed  our  girl  the  route  she’d  ply 

Daily,  for  the  next  few  years. 

Possibly  a few  quick  tears 

Were  brushed  aside,  along  the  way. 

But  both  of  them  survived  the  day. 

Our  daughter  did  well  with  her  peers, 

As  far  as  academics  went. 

But  the  periods  that  she  spent 
On  playing  field  were  not  much  fun. 

Like  her  parents,  she  was  one 
To  lose  the  pop-flv  in  the  sun; 

Wasn’t  good  at  batting  balls; 

And  got  to  hear  repeated  calls 
Of  “Gee — you  made  us  lose  again! 

But  when  they  had  a race,  she  ran 
As  fast  as  any — maybe  pent 
Up  frustration  given  vent. 

Our  son  was  somewhat  cavalier 
Regarding  studying,  I fear; 

Not  that  he  failed  — he  did  quite  well  — 
But  also  raised  a little  hell. 

And  sometimes  beat  the  final  bell 
In  leaving  school  grounds,  senior  year. 

And  then  our  girl  was  college-bound. 

Soon  after,  boy’s  turn  came  around. 

Again,  1 think  our  girl  would  pound 
The  books  more  fiercely  than  the  lad. 
Again,  his  marks  were  not  that  bad, 

But  there  was  room  to  have  them  bettered 
I believe  his  frat  house  fettered 
His  studies;  later  on  he  found 

A prof  who  drew  him  more  to  science. 

And  he  practiced  more  compliance 
With  studies;  it  was  not  too  late; 

He  went  on  to  graduate — 

B.S.,  S.R.  (self-reliance). 

Our  girl’s  degree  preceded  his. 

She  wouldn  t call  herself  a ‘‘whiz,’ 

I'm  pretty  sure,  for  she  worked  hard 
For  all  the  high  marks  on  her  card. 

The  result:  we  saw  our  Ms. 

Get  honors,  with  her  sheepskin  prize. 

Four  years  earlier,  tears  in  eyes, 

We’d  sent  her  off,  for  higher  learning. 
How  the  calendar  keeps  turning! 

Your  gal  is  grown  up,  dad  — surprise! 

Part  6 will  appear  in  an  upcoming  issue. 

This  article  is  the  fifth  in  a series  of  ten 
articles;  the  sixth  article  will  appear  in 
an  upcoming  issue.  Address  reprint 
requests  to  Dr.  Sykes,  428  Third 
Street,  Belvidere,  NJ  07823. 
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J&M  MANAGEMENT 
SERVICES,  INC. 

Are  you  sure  your  billing  and  collection 
approach  is  maximizing  cash  flow?  If 
not,  we  can: 

• Receive  maximum  reimbursement  on 

insurance  claims 

• Optimize  insurance  timing 

• Create  positive  activity  on  each  and 

every  patient  account 

JfieM  Management  Services,  Inc.  is  a full 
service  billing  and  collection  company  of- 
fering healthcare  providers  the  most  suc- 
cessful approach  to  claims  management 
available. 

(908)  563-0707 

Fax  (908)  563-0325 


UPDATE  IN  INTERNAL  MEDICINE,  1995 

JULY  30-AUGUST  4,  1995 
New  York  City,  NY 

Sponsored  by 

Departments  of  Medicine  of  Columbia  Presbyterian 
Medical  Center,  New  York  and  Beth  Israel  Hospital, 
Boston. 

This  course  includes  sessions  to  help  candidates 
prepare  for  the  INTERNAL  MEDICINE  BOARDS  or  the 
RECERTIFICATION  EXAMINATION. 

For  further  information  and  registration  contact: 

Lori  Gershaw 
Phone/Fax:  617-324-2202 


Princeton  Pain  Management  Center 

Leslie  M.  Greenberg,  M.D.,  Director 

A Multidisciplinary  Approach  to  Pain 

Coordinated  By  Board  Certified,  Harvard  Trained 
Anesthesiologists  In  a Caring,  Supportive  Atmosphere 

727  State  Road,  Princeton,  NJ  08540 
609-683-9779 


Name  

Company/Institution 


This  publication  is 
available  in  microform 


University  Microfilms  International 
reproduces  this  publication  in  microform:  micro- 
fiche and  16mm  or  35mm  film.  For  information 
about  this  publication  or  any  of  the  more  than 
13,000  titles  we  offer,  complete  and  mail  the 
coupon  to:  University  Microfilms  International, 
300  N.  Zeeb  Road,  Ann  Arbor,  MI  48106.  Call 
us  toll-free  for  an  immediate  response: 
800-521-3044.  Or  call  collect  in  Michigan, 
Alaska  and  Hawaii:  313-761-4700. 

□ Please  send  information  about  these  titles: 
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Microfilms 

International 


Address  

City  

State Zip. 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A regular  meeting  ol  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  April  29,  1995,  at  the 
Trump  Taj  Mahal  Casino/Resort, 
Atlantic  City-  Detailed  minutes 
are  on  file  with  the  secretary  of 
your  county  society.  A summary 
of  significant  actions  follows. 

Report  of  the  president.  An- 
nounced the  promotion  of  Neil  E. 
Weisfeld  to  deputy  executive 
director. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  the  MSNJ 
Student  Association;  and  the 
Medical  Alliance  to  the  Medical 
Society  of  New  Jersey. 

Executive  director’s  report. 

Noted  the  following  items:  MSNJ 
is  focusing  on  managed  care  or- 
ganizations to  ensure  that  ques- 
tions being  asked  on  their  appli- 
cations are  in  compliance  with  the 
Americans  with  Disabilities  Act 
(ADA);  the  Consumer  Health 


Network  was  put  on  ten  days’ 
notice  of  litigation  for  declining 
MSNJ’s  request  to  alter  their 
physician  application  form  to 
comply  with  ADA;  a contribution 
of  $9,500  ($1  per  member)  is 
being  made  to  the  proposed 
American  Medical  Association 
litigation  center  to  protect  physi- 
cians’ rights;  and  New  Jersey 
physicians  received  initial  notice 
of  the  regulation  concerning 
Medicare/Medicaid  dual  eligibles, 
and  a mailing  is  anticipated  that 
will  contain  specific  instructions 
to  be  followed  by  physicians  in 
the  retroactive  collection  of 
monies  owed  to  them. 

JEMPAC/MedAC.  Heard  that 
four  hospitals  in  Monmouth 
County  are  making  donations  to 
MedAC  as  is  West  Jersey 
Hospital. 

New  business.  Will  refer  to  the 
New  Jersey  State  Department  of 
Health  via  MSNJ  s Council  on 


Public  Health,  Dr.  Cinotti’s  idea 
that  MSNJ  physician  services 
could  be  volunteered  in  an 
emergency. 

Retiring  members.  Thanked 
the  following  retiring  Board  of 
Trustees  members:  Joseph  N. 
Micale,  MD;  Bernard  Robins, 
MD;  Gerald  H.  Rozan,  MD; 
Abraham  D.  Ruiz,  MD;  and 
Stephen  Sun.  □ 

* * * * 

A reorganization  meeting  of  the 
Board  of  Trustees  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
was  held  on  May  3,  1995,  at  the 
Trump  Taj  Mahal  Casino/Resort 
in  Atlantic  City.  Detailed  minutes 
are  on  file  with  the  secretary  of 
your  county  society.  A summary 
of  significant  actions  follows. 

Introduction  of  new  officers. 

Welcomed  the  following  new 
members:  Anthony  P.  Caggiano 


1995-1996 

MSNJ  Board  of  Trustees 
Meeting  Schedule 


July  16,  1995 
September  17,  1995 
October  15,  1995 
November  19,  1995 


December  17,  1995 
January  SI,  1996 
February  18,  1996 
March  17,  1996 


April  14,  1996 
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Jr,  MD,  president-elect;  Carl 
Restivo,  Jr,  MD,  first  vice-presi- 
dent; R.  Gregory  Sachs,  MD, 
second  vice-president;  George  J. 
Hill,  MD,  secretary;  Eileen  M. 
Moynihan,  MD,  treasurer;  Bessie 
M.  Sullivan,  MD,  member;  and 
Robert  S.  Rigolosi,  MD,  member. 
Also  noted  the  following  introduc- 
tions: Robert  Bayly,  MD,  Medical 
Specialty  Societies  representative; 
and  Ravi  D.  Goel,  student 
representative. 

Referrals  from  the  1995  House 
of  Delegates. 

1.  Resolution  #1  — Managed 
Care  Profits  for  Graduate 
Medical  Education  and  Re- 
search. Referred  to  the  Council 
on  Legislation. 

2.  Resolution  #7  — Point-of- 
Service  Option.  Referred  to  the 
Council  on  Legislation,  to  the 
AMA  for  submission  of  a resolu- 
tion to  the  AMA  House  of  Del- 
egates, and  to  staff  for  inclusion 
in  the  Policy  Compendium. 

3.  Resolution  #10 — AMA  Vot- 
ing Disclosure.  Referred  to  the 
staff  for  study  and  referred  to  the 
AMA  Delegation  for  submission 
of  a resolution  to  the  AMA  House 
of  Delegates. 

4.  Resolution  #12 — Financial 
Conflict  of  Interest.  Referred  to 
staff  for  inclusion  in  the  Policy 
Compendium. 

5.  Resolution  #15 — Process 
Reform.  Referred  to  the  AMA 
Delegation  for  submission  of  a 
resolution  to  the  AMA  House  of 
Delegates. 

6.  Resolution  #30  — MSNJ 
Task  Force  on  Silent  PPOs.  Re- 
ferred to  staff  for  implementation. 

7.  Substitute  Resolution 
#32  — Restrictions  on  Economic 
Credentialing  and  Resolution 
#37 — Economic  Credentialing. 
Referred  to  the  Council  on  Com- 
munications for  implementation 
and  to  staff  for  inclusion  in  the 
Policy  Compendium;  also,  referred 
the  third  resolved  to  the  Hospital 
Medical  Staff  section  and  all  three 
resolveds  will  be  referred  to  the 
AMA  Delegation  for  submission 
of  a resolution  to  the  AMA  House 
of  Delegates. 


8.  Resolution  #33  — Bur- 
densome Coding.  Referred  to  the 
AMA  Delegation  for  submission 
of  a resolution  to  the  AMA  House 
of  Delegates. 

9.  Resolution  #42— The  Fu- 
ture of  New  Jersey  Medicine. 
Referred  to  the  Council  on  Com- 
munications. 

10.  Resolution  #43  — Image  of 
the  Medical  Profession.  Referred 
to  the  AMA  Delegation  for  sub- 
mission of  a resolution  to  the 
AMA  House  of  Delegates. 

11.  Resolution  #2  — Liability 
Coverage  for  Retired  Physicians. 
Referred  to  staff  for  implementa- 
tion. 

12.  Resolution  #5  — Billing  by 
the  AMA.  Referred  to  the  AMA 
Delegation  for  submission  of  a 
resolution  to  the  AMA  House  of 
Delegates. 

13.  Resolution  #6  — Direct 

Fee-for-Service.  Will  send  a let- 
ter to  the  commissioner  ol  in- 
surance and  referred  to  the  AMA 
Delegation  with  the  request  that 
a letter  be  sent  to  the  AMA  re- 
questing that  implementation  be 
accomplished  by  the  drafting  of 
model  legislation. 

14.  Resolution  #9 — Premium 
Dollars  for  Health  Care.  Re- 
ferred to  the  Council  on  Legisla- 
tion and  to  staff,  with  the  recom- 
mendation that  the  information 
be  sought  from  the  Department 
of  Insurance  and  published,  if 
possible,  in  NEW  JERSEY  MED- 
ICINE. 

15.  Resolution  #17 — Generic 
Versus  Proprietary  Drugs.  Re- 
ferred to  staff  for  inclusion  in  the 
Policy  Compendium  and  to  the 
Council  on  Legislation. 

16.  Resolution  #19  — Copy 
and  Review  of  Office  Medical 
Records.  Referred  to  staff  for  re- 
port and  recommendation. 

17.  Resolution  #24  — En- 
dorsement of  Physicians  Health 
Care  Associates  (PHCA)  and 
Commitment  to  Education  in  the 
Role  of  Health  Care  Coopera- 
tives. Will  hear  from  represen- 
tatives of  PHCA  at  the  July  Board 
of  Trustees  meeting. 

18.  Resolution  #25  — Occupa- 


tional Safety  and  Health  Admin- 
istration. Referred  to  staff  for 
study  and  to  the  AMA  Delegation 
for  submission  of  a resolution  to 
the  AMA  House  of  Delegates. 

19.  Resolution  #26  — Elimina- 
tion of  Medical  Waste  Regula- 
tions. Referred  to  the  Council  on 
Legislation  and  to  the  Council  on 
Public  Health. 

20.  Resolution  #44  — Man- 

aged Care  Complaint  Bureau. 

Referred  to  the  Council  on  Com- 
munications for  study  and  report. 

21.  Resolution  #46 — Medica- 
tion Supply.  Referred  to  staff  for 
preparation  of  a Board  of  Trustees 
letter  to  the  commissioner  of  in- 
surance and  to  the  AMA  Delega- 
tion for  submission  of  a resolution 
to  the  AMA  House  of  Delegates. 

22.  Substitute  Resolution 
#3  — Insurance  Prenotification. 
Referred  to  the  presidents  of  New 
Jersey  hospital  medical  staffs  and 
to  staff  for  preparation  of  a Board 
of  Trustees  letter  to  the  com- 
missioner of  insurance. 

23.  Substitute  Resolution 
#4  — National  Committee  for 
Quality  Assurance  (NCQA).  Re- 
ferred to  staff  and  the  Policy  Com- 
pendium will  be  amended  to  de- 
lete any  specific  reference  to 
NCQA.  ’ 

24.  Substitute  Resolution 
#8  — Early  Hospital  Discharge 
of  Newborns.  Referred  to  staff  for 
inclusion  in  the  Policy  Compen- 
dium. 

25.  Resolution  #11 — Compo- 
sition of  the  HMO  Advisory 
Committee.  Referred  to  staff  for 
preparation  of  a Board  of  Trustees 
letter  to  the  commissioner  of 
health. 

26.  Substitute  Resolution 
#13 — Truth  in  Advertising  for 
Managed  Care.  Referred  to  Dr. 
Patricia  G.  Klein,  Dr.  Fred  M. 
Palace,  and  Neil  E.  Weisfeld  for 
appropriate  action. 

27.  Substitute  Resolution 
#14  — Physician  Advocacy.  Re- 
ferred to  staff  for  preparation  of 
a Board  of  Trustees  letter  to  the 
commissioner  of  health. 

28.  Resolution  #18 — Prohibit 
Transfer  of  Patients  for  In- 
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surance  Purposes.  Referred  to 
staff  for  preparation  of  a Board  of 
Trustees  letter  to  the  com- 
missioner of  health. 

29.  Resolution  #29  — Pre- 

certification by  FAX.  Referred  to 
staff  for  the  preparation  of  Board 
of  Trustees  letters  to  the  com- 
missioners of  health  and  of  in- 
surance. 

30.  Resolution  #31  — Mill- 
iman  and  Robertson  Guidelines. 

Referred  to  the  Council  on  Com- 
munications, to  the  staff,  and  to 
the  AMA  Delegation  for  sub- 
mission of  a resolution  to  the 
AMA  House  of  Delegates;  also, 
the  staff  will  prepare  a Board  of 
Trustees  letter  to  the  Department 
of  Insurance. 

31.  Resolution  #35  — Re- 
corded Dialogue  with  Managed 
Care  Plans.  Will  supply  to  MSNJ 
membership  educational  materi- 


als on  the  permissibility  of  record- 
ing telephone  calls. 

32.  Resolution  #45— Ambu- 

latory Care  Utilization  Manage- 
ment Guidelines.  Referred  to 
staff  for  dissemination  of 
guidelines  to  MSNJ  membership. 

33.  Substitute  Resolution 
#16 — Tort  Reform.  Referred  to 
the  Council  on  Legislation. 

34.  Resolution  #20  — Same 

Specialty  Review.  Referred  to  the 
Council  on  Legislation. 

35.  Resolution  #21  — Patient 
Protection  for  Course  of  Treat- 
ment. Referred  to  the  Council  on 
Legislation. 

36.  Resolution  #22-NJ 
Licensure  for  Health  Insurance 
Medical  Directors.  Referred  to 
the  Council  on  Legislation. 

37.  Resolution  #23  — Limit 

Retroactive  Denials.  Referred  to 
the  Council  on  Legislation. 


38.  Substitute  Resolution 
#27 — Managed  Care  Companies 
and  Uncompensated  Care  and 
Resolution  #28  — Physicians’  Un- 
compensated Care.  Referred  to 
the  Council  on  Legislation. 

39.  Resolution  #34  — MSNJ- 
Generated  FAX  Network.  Re- 
ferred to  staff  for  implementation. 

40.  Resolution  #38  — Board 

Eligibility.  Referred  to  staff  for 
inclusion  in  the  Policy  Compen- 
dium and  for  preparation  of  a 
Board  letter  to  the  specialty 
boards. 

New  Business.  Voted  unani- 
mously to  endorse  and  support 
Palma  E.  Formica,  MD,  for  re- 
election  to  a third  term  on  the 
AMA  Board  of  Trustees  in  1996. 
Also,  endorsed  the  candidacy  of 
Michael  J.  Doyle,  MD,  for  trea- 
surer of  the  American  Academy  of 
Family  Physicians.  O 


MEDICAL  ALLIANCE  TO  MSNJ 


On  May  5,  1995,  a grassroots 
call  to  action  was  received  on  As- 
sembly Bill  A-2224,  that  would 
require  hospital  insurance  cov- 
erage, with  certain  exceptions,  to 
provide  for  a minimum  of  48 
hours  of  hospitalization  for 
mothers  and  newborns.  The  bill 
later  was  amended  to  exempt  in- 
surance companies  from  the  48- 
hour  minimum  coverage  if  they 
provided  postdelivery  care  at 
home.  On  May  1,  1995,  the  bill 
again  was  amended  on  the  As- 
sembly floor  to  define  post-de- 
livery care  as  a minimum  of  three 
home  visits  — day  one,  day  two, 
and  day  five  following  delivery. 
Members  of  the  Medical  Alliance 
to  MSNJ  (MAMSNJ)  were  noti- 
fied by  fax,  telephone,  and  mail, 
to  encourage  their  assembly 
persons  to  support  this  bill. 
MAMSNJ  members  made  tele- 
phone calls,  wrote  letters,  and  en- 
couraged patients  to  write  letters 
and  make  telephone  calls.  Several 
letters  were  printed  in  the 
editorial  section  of  local 
newspapers  and  Sussex  County 
President  Louisa  Johnson  had  an 
article  published  motivating  her 


community  to  strongly  support 
this  bill.  A final  effort  was  made 
by  MAMSNJ  just  before  the  vote 
and  the  bill  passed  successfully  in 
the  Assembly.  The  bill  now  is  on 
its  way  to  the  Senate. 

On  Monday  June  12,  1995,  at 
MSNJ  headquarters  in  Lawrenee- 


ville,  the  blending  of  the  old  and 
new  leaders  took  place.  At  a mini- 
confluence brought  together  by 
chair  Josie  Ragasa,  county  presi- 
dents and  their  executive  commit- 
tees met  with  the  state  leadership 
committee.  They  learned  how  to 
run  a meeting,  how  to  compile  a 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 
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budget,  the  puzzle  of  AMA-ERF, 
how  to  get  around  Trenton,  and 
the  art  of  getting  published  in 
print  or  film.  They  also  were  in- 
troduced to  exciting  new  com- 
munity health  projects  and  given 
handouts.  Everyone  went  away 
informed  and  inspired. 

A disaster  relief  fund  was 
formed  to  help  the  victims  of  the 


UMDNJ  REPORT 


UMDNJ  commencement.  The 
University  of  Medicine  and  Den- 
tistry of  New  Jersey  (UMDNJ) 
conferred  professional  degrees 
and  certificates  on  986  students, 
the  largest  class  in  history,  at  its 
22nd  annual  commencement  cer- 
emony. UMDNJ  presented  hon- 
orary doctor  of  science  degrees  to 
Dr.  Ada  Sue  Hinshaw,  dean  of 
the  School  of  Nursing  at  the  Uni- 
versity ol  Michigan;  Dr.  Robert 
Petersdorf,  immediate  past-presi- 
dent of  the  Association  of  Ameri- 
can Medical  Colleges;  and  Dr. 
David  Satcher,  director  of  the 
Centers  for  Disease  Control  and 
Prevention.  Dr.  Joseph  Boyle,  III 
was  presented  the  Distinguished 
Alumnus  Award.  He  is  a faculty 


bombing  in  Oklahoma  City.  Over 
$1,400  was  forwarded  to  the 
Oklahoma  Medical  Alliance.  In 
addition,  the  Burlington  County 
Medical  Alliance  and  the  Burl- 
ington County  Medical  Society 
worked  to  raise  approximately 
$2,225  to  help  families  who  had 
lost  their  breadwinners.  These 
two  projects  were  part  of  a eoali- 

member  at  UMDNJ-New  Jersey 
Medical  School  and  UMDNJ- 
Graduate  School  of  Biomedical 
Sciences. 

The  commencement  marked 
UMDNJ’s  25th  anniversary. 
Since  1970,  UMDNJ  has  grad- 
uated nearly  13,000  physicians, 
dentists,  nurses,  research  scien- 
tists, and  public  health  and  allied 
health  professionals. 

UMDNJ's  Board  of  Concerned 
Citizens.  The  UMDNJ-Board  of 
Concerned  Citizens  celebrated  its 
25th  anniversary  at  a dinner.  The 
Board,  which  comprises  Newark 
area  residents,  business  leaders 
and  professionals,  and  UMDNJ 
students  and  staff,  serves  as  a 
bridge  between  UMDNJ’s 


tion  formed  by  Congressman  Jim 
Saxton  and  other  citizens  that  ul- 
timately raised  more  than 
$100,000.  □ Christine  Kline, 

president 


Newark  campus  and  the  com- 
munity. 

Among  its  many  important  ac- 
tivities, the  group  organizes  com- 
munity-based health  care  services 
such  as  primary  care  screenings 
and  dental  and  eye  care  clinics. 

I was  proud  to  be  honored  at 
the  event,  along  with  Dr.  Carroll 
M.  Leevy,  for  service  to  UMDNJ. 
Dr.  Leevy,  who  is  professor 
emeritus  of  medicine  at  UMDNJ- 
New  Jersey  Medical  School,  is 
celebrating  his  50th  year  as  a 
physician.  He  is  the  scientific 
director  at  UMDNJ’s  Liver 
Center.  □ Stanley  S.  Bergen,  Jr, 
MD,  president 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Simhjadri  Kompella  Sastry,  MD, 

15A  Lakeview  Ave.,  Leonia,  NJ 
07605.  Andhra  Medical  College 
1976.  Board  certified  (IM).  Board 
eligible  (GASTRO).  Solo  or 
partnership.  Available. 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 


University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 

Internal  Medicine 

T.S.  Krishnaswamy,  MD,  P.O.  Box 
98765,  Tacoma,  WA  98498.  Jipmer 
Medical  School  (India)  1962.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

Ashwin  N.  Trivedi,  MD,  71  Webster 
St.,  Floral  Park,  NY  11001.  Baroda 
Medical  College  1980.  Board 
eligible.  Group  or  solo.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 
certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Psychiatry 

Dorothy  Brozek,  MD,  MSN,  200  E. 


Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Group  or  partnership.  Board 
eligible.  Available. 

Surgery 

Steven  W.  Schierman,  MD,  13440 
N.  44th  St.,  Apt.  2016,  Phoenix,  AZ 
85032.  Columbia  University  1987. 
Board  eligible.  Group,  association, 
partnership.  Available. 

Urology 

Richard  P.  Campo,  MD,  1130  McIn- 
tyre, Ann  Arbor,  MI  48105.  Mt.  Sinai 
School  of  Medicine  1989.  Available. 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  ol 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tifie  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  New  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns, 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 

Jersey  Medicine 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings. 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol—  K. 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  New 
Jersey  Medicine  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastecto m y . NJ  MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  New  Jersey  Medicine , 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  D 


M 
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Medical  Society  of  New  Jersey 

is  proud  to  support 


With  Karen  Hasby 


A live,  interactive  talk  show 
featuring  health  experts  from  across  New  Jersey 
to  answer  your  questions  about  health  promotion 
and  disease  prevention. 

TUNE-IN 

MONDAYS  AT  9:00  PM 

only  on 


THE  NEW  JERSEY  CHANNEL 

Chonnels  23/50/52/58  & all  New  Jersey  cable  systems 


NEW  JERSEY  MEDICINE 


IN  MEMORIAM 


MARGARET  A.  CLARK 


Woodcliff  Lake  resident 
Margaret  Aymar  Clark,  MD,  died 
on  October  10,  1994,  at  the  age 
of  78.  Dr.  Clark  was  born  on  July 
23,  1916,  in  Woodcliff  Lake,  and 
was  graduated  from  Columbia 
University  College  of  Physicians 
and  Surgeons,  New  York,  in  1943. 
Dr.  Clark  received  a New  Jersey 
medical  license  the  following 


year.  She  completed  an  intern- 
ship at  Bellevue  Hospital,  New 
York,  and  Hackensack  Hospital. 
An  obstetrician  and  pediatrician. 
Dr.  Clark  practiced  in  Ridgewood 
and  Woodcliff  Lake,  and  was  af- 
filiated with  Hackensack  Hospital 
and  Valley  Hospital,  Ridgewood. 
Dr.  Clark  was  a member  of  our 
Bergen  County  component. 


EMIL  DUL 


We  have  received  word  of  the 
death  of  Clifton  resident  Emil 
Dul,  MD,  on  January  20,  1995. 
Dr.  Dul  was  born  on  January  11, 
1916,  in  Passaic.  He  was  grad- 
uated from  Georgetown  Universi- 
ty School  of  Medicine,  Washing- 
ton, DC,  in  1942,  and  received  a 
New  Jersey  medical  license  in 


1946.  Dr.  Dul  was  a general  prac- 
titioner, specializing  in  abdominal 
surgery;  he  maintained  an  office 
in  Garfield  and  was  affiliated  with 
Passaic  General  Hospital.  Dr.  Dul 
was  a member  of  our  Bergen 
County  component.  Dr.  Dul 
served  in  the  United  States 
military  during  World  War  II. 


ROBERT  T.  DUNN 


Word  has  been  received  of  the 
death  of  Robert  Thomas  Dunn, 
MD,  on  October  25,  1994.  Dr. 
Dunn  was  born  on  November  16, 
1921,  in  Paterson.  He  was 
awarded  a medical  degree  from 
New  York  Medical  College  in 
1949.  He  completed  an  internship 
and  a residency  at  St.  Vincent's 
Hospital,  New  York,  and  received 
a New  Jersey  medical  license  in 


1952.  Dr.  Dunn  was  a cardiologist 
with  offices  in  Packanack  Lake. 
He  was  affiliated  with  Chilton 
Memorial  Hospital,  Pompton 
Plains,  and  Paterson  General 
Hospital.  Dr.  Dunn  was  a 
member  of  our  Passaic  County 
component  and  of  the  American 
Medical  Association.  Dr.  Dunn 
was  a captain  in  the  United  States 
Air  Force  from  1951  to  1953. 


DAVID  R.  MEISEL 


Eighty -five-year-old  David 

Bertram  Meisel,  MD,  of  Lauder- 
hill, Florida,  passed  away  on  Oc- 
tober 7,  1994.  Dr.  Meisel  was  a 
family  practitioner  in  Newark.  He 
was  born  on  December  13,  1908, 
in  Newark,  and  was  graduated 
from  New  York  Medical  College, 
New  York,  in  1934.  He  received 
a New  Jersey  medical  license  the 
following  year.  During  his  long 
medical  career.  Dr.  Meisel  was 
president  of  the  medical  staff  at 
Doctors'  Hospital,  New  York;  was 
affiliated  with  Newark  Beth  Israel 


Medical  Center  and  Lutheran 
Memorial  Hospital,  both  in 
Newark  and  Irvington  General 
Hospital;  and  was  a physician  for 
the  Newark  Department  of 
Health.  He  was  a member  of  our 
Essex  County  component  and  of 
the  American  Medical  Associa- 
tion, and  a fellow  of  the  American 
Geriatric  Society  and  of  the 
American  Academy  of  Family 
Practice.  Dr.  Meisel  served  in  the 
United  States  military  during 
World  War  II. 
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GEORGE  J.  RASKIN 


Born  on  August  21,  1907,  in 
New  York  City,  George  Joseph 
Raskin,  MD,  passed  away  on 
November  13,  1994.  Dr.  Raskin 
was  awarded  a medical  degree 
from  the  University  of  St.  Louis 
School  of  Medicine,  Missouri,  in 
1933.  He  completed  an  internship 
at  Knickerbocker  Hospital  and 
Morrisania  City  Hospital,  both  in 
New  York.  Dr.  Raskin  completed 
a residency  at  Harlem  Hospital 
and  Morrisania  City  Hospital, 


both  in  New  York.  Dr.  Raskin 
received  New  York  and  New 
Jersey  medical  licenses  in  1934 
and  1948,  respectively.  During 
his  career  as  a family  practitioner. 
Dr.  Raskin  maintained  a practice 
in  New  York  City  and  Woodcliff 
Lake.  He  was  affiliated  with 
Pascack  Valley  Hospital,  West- 
wood.  Dr.  Raskin  was  a member 
of  our  Bergen  County  component 
and  of  the  American  Medical  As- 
sociation. 


STEPHEN  REPTA 


We  have  been  informed  of  the 
death  of  Stephen  Repta,  MD,  on 
October  12,  1994.  He  was  born 
on  April  14,  1915,  in  Newark  and 
resided  in  Union  for  over  60 
years.  Dr.  Repta  was  graduated 
from  Jefferson  Medical  College, 
Philadelphia,  in  1939.  During  his 
medical  career  as  a family  practi- 
tioner and  anesthesiologist,  Dr. 
Repta  maintained  a practice  in 
Union  since  1946;  was  the  physi- 


cian for  Union  Township  from 
1947  to  1981;  and  was  an  anes- 
thesiologist at  Overlook  Hospital, 
Summit.  Dr.  Repta  was  affiliated 
with  Alexian  Brothers  Hospital, 
Elizabeth  General  Medical  Cen- 
ter, both  in  Elizabeth,  and  Saint 
Barnabas  Medical  Center,  Liv- 
ingston. Dr.  Repta  was  a major  in 
the  United  States  Army  Medical 
Corps  during  World  War  II. 


JESSE  SCHULMAN 


General  surgeon  Jesse  Schul- 
man,  MD,  passed  away  on 
September  29,  1994,  at  the  age  of 
74.  He  was  born  on  May  9,  1920, 
in  Brooklyn,  New  York,  relocating 
to  Lakewood  in  1922.  Dr. 
Sehulman  was  a 1945  graduate  of 
Jefferson  Medical  College,  Phila- 
delphia. Dr.  Sehulman  completed 
an  internship  at  the  Hospital  of 
Jefferson  Medical  College,  Phila- 
delphia, and  a residency  at  Doc- 
tors Hospital,  New  York.  Dr. 
Sehulman  was  one  of  Ocean 
County’s  first  surgeons;  he  prac- 


ticed in  the  county  throughout  his 
medical  career.  Dr.  Sehulman 
was  chief  of  surgery  at  Kimball 
Medical  Center,  Lakewood.  He 
assisted  with  the  establishment  of 
Ocean  County  College’s  night 
school  program  for  nurses  to 
further  their  education.  Dr. 
Sehulman  was  a member  of  our 
Ocean  County  component  and  of 
the  American  Medical  Associa- 
tion. He  also  was  a fellow  of  the 
International  College  of  Sur- 
geons. Dr.  Sehulman  was  a World 
War  II  veteran. 


WILLIAM  F.  THORNLEY 


We  regret  to  announce  the 
death  of  William  Francis  Thorn- 
ley,  MD,  on  November  17,  1994. 
Dr.  Thornley  was  born  on  Oc- 
tober 31,  1910,  in  Newark.  He 
was  graduated  in  1935  from 
Harvard  Medical  School,  Boston, 
and  received  a New  Jersey 
medical  license  in  1937.  Dr. 
Thornley  was  an  obstetrician  and 
gynecologist,  and  practiced  in 


Maplewood.  Dr.  Thornley  was  af- 
filiated with  The  Hospital  Center 
at  Orange  and  Saint  Barnabas 
Medical  Center,  Livingston.  Dr. 
Thornley  was  a member  of  our 
Essex  County  component,  of  the 
American  Medical  Association, 
and  of  The  Academy  of  Medicine 
of  New  Jersey.  Dr.  Thornley 
served  in  the  United  States  Army 
during  World  War  II. 
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BOOK  REVIEWS 


ij  BECOMING  A PSYCHIATRIST 


Robert  Klitzman,  MD.  New 
York , NY,  Simon  and  Schuster , 
1995.  In  the  popular  and  aca- 
demic traditions,  respectively,  of 
David  Viscott,  MD,  a psychiatrist, 
and  Donald  Light,  PhD,  a sociolo- 
gist, Robert  Klitzman,  MD,  has 
written  a book  about  the  process 
and  experience  of  completing,  or 
surviving,  psychiatry  residency 
training,  and  of  becoming  a psy- 
chiatrist. Unlike  his  predecessors, 
however,  Dr.  Klitzman  does  not 
present  his  story  with  an  orienta- 
tion, a bias,  or  an  axe  to  grind;  he 
simply  tells  it,  in  a detailed, 
thoughtful,  readable,  and  not  ex- 
plicitly critical  way. 

Th  is  book.  In  a House  of 
Dreams  and  Glass.  Becoming  a 
Psychiatrist , will  strike  a sym- 
pathetic and  familiar  chord  to  any 
physician  who  has  completed  the 
right  of  passage  of  a rigorous  res- 
idency training  program.  It  will 
be  most  familiar  to  psychiatrists, 
who  will  be  able  to  identify  with 
virtually  all  of  the  details, 
nuances,  vignettes,  and  stresses  of 
Dr.  Klitzman’s  large  city  hospital 
training  program.  However,  it 
also  will  appeal  to  the  sense  of 
self-doubt,  pressure  (from  peers 
and  attendings),  anxiety,  profes- 
sional growth,  occasional  triumph, 
and  the  gamut  of  other  ex- 
periences and  emotions  known  to 
any  residency  training  veteran.  I 
particularly  liked  Dr.  Klitzman  s 
identification  of  and  vignettes 
about  conflicts  between  institu- 
tional training  needs  and  patients’ 
and  service  needs.  This  is  an  on- 
going and  universal  theme,  in  my 
experience  and  to  my  knowledge, 
in  all  specialty  training  programs. 
These  general  comments  apply  to 
the  obvious  strengths  of  Dr. 
Klitzman  s book.  In  this  vein,  his 
book  is  thoughtful,  compassion- 
ate, revealing,  and  informative. 


Where  are  the  book’s  short- 
comings? I identify  three. 

First,  it  was  disappointing  and 
inaccurate  to  discover  “shrink” 
stereotypes  identified  by  a rel- 
atively new  arrival  to  the  special- 
ty. 

Second,  I detected  in  Dr. 
Klitzman  s writing  a pervasive 
sense  of  psychiatry’s  “siege  men- 
tality and  defensiveness  with 
respect  to  other  branches  of 
medicine.  While  this  sense  is  un- 
doubtedly Dr.  Klitzman  s percep- 
tion of  the  relationship  of  his 
training  program  to  other  medical 
services  in  his  teaching  hospital, 
I would  contend  that  the 
longstanding  barriers  between 
psychiatry  and  other  branches  of 
medicine  have  been  diminishing 
over  the  years.  As  a physician  in- 
volved in  general  hospital  work 
for  about  25  years,  and  a 
psychiatrist  for  15  of  those  years, 
I am  concerned  that  Dr.  Klitz- 
man’s perception  would  leave  an 
incorrect  impression  in  the  minds 
of  his  readers  in  this  area. 

Third,  Dr.  Klitzman  has  little  to 
say  about  the  effects  of  managed 
care  on  the  developing  practices 
and  attitudes  of  his  fellow  resi- 
dents and  himself.  Perhaps  his 
training  was  long  enough  ago  not 
to  have  been  influenced  veiy 
much  by  this  powerful  and  inex- 
orable force  in  contemporary 
medical  care.  Residents  and 
medical  students,  in  my  ex- 
perience, are  savvy  about 
managed  care,  and  are  aware  of 
its  overwhelming  influence  on 
their  training  and  practice. 

I recommend  this  book  to  the 
general  public,  and  guardedly  to 
physicians.  This  book  provides 
valuable  insights  into  the  process 
by  which  a physician  acquires  ex- 
perience, training,  seasoning, 
competence,  and  confidence  in  a 
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VANDALS  AT  THE  GATES  OF 


specialty — in  this  case,  psy- 
chiatry. However,  for  physicians, 
and  especially  psychiatrists,  I 
found  much  of  it  old  hat:  worth 
reading,  but  not  worth  buying; 
worth  recommending  to  curious 


MEDICINE 


Miguel  Faria,  Jr,  MD.  Macon, 
GA,  Hacienda  Publishing,  1995. 
In  this  time  of  unsettlement  in 
medical  affairs,  some  may  find  it 
difficult  to  achieve  a perspective 
from  which  to  view  the  rapidly 
changing  health  care  scene  or  to 
grasp  the  implications  for  medical 
practice. 

Now  comes  a book,  Vandals  at 
the  Gates  of  Medicine,  that 
provides  a wealth  of  historical  in- 
sight, purporting  to  demonstrate 
that  what  we  call  health  care  re- 
form is  nothing  more  than  an  on- 
going evolution  of  an  historical 
process  dating  back  thousands  of 
years. 

The  author,  a neurosurgeon, 
medical  historian,  and  journalistic 
scholar,  argues  that  many  of  the 
answers  to  today’s  perplexing 
questions  can  be  found  through  a 
study  of  the  history  of  medical 
practice  and  ethics.  His  major 
theme  is  that  a free-market, 
ethically  based,  patient-oriented 
system,  free  of  government 
manipulation,  is  the  only  way  to 
assure  an  effective,  satisfying,  and 
cost-effective  methodology. 

Dr.  Faria’s  book  is  a compelling 
drama  exploring  the  historical 
foundations  of  medical  thought. 


patients  and  friends,  as  well  as  to 
hospital,  town,  and  school  librar- 
ies, but  not  worth  acquiring  in 
one’s  own  librarv.  □ Daniel  P. 
Greenfeld,  MD,  MPH 


ethics,  and  philosophy  and  relat- 
ing them  to  the  modern  situation. 
According  to  Dr.  Faria,  we  have 
much  to  learn  from  history  and 
can  use  the  lessons  of  the  past  to 
help  solve  the  problems  of  today. 

Dr.  Faria  squarely  blames  gov- 
ernment intervention  for  causing 
skyrocketing  health  care  costs, 
claiming  it  has  triggered  a current 
health  care  crisis.  Further,  he  al- 
leges that  organized  medicine  and 
specifically  the  American  Medical 
Association  have  been  too  eager 
to  capitulate  to  government  de- 
mands. He  concludes  that  pa- 
tients must  be  re-empowered  to 
make  their  own  informed  health 
care  decisions,  a responsibility 
rooted  in  antiquity. 

This  book  is  challenging  but 
easily  read,  rich  in  historical  de- 
tail but  stimulating  and  engaging, 
and  should  be  compulsory  read- 
ing for  all  health  care  profes- 
sionals concerned  with  under- 
standing the  ramifications  of  the 
current  changes  in  health  care. 

This  book  is  available  from  Ha- 
cienda Publishing,  Inc.,  P.O.  Box 
13648,  Macon,  GA  31208-3648; 
telephone  1-800-757-9873  and 
FAX  1-912-757-9725.  □ Alan  J. 
Lippman,  MD 
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MEUKJk 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  POOR  CASH  FLOW  A PROBLEM? 

The  solution  is: 
"The  System"  by  MEDIX 

INDUSTRY  "LEADER"  IN 
ELECTRONIC  CLAIMS  TECHNOLOGY 


MIi/m 

MANAGEMENT  SYSTEMS  -OR  HEALTH  CARE  PROFESSIONALS 

P.O.  Box  10079  • Newark,  N.J.  07101-3079 
Call  201-648-0008  Ext.  181 


#3 


8M  s a registered  trademark  ot  the 
international  Business  Machines  Corporation 


We  have  a very 
selfish  reason  for  keeping 
your  practice  healthy: 


Because  our  roots  are  here,  in  the  com- 
munities we  serve,  we  have  a stake  in 
seeing  your  medical  or  dental  practice 
succeed  and  grow. 

Whether  you’re  just  beginning  your 
career,  looking  to  expand  an  already  suc- 
cessful practice,  or  acquiring  an  existing 
practice,  our  local  perspective  and  highly 
competitive  rates  and  terms  can  help  you 


reach  your  goals  quickly  and  cost-effectively. 
And  because  your  loan  will  be  approved 
locally,  your  request  won’t  have  to  go 
through  several  layers  of  management  to 
get  the  attention  it  deserves. 

To  discuss  your  needs,  call  our 
experienced  medical  & dental  lending 
specialist,  Letitia  "Tish”  Baum  at 
(609)291-2895 


MEDICAL  & DENTAL  LOANS 

■ Equipment  Loans  ■ Professional  Liability 

■ Lines  of  Credit  Premiums 

■ Expansion,  Construction,  * Practice  Acquisition 

and  Acquisition  ■ Start-up  Financing 

■ Income  Tax  Loans  ■ Personal  Loans 


RH  Bank  of 

Is]  Mid -Jersey 

C=)  Equal  Housing  Lender  • Member  FDIC  • Equal  Opportunity  Lender 
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J&M  MANAGEMENT 
SERVICES,  INC. 


Are  you  sure  your  billing  and  collection 
approach  is  maximizing  cash  flow ? If 
not , we  can: 


• Receive  maximum  reimbursement  on 
insurance  claims 


• Optimize  insurance  timing 

• Create  positive  activity  on  each  and 
every  patient  account 


J&N  Management  Services,  Inc.  is  a full 

service  billing  and  collection  company  of- 
fering healthcare  providers  the  most  suc- 
cessful approach  to  claims  management 
available. 

(908)  563-0707 

Fax  (908)  563-0325 


Do  you  have 
the  proper 

Malpractice  Discounts? 

10-15%  Discounts  Available 
RATES  BELOW  ARE  PRIOR 
TO  DISCOUNTS 


OCCURRENCE  PLUS— 1/3,000,000  LIMITS 

Higher  Limits  Availabile 
New  Drs.  75%  1st  Year  Discount 

Emerg.  Med. 

30%— 2nd  Year 

$10,394  Radiology 

$12,150 

GP-No  Surgery 

$ 6,828  GP — Minor  Surgery 

$ 9,102 

Neurology 

$ 8,096  Cardiology-NS 

$ 8,096 

Internal  Medicine 

$ 9,102  Gastroenterology 

$10,394 

Psychiatry 

$ 3,317 

T30YNTON 
& BOYNTON 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 

For  more  information,  please  contact 
Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  and  Dover  • Delaware 
New  York  • New  York 
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LETTERS  AND  VIEWPOINTS 


VIRAL  DIAGNOSIS 


This  letter  continues  our  tradi- 
tion of  sharing  with  the  physicians 
of  New  Jersey  the  viral  diagnostic 
activities  of  the  UMDNJ- Robert 
Wood  Johnson  Medical  School 
Viral  Diagnostic  Laboratory,  New 
Brunswick.  During  1994,  approx- 
imately 2,100  specimens  were 
submitted  for  viral  isolation.  Of 
these,  511  specimens  were 
positive  for  an  isolation  rate  of 
24.5  percent.  This  is  an  extremely 
high  rate  of  positivity  and  reflects 
both  the  index  of  suspicion  of 
physicians  ordering  specimens  to 
be  submitted  to  the  laboratory  for 
viral  detection  and  high-quality 
laboratory.  As  has  been  the  case 
for  many  years,  herpes  simplex 
virus  was  the  most  common 
isolate,  accounting  for  over  40 
percent  of  the  total  isolates.  The 
second  most  common  virus 
isolated  in  1994  was  respiratory 
syncytial  virus  (RSV),  replacing 
cytomegalovirus  as  the  second 
most  common  virus,  and  account- 
ing for  25  percent  of  the  viruses 
isolated.  The  RSV  season  was 
prolonged  and  amazingly  severe; 
perhaps  the  most  severe  both 
clinically  and  virologically  in  New 
Jersey  during  the  past  25  years. 


Viral  Diagnostic  Laboratory , 
1994. 

Total  specimens  isolated 

2,083 

Total  no.  of  positives 

511 

% positives 

24.50 

Adenovirus 

18 

CMV 

112 

Enterovirus 

13 

HSV 

211 

Influenza 

11 

Parainfluenza 

1 

RSV 

135 

VZV 

2 

Rota 

9 

The  third  most  common  virus 
isolated  was  cytomegalovirus,  ac- 
counting for  approximately  22 
percent  of  all  viruses  isolated  in 
the  laboratory.  Again,  in  1994 
there  was  more  adenovirus  activi- 
ty than  usual,  accounting  for 
almost  4 percent  of  total  viral 
isolates.  The  enterovirus  in- 
cidence was  lower  than  usual,  ac- 
counting for  only  2.5  percent  of 
the  isolates  this  past  calendar 
year.  The  influenza  virus  season 
accounted  for  2 percent  of  the 
isolates,  which  is  higher  than 
usual  but  the  rotavirus  isolation 


rate  was  lower  than  usual  in  1994. 
Other  viruses  isolated  included 
varicella  zoster  virus  and  para- 
influenza virus.  Progress  in  viral 
isolation  technology  applied  in 
our  laboratory  over  the  past  year 
includes  rapid  antigen  detection 
using  immunofluorescent  and 
enzyme  linked  assays.  It  is  antici- 
pated that  in  1995  we  will  add 
CMV  polymerase  chain  reaction 
methodologies  and  attempt  to 
apply  the  PCR  methodologies  to 
papilloma  and  other  viruses.  As 
expected,  the  cost  of  regulatory 
and  administrative  expenses  con- 
tinues to  increase  dramatically.  It 
is  a specific  joy  of  the  laboratory 
that  its  activities  are  considered  to 
be  of  sufficient  quality  so  that  the 
laboratory  isolation  results  are  uti- 
lized by  the  New  Jersey  State  De- 
partment of  Health,  Division  of 
Epidemiology  for  their  periodic 
statistical  analysis  of  disease  in- 
cidence in  the  state.  We  continue 
to  appreciate  the  support  of  the 
physicians  of  New  Jersey  and 
promise  to  continue  our  efforts  to 
provide  high-quality  diagnostic 
assays  for  New  Jersey.  □ 
Lawrence  D.  Frenkel,  MD 


MEDICAL  SAVINGS  ACCOUNTS 


I read  with  interest  the  May 
issue  of  New  Jersey  Medicine 
on  managed  care.  By  far,  the  let- 
ter by  Dr.  Wein  most  reflected 
my  own  feelings.  He  spoke  as  a 
doctor  who  must  have  practiced 
during  the  golden  age  of 
medicine — when  doing  the  best 
for  your  patients  automatically  in- 
sured you  a comfortable  living. 
He  sounds  like  he  watched  the 
practice  of  medicine  whiz  by  him, 
as  the  government  and  corpor- 
ations decided  to  wrest  control  of 
physicians — and  physicians  held 
out  their  arms  to  be  handcuffed 
and  led  away.  Dr.  Wein,  take 


hope.  We  are  out  there — physi- 
cians who  have  taken  the  time  to 
study  the  history  of  medicine, 
who  have  studied  the  current 
trends  and  the  problems  they 
were  intending  to  address,  and 
who  are  equally  appalled  at  the 
new  excesses  that  they  have  unin- 
tentionally created.  There  are 
doctors  all  over  the  country  who 
are  preparing  to  take  the  practice 
of  medicine  back — and  return  it 
to  the  simple  transaction  of  a doc- 
tor who  knows  his  patients  and 
the  patient  who  contracts  directly 
with  his  trusted  doctor. 

The  idea  is  to  eliminate  all  the 


extraneous  players  in  the  doctor- 
patient  relationship.  Medicare, 
Medicaid,  and  low-deductible  in- 
demnity insurance  created  the 
monster  that  is  consuming  us.  Pa- 
tients currently  pay  5 percent  of 
their  hospital  bill  at  the  time  of 
service — the  rest  is  paid  by  third 
parties  who  then  must  mobilize 
legions  of  watchdogs  and  com- 
puters to  see  that  too  much  is  not 
spent  on  each  individual.  Each  of 
these  watchdogs  command 
salaries  and  benefits  and  the 
whole  process  costs  between  17 
and  27  percent  of  insurance 
premiums.  To  make  matters 


VOL.  92-NUMBER  8 AUGUST  1995 


499 


worse,  patients  who  do  not  care 
what  services  cost  tend  to  con- 
sume more.  They  demand  the 
latest  technology  when  an  aspirin 
might  do  early  on.  The  creators 
of  the  technology  are  even  en- 
couraged to  create  new  products, 
often  of  marginal  benefit,  but  with 
a great  return  on  their  investment 
if  insurance  pays.  HMOs  have 
answered  the  call  and  have 
managed  to  limit  services  of 
marginal  benefit,  but  they  have 
set  up  a whole  system  of  perverse 
incentives  that  the  doctor  must 
wade  through.  If  the  primary  doc- 
tor sends  his  patients  to  too  many 
specialists,  his  own  income  is 
compromised,  or  he  may  even  be 
dropped  from  the  HMO  alto- 
gether. If  the  doctor  keeps  pa- 
tients in  the  hospital  longer  than 
the  computer  says  he  ought,  he 
may  lose  his  place  in  the  HMO. 
Doctors  and  patients  might  argue 
over  these  issues,  and  the  scene 
can  get  ugly. 

But,  in  all  this,  where  is  the 
health  of  the  patient  taken  into 
account?  It  seems  to  rank 
somewhere  below  cost  contain- 
ment and  HMO  stockholder 
profits.  Doctors  are  uneasy  with 
the  current  medical  climate,  pa- 
tients are  disgruntled  as  they  feel 
like  they  are  being  herded  like 
cattle,  and  health  care  costs  con- 
tinue to  soar.  What  can  we  do? 

I would  like  to  propose  a solu- 
tion. It  is  a solution  that  will  in- 
sure the  best  possible  medical 
care  for  the  lowest  possible  cost. 
It  gives  patients  freedom  to  con- 
tract with  the  physician  he 
chooses,  and  makes  insurance 
portable,  affordable,  and  personal. 
It  reduces  and  often  eliminates 
costly  forms,  paperwork,  ov- 
ersight, and  regulations.  It  would 
require  no  new  taxes  and  would 
cause  health  care  costs  to  go 
down.  Doctors  and  patients 
would  be  more  satisfied.  This 
solution  even  has  a mechanism  to 
meet  the  needs  of  the  poor  and 
disabled. 

The  solution  is  the  medical  sav- 
ings account,  and  the  idea  is 
growing  across  the  country.  Eight 


states  have  made  these  accounts 
tax  deductible  and  26  other  states 
have  pending  legislation.  The 
federal  government  is  scheduled 
to  debate  the  issue  this  summer. 
The  idea  is  to  have  individuals  or 
employers  place  a fixed  sum  — 
usually  $ 100/month/familv  — into 
a special  medical  savings  account. 
The  individuals  or  employers  also 
would  purchase  high  deductible 
indemnity  insurance,  say  $1,000 
to  $2,000  deductible  to  cover  high 
costs  and  unforeseen  medical  ex- 
penses. Individuals  now  are  em- 
powered to  seek  their  own 
medical  care — not  care  provided 
by  “preferred  providers’  or 
providers  on  a list.  They  would 
care  what  services  cost;  they 
would  shop  around  for  the  best 
value;  they  would  cease  to  de- 
mand tests  or  treatments  with 
marginal  benefit,  as  the  costs 
would  essentially  come  out  of 
their  own  pockets.  Doctors  would 
charge  what  they  need  to  charge, 
but  would  find  that  they  would 
see  less  patients  if  they  overbill. 
This  would  bring  their  fees  right 
where  they  ought  to  be.  In- 
surance companies  would  see 
many  less  claims  and  would  be 
able  to  function  in  a way  they 
function  best— paying  only  for 
those  who  are  very  sick,  instead 
of  serving  as  funnels  through 
which  first-dollar  health  care 
must  flow. 

The  idea  is  complicated,  so  we 
have  set  up  a symposium  to  help 
doctors  and  concerned  citizens 
understand  the  concept.  It  will  be 
held  on  September  16,  1995,  in 
New  Brunswick.  The  panel  of 
featured  speakers  includes  the 
following  persons.  Dr.  Edward 
Annis,  former  president  of  the 
American  Medical  Association 
will  open  the  program.  Mayor 
Bret  Schundler  of  Jersey  City  will 
tell  us  how  the  medical  savings 
account  is  working  in  his  own 
city,  as  it  began  there  on  March 
1,  1995.  Dr.  John  Lanzalotti, 
author  of  the  American  Health 
Care  Plan,  a plan  that  has  passed 
the  Virginia  Legislature  and  is 
being  debated  in  Congress,  will 


tell  his  perspective  on  the 
medical  savings  account.  Dr.  Lois 
Copeland,  president  of  the 
American  Association  of  Physi- 
cians and  Surgeons  and  a private 
practitioner  from  New  Jersey  who 
was  able  to  sue  Medicare  and 
win,  will  give  her  perspective  as 
well.  We  look  forward  to  an  in- 
formative and  motivating  dis- 
cussion that  ought  to  spur  us  on 
to  take  our  profession  back. 

Yes,  Dr.  Wein,  most  of  us  be- 
came doctors  to  help  people  get 
well  and  to  use  our  skills  to  re- 
lieve suffering  for  those  who  can- 
not help  themselves.  We  want  to 
love  the  practice  of  medicine  the 
way  it  should  be — where  our  pa- 
tients respect  us  and  thank  us  and 
pay  us  what  they  can.  We  are 
willing  to  stand  up  and  make  a 
difference. 

To  get  information  on  the  sym- 
posium, please  call  908/562-0033 
or  FAX  908/463-2289.  □ Alieta 
Eck,  MD 
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SCHWAB  FUNDS  ONLY 

Can  you  build  a top  portfolio  using  only  Schwab’s 
no-fee  funds?  Our  monthly  newsletter  shows  you  how. 

The  Critical  Investor 

tells  you  which  funds  to  buy — and  which  to  avoid. 

To  see  ratings  of  new  funds  Schwab’s  just  started 
selling,  call  for  a free  trial  issue.  800-494-6377. 

An  independent  newsletter.  Not  affiliated 
with  Charles  Schwab. 

The  Critical  Investor 

306  West  100th  St.,  Suite  21.  New  York,  N.Y.  10025 


Medical  Society  of  New  Jersey 

is  proud  to  support 


With  Karen  Hasby 

A live,  interactive  talk  show 
featuring  health  experts  from  across  New  Jersey 
to  answer  your  questions  about  health  promotion 
and  disease  prevention. 

TUNE-IN  MONDAYS  AT  9:00  PM 

only  on 

(22) 

THE  NEW  JERSEY  CHANNEL 

Channels  23/50/52/58  & all  New  Jersey  cable  systems 


Princeton  Pain  Management  Center 

Leslie  M.  Greenberg,  M.D.,  Director 

A Multidisciplinary  Approach  to  Pain 

Coordinated  By  Board  Certified,  Harvard  Trained 
Anesthesiologists  In  a Caring,  Supportive  Atmosphere 

727  State  Road,  Princeton,  NJ  08540 
609-683-9779 


Emancipate  Your  Practice 
and  Save  Money! 

* Claims  Processing 

* Patient  Hilling 

* Payroll 

* Collections 

Enjoy  the  many  benefits  our 
service  offers.  We  handle  all  your 
needs  in  a reliable,  professional, 
and  timely  manner. 

Experience  the  difference... 

JP  BUSINESS  GROUP,  INC. 

A hilling  service  for  healthcare  providers 

908  269  0842  **  800  599  7590 
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William  P.  Boy  an,  M.D 
James  A.  Clarke,  M.D. 

Joseph  E.  Domanski,  M.D. 

Leo  E.  Galliguez,  M.D. 
Charles  H.  Geneslaw,  M.D. 
Rocco  Anthony  Giliberti,  D.O. 
James  Kipp  Heacock,  M.D. 


Barbara  L.  Katz,  M.D 
Stephen  Katz,  M.D 
Dominic  Mazzocchi,  M.D 
George  Jarahian,  Jr.,  M.D 
Richard  Murachanian,  M.D 
Joseph  Nitti,  M.D 


are  pleased  to  announce  the  formation  of  their 
group  practice  effective  July  1,  1995  as 


Atlantic  Coast  Primary  Care,  P.C. 


Legal  Services  Provided  By: 
Stuart  M.  Hochron,  MD,  Esq. 
Richmond  Hochron  & Bums 
209  North  Center  Drive 
North  Brunswick,  NJ  08816 
(908)  821-0200 
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EDITOR’S  DESK 


ENDINGS 


We  have  written  previously 
about  50-year  anniversaries,  many 
dealing  with  events  of  World  War 
II.  This  month  marks  a similar 
anniversary,  the  end  of  that  war 
with  the  surrender  of  the 
Japanese  Empire  to  the  Allies  in 
1945.  In  addition,  let  me  add  a 
different  remembrance — of  the 
end  of  one  man’s  great  athletic 
achievement,  Byron  Nelson’s  in- 
credible streak  of  golf  victories. 

On  March  9 and  10,  the  United 
States  carried  out  the  first  low- 
level  incendiary  bombing  of 
Tokyo.  Two  hundred  seventy- 
nine  B29  Superfortresses,  direct- 
ed by  Major-General  Curtis 
LeMay,  staged  from  the  Mariana 
Islands.  Fourteen  were  lost.  The 
raid  was  a success.  On  those  same 
dates,  Byron  Nelson,  playing  with 
Harold  (Jug)  McSpaden,  won  the 
Miami  Four  Ball  tournament, 
beating  Denny  Shute  and  Sam 
Byrd  in  the  final.  It  was  the  first 
victory  in  what  was  to  become  an 
unprecedented  streak. 

March  18,  1945,  saw  1,250 
bombers  of  the  United  States 
Army  Air  Corps,  escorted  by  670 
fighters,  bomb  Berlin.  At  the 
same  time  Nelson  won  the 
Charlotte  Open  by  beating  Sam 
Snead  in  a 36-hole  playoff. 

The  United  States  Third  Army 
began  crossing  the  Rhine  River 
on  March  25.  Byron  won  the 
Greensboro  Open  by  eight 
strokes  with  a score  of  271. 

On  March  30,  26  B29s  flew  the 
final  United  States  bombing  mis- 
sion from  bases  in  India,  newly 
won  Pacific  island  airstrips  having 
made  the  Indian  fields  obsolete. 
Our  golf  hero  shot  276  and  beat 
the  rest  of  the  field  in  the 
Durham  Open  by  five. 

General  of  the  Army  Douglas 
MacArthur  assumed  command  of 
the  newly  constituted  United 
States  Army  Forces  Pacific  on 


April  6,  1945.  On  the  following 
day,  B29s  targeting  Japan  were 
escorted  for  the  first  time  by 
fighter  planes.  Meanwhile, 
Nelson  scored  263,  all  rounds  in 
the  60s,  and  spread-eagled  the  At- 
lanta competition  by  9 strokes. 

The  Allies  re-emphasized  and 
reaffirmed  their  unconditional 
terms  of  surrender  in  spring  1945. 
On  June  9,  Japanese  Premier 
Kantaro  Suzuki  declared  his 
country’s  opposition  to  accep- 
tance of  those  terms  and  vowed 
that  Japan  would  fight  to  the 
death  rather  than  to  accede.  The 
Montreal  Open  was  played  from 
June  7 through  10,  Nelson  win- 
ning by  10  with  a score  of  268. 

The  United  States  announced 
on  June  15  that  its  3rd  and  7th 
Armies  would  be  used  for  occupa- 
tion in  Germany  and  that  other 
United  States  forces  would  be 
programmed  to  invade  Japanese 
home  islands.  Nelson  won  the 
Philadelphia  Open  by  only  2. 

General  MacArthur  proclaimed 
the  end  of  all  organized  resistance 
in  the  Philippine  Islands  on  June 
28,  two  days  after  the  signing  of 
the  United  Nations  charter.  That 
weekend  Mr.  Nelson  claimed  the 
Chicago  Victory  title  by  7. 

The  PGA  match  play  cham- 
pionship was  held  from  July  9 
through  15.  Sam  Byrd  again  was 
a runner-up  to  Byron  Nelson. 
Meanwhile,  on  July  14,  United 
States  battleships  and  cruisers 
shelled  the  Japanese  home  islands 
for  the  first  time;  it  would  not  be 
the  last.  At  5:30  A.M.  on  July  16, 
the  planet’s  first  atomic  bomb  was 
detonated  successfully  in  the 
Trinity  test  near  Almogordo,  New 
Mexico.  It  was  the  first  of  more 
than  2,000  tests. 

On  July  26,  Winston  Churchill 
lost  to  the  Labor  Party,  ending  his 
valiant  wartime  leadership  of  the 
British  government.  On  that  same 


day,  the  United  States  cruiser  In- 
dianapolis (CA35)  unloaded  the 
components  for  the  Little  Boy 
atomic  bomb  at  Tinian  Island. 
Vietnam  was  established  as  a sov- 
ereign nation.  And  Nelson  began 
his  quest  for  the  Tam  O’Shanter 
title,  which  he  won  with  an  11- 
stroke  margin. 

Also  on  July  26,  a small  peace 
bloc  in  the  Japanese  government 
began  to  study  the  Potsdam 
Proclamation,  which  seemed  to 
insist  on  unconditional  surrender 
only  for  the  Armed  Forces,  not  for 
the  Empire  itself.  A majority  of 
the  Japanese  cabinet  favored  ac- 
cepting these  new  terms,  but  two 
generals  refused.  Their  govern- 
ment had  hopes  of  convincing  the 
two  and  announced  they  would 
“withhold  comment  on  the  proc- 
lamation. They  used  the  word 
“mokusatsu,  which  also  means 
“ignore,’  and  this  was  the  in- 
terpretation used  in  English 
language  broadcasts  and  later  in 
the  American  newspapers. 

The  United  States  Army  Air 
Corps  509th  Composite  Group 
became  operational  on  Tinian  on 
August  1.  The  following  days  saw 
Byron  win  his  11th  consecutive 
tournament,  the  Canadian  Open, 
the  last  of  the  series.  Although  he 
did  not  win  on  his  next  outing,  he 
won  the  next  2 and  finished  with 
the  astounding  total  of  18  for  the 
year.  He  set  an  all-time  low  scor- 
ing record  and  was  out  of  the  top 
five  finishers  just  once. 

Tinian  is  an  island  about  1,450 
air  miles  from  Tokyo  and  the 
Navy  SeaBees  had  built  on  it  the 
largest  airport  in  the  world.  It  was 
created  as  a staging  area  for  B29s 
and  for  the  delivery  of  the  atomic 
bomb.  At  2:45  A.M.  on  August  6, 
Colonel  Paul  W.  Tibbets,  Jr  flew 
from  Tinian  in  the  Enola  Gay. 
Little  Boy  was  dropped  over 
Hiroshima  at  8:15  A.M.  from  an 
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altitude  of  31,600  feet  above 
Shima  Hospital  in  the  center  of 
the  city.  Although  leaflets  and 
other  messages  had  warned  the 
population  of  danger,  the  devasta- 
tion from  the  equivalent  of  20,000 
tons  of  TNT  was  massive.  In  all, 
140,000  died,  including  90  per- 
cent of  the  medical  personnel, 
leaving  few  to  attempt  to  care  for 
the  wounded.  Of  the  74,000 
buildings,  70,000  were  destroyed. 

Colonel  Tibbets  was  misquoted 
as  saying,  “My  God,  what  have  we 
done?”  In  his  book.  Mission: 
Hiroshima , he  said,  “I’m  sure 
those  dramatic  words  were  not 
spoken.  . . . [We]  were  certainly 
aware  that  thousands  of  people 
were  dying  on  the  ground  below. 
It  is  not  easy  for  a soldier  to  be 
detached  from  the  misery  he  has 
created.  . . . Let  it  be  understood 
that  I feel  a sense  of  shame  for 
the  whole  human  race.  ...  (This 
quote  and  some  of  the  additional 
data  in  this  article  are  derived 
from  World  War  II,  by  Polmar 
and  Allen,  Random  House,  1991.) 
After  the  raid.  President  Truman 
announced  that  Japan  had  “re- 
jected (“mokusatsu”)  the  Allies 
peace  offering,  necessitating  the 
use  of  such  a terrible  weapon. 

On  August  9,  1945,  a B29 
named  Bockscar,  piloted  by  Major 
Charles  W.  Sweeney,  dropped 
the  Fat  Man  atomic  bomb  on 
Nagasaki,  also  a port  city.  Fat 
Man  had  been  modified  from  Lit- 
tle Boy,  using  less  fissionable 
material— plutonium  instead  of 
uranium.  The  original  target  had 
been  Kokura,  but  intense  cloud 
cover  protected  it.  Ironically, 
Nagasaki,  the  alternate,  had 
produced  the  specially  modified 
torpedoes  for  the  attack  on  Pearl 
Harbor  in  1941.  The  following 
day,  August  10,  Prime  Minister 
Suzuki  and  Emperor  Hirohito 
then  formally  requested  an  im- 
mediate peace  with  the  Allies,  un- 
conditional surrender  or  not.  The 
second  world  war  was  over. 

Byron  Nelson  won  $47,500  in 
war  bonds  in  1945,  which  he 
cashed  to  buy  the  ranch  of  his 


dreams.  His  records  have  stood 
for  50  years,  and  there  is  only 
minor  disagreement  that  they 
represent  the  crowning  individual 
athletic  achievement  of  all  time. 

There  remains  great  contro- 
versy, however,  about  the  ra- 
tionale for  the  atomic  bombing  of 
Hiroshima  and  Nagasaki.  Some 
distinguished  individuals  feel  we 
abandoned  our  right  to  claim  high 
morality,  because  we  could  have 
wasted  less  populous  off-shore 
Japanese  islands.  Others  pointed 
out  that  the  destruction  of  civilian 
populations  and  the  mistreatment 
of  prisoners  by  the  Axis  had  re- 
duced the  morality  of  this  war  to 
a level  that  made  the  use  of  the 
atomic  weaponry  acceptable. 

At  noon,  Tokyo  time,  on  August 
15,  1945,  the  Japanese  populace 
heard  the  voice  of  their  Emperor, 
their  god,  for  the  first  time.  Listen 
to  Kenzaburo  Oe,  writing  in  The 
New  York  Tunes  of  May  7,  1995: 
“That  noon  I had  heard  the 
Emperor  speaking  in  the  voice  of 
a man.  . . . But  the  Emperor 
speaking  to  us  in  a human  voice 
was  beyond  imagining  in  any  re- 
verie. The  Emperor  was  a god, 
the  authority  of  the  nation,  the 
organizing  principle  of  reality.  • . . 
For  me  there  was  no  imagining 
survival  as  an  individual  Japanese 
after  the  defeat  of  the  Japanese 
Empire  ....  that  all  Japanese,  in- 
cluding children,  would  fight  to 
the  death  with  bamboo  spears  was 
an  ideology  set  in  stone  in  our 
classroom  and  every  classroom  in 
the  land.  This  was  the  ideology 
that  caused  the  death  of  so  many 
during  our  island-hopping  cam- 
paigns, that  produced  the  Kami- 
kazi  pilots,  and  was  expected  to 
produce  untold  Allied  casu- 
alties during  a direct  invasion  of 
Japan.  Hence  the  atomic  bomb.  I 
do  not  expect  this  moral  disagree- 
ment to  vanish  in  the  foreseeable 
future.  But  I would  add  one  ad- 
ditional reason  to  accept  what  has 
happened:  perhaps  the  “rain  of 
ruin  showered  upon  two  of  the 
port  cities  of  Japan  in  1945 
warned  nations  possessing 


nuclear  weapons  that  unleashing 
such  weapons,  or  their  more 
deadly  offspring,  would  be  too 
ruinous  to  contemplate.  At  any 
rate,  we  have  not  seen  the 
purveyors  of  basement  atomic 
bomb  shelters  for  many  years,  and 
the  Cold  War  has  passed  without 
the  predicted  destruction  of  the 
world  as  we  have  known  it. 

So  we  now  commemorate  the 
ending  of  an  unparalleled  athletic 
achievement  and  the  halt  to  a i 
world  conflagration  that  pro- 
duced, as  mentioned  in  this 
column  previously,  greater  deci- 
mation of  the  civilian  population 
than  of  the  armed  forces.  Winston 
Churchill,  I believe,  was  sup- 
posed to  have  said  that  the  sports 
pages  reflected  the  accomplish- 
ments of  mankind,  whereas  the 
front  pages  demonstrated  its 
failures.  Unhappily,  there  seems 
little  prospect  of  having  the  im- 
portance of  the  sports  section  ov- 
ershadow that  of  the  front  page. 
But  we  can  hope. 

The  reader  also  is  referred  to 
two  articles  in  The  New  York 
Times  Magazine  of  July  2,  1995, 
by  Nobel  Prize-winner  Kenza- 
buro Oe,  cited  previously,  and  by 
David  S.  Sanger,  former  chief  of 
the  Time’s  Tokyo  bureau,  who 
lived  in  Japan  for  six  years.  They 
emphasize  the  need  for  both  the 
United  States  and  Japan  (and  the 
rest  of  the  world)  to  re-examine 
the  broader  issues  of  militarism, 
restitution,  recovery,  rehabilita- 
tion, and  co-existence  in  a nuclear 
age.  □ Howard  D.  Slobodien,  MD 

The  awareness  of  the  ambiguity 
of  one's  highest  achievements  (as 
well  as  one  ’s  deepest  failures)  is  a 
definite  symptom  of  maturity. 

Paul  Tillich,  Time, 
May  17,  1963 

War  both  needs  and  generates 
certain  virtues;  not  the  highest,  but 
what  may  be  called  the  pre- 
liminary virtues  as  valour,  veraci- 
ty, the  spirit  of  obedience,  the 
habit  of  discipline. 

Walter  Bagehot, 
Physics  and  Politics,  1872 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 

The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  e Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 


Medical  Society  of  New  Jersey 


HEALTHCARE  MANAGEMENT  PARTNERS 

PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 

A Division  of  Health  Information  Consulting  Services,  Inc. 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 

1-800-248-7090 

SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 

FOR  OVER  TWENTY-FIVE  YEARS 


INTERNATIONAL  UNDERWRITERS  AGENCY 


3 EXECUTIVE  BLVD. 


YONKERS,  NY  10701 
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GUEST  EDITORIAL 


MINORITY  CANCER  IN  NEW  JERSEY 


Can  epidemiologic  studies  pro- 
vide useful  insights  into  health 
care  planning?  In  the  case  of 
cancer,  tumor  registries  have 
served  as  crucial  data  repositories 
for  information  regarding  in- 
cidence, mortality,  and  patterns  of 
change.  Such  data  can  he  of  im- 
measurable use  when  planning 
for  change  in  health  care  delivery 
systems. 

A recent  study  of  migratory 
patterns  among  blacks  has  shown 
higher  death  rates  from  cancer 
among  southern  blacks  who  mi- 
grate to  New  Jersey  {NJ  MED 
92:509-511,  1995).  According  to 
Michael  Greenberg,  PhD,  of  the 
Environmental  and  Occupational 
Health  Sciences  Institute  at 
Rutgers  University,  southern- 
born  black  men  who  migrated  to 
New  Jersey  had  cancer  death 
rates  31  percent  higher  than 
native  New  Jersey-born  black 
men.  This  contrasted  with  the 
death  rate  among  foreign-born 
blacks,  which  was  about  40  per- 
cent lower. 

Particular  cancers  accounting 
for  the  higher  incidences  in- 
cluded those  of  the  cervix, 
esophagus,  lung,  prostate,  and 
stomach.  The  finding  was  consis- 
tent among  all  age  groups. 
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Cancers  of  the  cervix  and  lung 
were  30  percent  less  among 
foreign-born  blacks. 

Various  hypotheses  can  be  of- 
fered to  account  for  these  find- 
ings. Although  genetic  factors  are 
known  to  be  important  in  the 
etiology  of  cancer,  environmental 
influences  clearly  modify  the  risk. 
Socioeconomic  and  cultural  con- 
siderations and  the  effects  of 
stress  on  the  immune  system  are 
thought  to  have  a role.  The  issues 
are  very  complex,  and  collected 
data  may  be  incomplete  and  con- 
founding. 

Nevertheless,  such  migrant 
studies  may  have  practical  im- 
plications for  health  planning.  As 
the  proportion  of  southern-born 
blacks  declines  and  the  number  of 
foreign-born  blacks  increases,  this 
demographic  shift  suggests  that 
cancer  incidence  and  mortality 
among  this  population  may 
likewise  decline,  especially  for 
cancers  of  the  cervix,  esophagus, 
prostate,  and  stomach.  Different 
cancers  require  different  resource 
commitments  as  well  as  different 
prevention  and  control  strategies. 
This  has  important  implications 
for  health  planning  and  resource 
allocation. 


It  has  been  recognized,  as  well, 
that  those  populations  eco- 
nomically disadvantaged  may 
show  a poorer  outcome,  due  to 
late  diagnosis,  greater  extent  of 
disease,  and  differences  in  treat- 
ment status.  These  observations 
may  relate  to  barriers  in  health 
delivery  such  as  limited  access  to 
care  and  lack  of  education.  Thus, 
the  New  Jersey  Commission  on 
Cancer  Research  has  called  for 
studies  designed  to  identify, 
characterize,  and  evaluate  pat- 
terns in  the  delivery  of  health 
care  that  might  explain  these 
phenomena. 

The  common  denominator  is 
the  use  of  demographic  data  to 
identify  factors  relating  to  poor 
health  outcome  and  the  utilization 
of  such  data  to  derive  useful 
strategies  in  health  care  planning 
to  address  the  issues. 

New  Jersey  is  fortunate  to  have 
appropriate  resources,  such  as  the 
Environmental  and  Occupational 
Health  Sciences  Institute  and  the 
New  Jersey  Commission  on  Can- 
cer Research,  to  assist  in  the  for- 
mulation of  strategies  to  improve 
cancer  survival  and  mortality 
rates  for  high-risk  populations  in 
the  state.  □ Alan  J.  Lippman,  MD 
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The  MSNJ  Health  Care  Program,  now  underwritten  by  the  Provident  Life  and 
Accident  Insurance  Company,  has  not  had  a premium  rate  increase  for  over  three 
years!  When  was  the  last  time  your  insurer  increased  your  health  care  premium  rates? 


Now  is  the  right  time  to  compare  the  outstanding  benefits  and 
premium  rates  the  MSNJ  Health  Care  Plan  offers  its  members: 


Total  freedom  of  choice  when 
selecting  providers 

Full  plan  benefits  for  special 
condition  hospitals 

Full  coverage  while  traveling 
at  home  or  abroad 

Full  coverage  for  dependent 
children  to  age  23 


Continuance  of  coverage  for 
emeritus  members,  widows 
and  widowers 

Optional  dental  coverage 
available 

Dedicated  staff  of 
professionals  providing 
enrollment,  billing  and 
claims  submission  assistance 


For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  227-6484 

Plans  are  not  available  to  residents  of  New  York  State. 


DONALD  F.  SMITH 


& 


ASSOCIATES 
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Migration  and 
the  cancer  burden  of 
New  Jersey  blacks 

Michael  Greenberg,  PhD 
Dona  Schneider,  PhD,  MPH 


A migrant  study  of  black  residents  of  New  Jersey  shows  that 
the  burden  of  cancer  mortality  is  attributable  mostly  to  southern- 
born  blacks  who  moved  to  New  Jersey.  In  strong  contrast,  low 
rates  were  evident  among  foreign-born  blacks.  We  suggest 
followup  studies  for  minority  populations. 


Americans  are  a highly 
mobile  population.  In 
1980,  only  64  percent  of 
Americans  resided  in 
their  state  of  birth,  and  in  1990 
the  proportion  was  62  percent.1 
New  Jersey  has  disproportionate- 
ly attracted  migrants.  For  exam- 
ple, in  1980,  only  56  percent  of 
New  Jersey  residents  were  born 
in  the  state.  The  proportions  were 
even  smaller  for  black  Americans 
(53  percent),  Asian  and  Pacific 
Islanders  (15  percent),  and  His- 
panics  (27  percent).1 

Does  birth  outside  of  New 
Jersey  have  implications  for 
cancer  susceptibility,  prevention, 
and  control?  Migration  studies 
suggest  that  cancer  risk  almost 
always  is  more  closely  associated 
with  place  of  birth  than  with 
residence.211  The  purpose  of  this 
paper  is  to  argue  for  state-level 
migrant  studies  and  followup  field 
investigations  of  cancer  etiology, 
prevention,  and  control  by 
presenting  a case  study  of  black 
cancer  mortality  in  New  Jersey. 

DATA  AND  METHODS 

All  black  cancer  deaths  in  the 
United  States  for  1979  through 
1991  were  extracted  from  the  Na- 
tional Center  for  Health  Statistics 
mortality  detail  files.  We  con- 


tracted with  the  Census  Bureau 
to  subdivide  the  1980  and  1990 
population  data  by  sex,  age,  race/ 
ethnicity,  and  region  and  state  of 
birth  and  residence.  Linear  in- 
terpolation was  used  to  estimate 
the  population-at-risk  for  1981  to 
1989.  The  1980  population  was 
used  for  1979  and  the  1990 
population  for  1991. 

Age-specific  death  rates  were 
calculated  for  age  groups  0 to  4 
years;  5 to  14  years;  15  to  24 
years;  25  to  34  years;  35  to  44 
years;  45  to  54  years;  55  to  64 
years;  65  to  74  years;  and  over  75 
years.  Age-adjusted  cancer 
mortality  rates  were  calculated  for 
male  and  female  black  residents 
of  New  Jersey.  We  used  the 
direct  method,  the  1960  popula- 
tion of  the  United  States  as  the 
standard  vector,  and  we  calcu- 
lated 95  percent  confidence  limits 
for  the  age-adjusted  rates.  Cancer 
rates  were  calculated  for  17 
specific  causes  of  death  related  to 
cancer,  an  aggregate  of  all  other 
causes,  and  all  causes  (Table).  In 
order  to  focus  on  the  most  impor- 
tant results,  tabular  results  are 
limited  to  cancer  sites  with  age- 
adjusted  death  rates  of  7 per 
100,000  or  more.  The  Census  Bu- 
reau data  permitted  calculations 
for  New  Jersey  residents  born  in 


New  Jersey,  the  Northeast  (ex- 
cluding New  Jersey),  the  Mid- 
west, South,  West,  and  foreign- 
born. 

RESULTS 

Almost  23,000  black  residents 
of  New  Jersey  died  of  cancer  dur- 
ing the  period  1979  through  1991. 
Only  22  percent  of  the  residents 
(5,105)  were  born  in  New  Jersey. 
Sixty-seven  percent  of  the  resi- 
dents (15,407)  were  born  in  the 
South;  7 percent  of  the  residents 
(1,573)  were  born  in  the 
Northeast  (not  including  New 
Jersey);  1 percent  of  the  residents 
(299)  were  born  in  the  Midwest 
or  the  West;  and  3 percent  of  the 
residents  (565)  were  foreign-born. 
Rates  among  New  Jersey  blacks 
born  in  the  Northeast  (excluding 
New  Jersey),  the  Midwest,  and 
the  West  are  not  statistically 
significantly  different  from  the 
rates  of  those  born  and  residing 
in  New  Jersey  at  the  time  of 
death. 

The  Table  shows  striking  dif- 
ferences between  those  born  in 
New  Jersey  and  the  South.  Black 
males  who  were  born  in  the 
South  and  migrated  to  New 
Jersey  had  an  all  cancers  age-ad- 
justed mortality  rate  31  percent 
higher  than  their  New  Jersey- 
born  counterparts,  and  black 
females  had  a 10  percent  higher 
rate  than  their  New  Jersey 
counterparts.  Cancer  of  the 
cervix,  esophagus,  and  male  lung, 
prostate,  and  stomach  stand  out 
because  the  southern-born  rate 
was  significantly  higher  than  the 
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Table. 


Black  cancer  mortality  rates  in  New  Jersey,  1979-1991. 
Age-adjusted  rates  per  100,000. 


Place  of  Birth 


Site  of 
Cancer 

New  Jersey 
Rate  95%  cl 

Rate 

South 

95%  cl  ratio** 

Rate 

Foreign 
95%  cl  ratio** 

Male,  all  sites 

266.1 

10.9 

348.6* 

7.4 

1.31 

109.31 

13.1 

0.41 

Trachea, 
bronchus,  lung 

91.1 

6.3 

117.7* 

4.2 

1.29 

22. 5t 

6.0 

0.25 

Prostate 

34.8 

4.4 

51.1* 

2.8 

1.47 

20. 6f 

5.8 

0.59 

Intestine/colon 

26.9 

3.6 

31.5 

2.2 

1.17 

12.3t 

4.5 

0.46 

Esophagus 

13.0 

2.3 

22.2* 

1.8 

1.71 

3.9t 

2.5 

0.30 

Pancreas 

11.2 

2.3 

13.4 

1.4 

1.20 

3.9t 

2.5 

0.35 

Stomach 

7.7 

1.9 

17.1* 

1.6 

2.22 

6.4 

3.2 

0.83 

Female,  all  sites 

162.3 

6.8 

178.3* 

4.4 

1.10 

62. 5t 

7.8 

0.39 

Trachea, 
bronchus,  lung 

34.2 

3.1 

29.2t 

1.8 

0.85 

3.9t 

2.0 

0.11 

Breast 

31.1 

2.9 

33.4 

1.9 

1.07 

12.4t 

3.3 

0.40 

Intestine/colon 

19.6 

2.5 

22.9 

1.5 

1.17 

7. 0t 

2.6 

0.36 

Pancreas 

8.2 

1.6 

10.6 

1.0 

1.29 

4.8 

2.3 

0.59 

Cervix 

7.8 

1.3 

10.2* 

1.0 

1.31 

2. 0t 

1.3 

0.26 

Ovary 

7.3 

1.5 

7.8 

0.9 

1.07 

4.1 

2.0 

0.56 

Stomach 

4.4 

1.2 

7.2* 

0.8 

1.64 

3.7 

1.9 

0.84 

‘Rate  is  significantly  higher 

than  rate  for  population  born  and  residing  in  New  Jersey,  P<. 05. 

tRate  is  significantly  lower  than  rate  for  population  born  and  residing  in  New  Jersey,  P< 
“Comparison  of  regional  rate  and  New  Jersey  rate. 


.05. 


New  Jersey-born  rate  at  P<. 05. 
Female  lung  cancer  is  a clear  ex- 
ception to  the  general  finding  of 
much  higher  cancer  death  rates 
among  southern-born  blacks. 

Foreign-born  blacks  had  a 
much  lower  cancer  mortality  rate 
than  their  New  Jersey-born 
counterparts.  The  all  cancers 
male  rate  among  the  foreign-born 
was  only  41  percent  of  the  rate 
among  New  Jersey-born  males 
and  39  percent  among  New 
Jersey-born  females.  Cancer  of 
the  cervix  and  lung  are  particular- 
ly noteworthy  because  foreign- 
born  rates  are  30  percent  or  less 
of  the  rates  of  New  Jersey-born 
blacks  and  are  significantly  lower 
at  PC. 05. 

Examining  age-specific  rates, 
we  found  that  southern-born 
black  male  rates  are  14  percent 
higher  by  age  45  to  54  years  and 
rise  in  each  age  group  to  53  per- 
cent higher  in  the  over  75-year- 
old  group.  Southern-born  female 
rates  are  higher  than  New  Jersey- 
born  rates  beginning  in  the  55- 
to-64-year-old  age  group,  but  are 
not  substantially  higher  until  the 


over  75-year-old  population  when 
they  are  35  percent  higher. 
Lower  rates  among  the  foreign- 
born  are  found  in  almost  every 
age  group,  but  are  most  apparent 
in  the  45-to-64-year-old  popula- 
tion. 

DISCUSSION 

Our  findings  are  consistent 
with  the  literature.  Lemann 
described  the  migration  of  more 
than  5 million  black  Americans 
from  the  South  to  the  North  be- 
ginning in  the  late  1930s  as  one 
of  desperately  poor  people,  most- 
ly sharecroppers,  living  at  the 
subsistence  level  and  uprooted  by 
the  mechanization  of  agriculture.7 
The  fact  that  the  biggest  regional 
differences  were  for  cancers  of 
the  cervix,  esophagus,  lung, 
prostate,  and  stomach  is  consis- 
tent with  the  general  association 
of  these  causes  of  death  by  cancer 
with  persistent  and  early  pover- 
ty.6 

The  finding  of  low  lung  cancer 
rates  among  southern-born 
females  is  consistent  with  re- 
search that  shows  that  southern- 


born  white  females  had  low  lung 
cancer  mortality  rates  because  [f( 
they  adopted  the  cigarette-smok-  g 
ing  habit  far  later  than  their  male1 
counterparts.8  Perhaps  southern- 
born  black  females  also  began 
smoking  later  than  their  northern-  j 
born  counterparts. 

The  low  cancer  rates  of  foreign- 
born  black  residents  of  New 
Jersey  are  consistent  with  the 
fragmentary  data  available  about 
cancer  rates  in  other  nations,  such 
as  the  Dominican  Republic,  j 
which  has  contributed  the  largest 
proportion  of  migrants  from  a 
black-populated  nation  to  the 
United  States.9  In  other  words,  ( 
the  large  immigrant  population  , 
from  Caribbean  nations  like  the 
Dominican  Republic  has  likely  in- 
fluenced the  low  foreign-born 
rates  found. 

This  study  was  not  conducted 
to  be  exclusively  a hypothesis- 
testing exercise.  We  believe  that 
migrant  studies  have  practical  im- 
plications for  health  planning.3 
For  example,  southern-born 
blacks  are  a declining  proportion 
of  New  Jersey  s population  and 
foreign-born  blacks  are  an  in- 
creasing portion.  In  1980,  the 
percentage  of  foreign-born  blacks 
over  65  years  was  4 percent;  it 
was  13  percent  in  1990. 1 
Southern-born  blacks  declined 
from  71  percent  to  66  percent  of 
this  cancer-prone  population  dur- 
ing that  same  decade.  The  demo- 
graphic shift  from  southern-born 
to  foreign-born  blacks  is  ac- 
celerating. In  1980,  southern- 
born  blacks  constituted  58  per- 
cent of  the  New  Jersey  black 
population  35  to  64  years  old  and 
the  foreign-born  constituted  only 
6 percent.  A decade  later,  the 
proportions  were  44  percent  and 
15  percent,  respectively. 

If  we  assume  convergence  to- 
ward cancer  risk  associated  with 
a New  Jersey  lifestyle  in  one  or 
two  generations,  this  demo- 
graphic trend  implies  lower  rates 
of  cancer  mortality  among  New 
Jei  'sey  blacks  in  the  near  future, 
especially  for  cancers  of  the 
cervix,  esophagus,  prostate,  and 
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stomach.  Since  different  cancers 
require  different  resource  com- 
mitments, as  well  as  different 
prevention  and  control  strategies, 
more  detailed  spatial  projections 
are  clearly  desirable.  In  New 
Jersey,  it  would  be  useful  to  have 
age-specific  cancer  rate  estimates 
by  the  multicounty  local  advisory 
boards,  which  are  partly  respon- 
sible for  health  planning  and  al- 
locating resources. 

The  present  study  is  all  that  we 
could  do  at  the  regional  or  state 
scales  with  available  cancer  and 
population  data.  Similar  studies 
cannot  be  done  for  the  rapidly 
growing  Asian  and  Hispanic 
populations  of  New  Jersey  be- 
cause of  inconsistencies  in  the 
way  health  and  population  data 
are  collected  under  the  mandate 
of  the  federal  government.10  Race, 
ethnicity,  and  country-of-origin 
are  not  consistently  collected 
using  the  same  protocol.  Defini- 
tions have  been  changed  at  a pace 
that  frustrates  researchers  hoping 
to  accumulate  sufficient  data  to 
search  for  patterns  and  trends 
that  health  planners  can  use. 
Even  though  the  U.S.  Office  of 
Management  and  Budget  current- 
ly is  analyzing  how  race,  etlmici- 
ty/culture,  and  place  of  birth  are 
collected  and  used,  it  is  not  clear 
that  a protocol  useful  to  public 
health  will  result.  Some  Ameri- 
cans argue  that  much  of  the 
census  data  by  race,  ethnicity, 
and  country-of-origin  should  not 
be  collected.  If  New  Jersey  public 
health  officials  are  going  to 
monitor  changes  in  cancer  and 
develop  health  plans  that  reflect 
emerging  trends,  data  on  race, 
ethnicity/culture,  and  place  of 
birth  for  every  individual  are 
necessary.  Better  still,  we  need 
variables  that  reflect  social  class. 
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Even  with  a consistent  data- 
base, migrant  studies  have  limita- 
tions as  a basis  for  health  plan- 
ning. At  the  geographical  scale  of 
the  state  or  region,  we  can 
speculate  only  about  differences 
in  hormonal,  occupational,  nutri- 
tional, sexual,  and  other  behav- 
ioral patterns  of  migrant  popula- 
tions that  link  findings  from  mi- 
grant studies  to  disease  preven- 
tion and  control  because  of  the 
potential  for  ecological  fallacy. 
There  are  other  limitations,  as 
well.  Migrants  may  be  self-select- 
ing and  not  representative  of  the 
population  as  a whole.  According- 
ly, differences  in  the  mortality 
and  morbidity  of  migrants  and 
non-migrants  may  be  attributed 
inappropriately  to  a disease 
process  associated  with  the  re- 
gions of  birth  and  settlement 
rather  than  other  conditions. 

Mortality  data  do  not  reflect 
length  of  residence.  Without  this 
information,  each  individual  is 
weighted  equally  in  epidemi- 
ologic studies,  when  the  resident 
of  New  Jersey  who  moved  from 
North  Carolina  shortly  after  birth 
should  be  considered  differently 
from  his  neighbor  who  moved 
from  North  Carolina  to  join  his 
children  after  retirement. 

Designing  followup  retrospec- 
tive case-control  or  prospective 
monitoring  studies  of  migrants, 
and  doing  field  interventions  to 
prevent  and  control  cancer  are 
complicated  and  expensive  be- 
cause a large  sample  is  needed  to 
control  for  these  confounders.  Re- 
gional and  state-scale  studies  such 
as  the  one  presented  here  appear 
to  be  an  essential  step  toward 
choosing  populations,  types  of 
cancers,  and  specific  cancer 
prevention  and  control  methods 
to  take  to  the  field.  H 
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Colonic  tubirioviUous  adenoma 
associated  with 
gastric  heterotopia 

Mitchell  S.  Cappell,  MD,  PhD 


Gastric  heterotopia  in  the  colon  proximal  to  the  rectum  is  rare. 
The  clinical  spectrum  of  gastric  heterotopia  is  extended  by 
reporting  a case  that  occurred  in  an  elderly  patient,  associated 
with  a colonic  tubulovillous  adenoma  and  treated  by 
polypectomy  without  recurrence  one  year  later. 


Gastric  heterotopia  in  the 
colon  proximal  to  the 
rectum  is  rare  with  only 
six  cases  previously  re- 
ported, all  occurring  in  children 
or  young  adults.141  The  lesion  has 
been  associated  with  complica- 
tions including  diarrhea,1  colonic 
obstruction,2  appendicitis,3  co- 
lonic perforation,4  and  intestinal 
bleeding.1'1  In  the  prior  cases,  the 
condition  has  been  cured  by 
surgery.  The  clinical  spectrum  of 
this  disorder  is  extended  by  re- 
porting a case  in  an  elderly  pa- 
tient; by  describing  colonic- 
neoplasia  associated  with  gastric- 
heterotopia;  by  illustrating  the  en- 
doscopic appearance;  and  by  re- 
porting the  first  case  of  lesion  re- 
moval bv  polypectomy. 

CASE  REPORT 

A 64-year-old  white  female  was 
referred  for  endoscopy  because  of 
fecal  occult  blood,  a strong  family 
history  of  nonsyndromic  colonic 
polyps,  and  mild  left  upper 
quadrant  abdominal  pain.  The  pa- 
tient was  taking  levothyroxine  for 
hypothyroidism.  The  patient  had 
a cholecystectomy  years  earlier. 
Physical  examination  revealed  a 
soft,  nontender  abdomen  with 
normoactive  bowel  sounds.  The 
hematocrit  was  43.1.  The  platelet 


count  and  prothrombin  time  were 
within  normal  limits.  Colon- 
oscopy revealed  a 6 mm  wide 
erythematous  polyp  with  a 
smooth  surface  arising  from  a 
broad  fold  in  the  distal  descend- 
ing colon  at  50  cm  from  the  anal 
verge  (Figure  1).  A hot  biopsy  of 
the  fold  was  taken  and  polypec- 
tomy was  performed.  Histologic 
examination  ol  the  polyp  revealed 
an  adenomatous  polyp  with  focal 
villous  change  and  ectopic  gastric 
epithelium  (Figure  2).  (An  ad- 
ditional 7 mm  wide  mixed 
adenomatous  and  hyperplastic 
sigmoid  polyp  also  was  removed 
by  polypectomy.) 

Panendoscopy  with  gastric 
biopsies  revealed  mild  focal 
chronic  inflammation  in  the 
gastric  body  without  evident 
Helicobacter  pylori  infection  or 
intestinal  metaplasia.  Urease  ac- 
tivity was  not  present  in  a gastric- 
biopsy.  Serum  gastrin  level  after 
an  overnight  fast  and  serum  vita- 
min B12  level  were  within  normal 
limits.  Serum  parietal  cell  and  in- 
trinsic factor  antibodies  were  not 
present.  One  year  later,  the  pa- 
tient was  asymptomatic,  with  a 
normal  hematocrit  and  no  fecal 
occult  blood.  Surveillance  co- 
lonoscopy at  one  year  of  followup 
revealed  no  lesions. 


DISCUSSION 

Age  at  presentation.  The 
clinical  spectrum  of  gastric 
heterotopia  in  the  colon  proximal 
to  the  rectum  is  poorly  charac- 
terized due  to  lesion  rarity.  The 
previously  reported  occurrence 
solely  in  young  patients  and  its 
frequent  association  with  con- 
genital anomalies6  have  been  sug- 
gested as  evidence  that  this  lesion 
is  congenital.4  The  current  case 
demonstrates  that  this  lesion  can 
present  in  the  elderly,  due  to  an 
acquired  disorder  or  to  late 
presentation  of  a previously 
clinically  silent  congenital  lesion. 

Endoscopic  appearance.  The 
colonoscopic  or  sigmoidoscopic 
appearance  of  this  lesion  in  the 
colon  or  rectum  has  included  an 
ulcerated  mass,0  ulcers,6"9  vel- 
vety polyp,10'12  diverticulum,13"14 
friable  erythematous  mucosa,10 
and  prominent  fold."1  The  gross 
pathologic  appearance  included 
a whitish  patch1  and  a gray 
polyp.3  In  the  current  case,  the 
polyp  appeared  similar  to  a sim- 
ple adenoma.  These  findings  sug- 
gest that  gastric  heterotopia  has 
variable  endoscopic  appearances 
and  can  resemble  more  common 
lesions.  The  diagnosis  is  made  by 
histologic  examination  of  tissue. 

Association  with  neoplasia. 
This  heterotopia  is  important  be- 
cause it  frequently  causes  com- 
plications (Table).  Acid  produc- 
tion by  ectopic  oxvntic  mucosa  in 
Barrett’s  esophagus  can  cause  a 
Barrett’s  ulcer.1.  Similarly,  acid 
production  by  ectopic  oxyntic 
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Hct— hematocrit,  wk— weeks.  Age  is  in  years  unless  otherwise  noted.  A case  of  duodenal  heterotopia  with  Brunner’s  glands  in  a colonic  tuberculous  ulcer  (20)  is  excluded 
*Current  report. 
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Table.  Clinical  presentation  and  therapy  of  seven  reported  eases  of  gastric  heterotopia  in  the  colon  excluding  the  rectum. 


Figure  1.  Videophotograph  during 
colonoscopy  of  a 6 mm  wide  polyp 
(straight  arrow)  with  a stalk  (open 
arrow)  arising  from  a broad  fold  (ar- 
rowhead). The  electrocautery  marks 
are  from  a hot  biopsy  of  the  fold  prior 
to  polypectomy. 

gastric  mucosa  in  the  colon  can 
lead  to  ulcers  and  cause  colonic 
bleeding’8  or  perforation.4  Other 
complications  include  colonic  ob- 
struction due  to  intussusception 
of  a polyp  containing  heterotopic 
mucosa,2  and  appendicitis  from 
obstruction  by  an  appendiceal 
polyp  containing  heterotopic 
mucosa.3  The  current  case  shows 
that  gastric  heterotopia  in  the 
colon  may  be  associated  with  a 
colonic  adenoma.  The  occurrence 
of  heterotopia  and  neoplasia  in 
the  same  colonic  polyp  and  not 
other  sampled  colonic  regions 
suggests  that  this  association  is 
not  coincidental.  One  prior  case 
of  gastric  heterotopia  in  the  rec- 
tum 3 cm  away  from  rectal 
adenocarcinoma  was  reported.11 
Possible  explanations  for  an  as- 
sociation with  neoplasia  is  that 
gastric  heterotopia  may  undergo 
malignant  degeneration,  that 
transformed  cells  in  a colonic 
neoplasm  may  revert  to 
pluripotential  progenitor  cells  and 
develop  gastric  histology,5 13  or 
that  colonic  mucosa  can  re- 
generate abnormally  after  tumor- 
induced  mucosal  injury.819 

Therapy.  Polypectomy  general- 
ly is  diagnostic  and  curative  for 
nonmalignant  colonic  polyps, 
especially  adenomas.  In  five  of 
the  six  prior  cases  of  heterotopic 
gastric  lesions  in  the  colon,  the 


Figure  2.  Low  (A)  and  medium  (B) 
power  photomicrographs  show  an 
adenomatous  focus  (left  in  A and  left 
bottom  in  B)  amid  metaplastic  gastric 
epithelium  (right  in  A and  B)  in  the 
removed  descending  colon  polyp. 
Inset  in  B shows  a high-power 
photomicrograph  of  the  metaplastic 
gastric  glands.  The  adenomatous 
glands  exhibit  typical  findings  of 
nuclear  hyperchromasia,  cellular 

lesion  was  removed  by  surgery.1' 
In  one  prior  case,  bleeding  from 
the  lesion  was  managed  by  hista- 


crowding, and  pseudostratification. 
The  gastric  epithelium  exhibits  typi- 
cal findings  of  small  eccentric  glan- 
dular nuclei,  a homogeneous  and 
hvpoehromatic  glandular  cytoplasm, 
absence  of  goblet  cells  within  glands, 
closely  packed  glands,  and  scant  in- 
terstitial connective  tissue.  [Hema- 
toxylin & eosin,  x 20  in  A,  x 100  in 
B,  x400  in  inset  of  B.] 


mine-2  receptor  antagonists.6 
This  report  shows  that  polypec- 
tomy may  be  sufficient  therapy.  I 
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Elevated  free  triiodothyronine 
An  uncommon  form  of 
hyperthyroidism 
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The  usual  diagnosis  of  hyperthyroidism  is  determined  by  an 
elevated  thyroxine  (J4 ) level.  Less  commonly,  isolated 
increased  triiodothyronine  (T3 ) levels  are  found,  especially  in 
nodular  thyroid  disease.  Rarely  has  hyperthyroidism  been 
diagnosed  with  normal  (or  low)  T4  and  T3  levels. 


A 39-year-old  white  female 
was  evaluated  for  a right 
thyroid  nodule.  She  pre- 
viously had  undergone 
an  evaluation  in  1977,  when  an 
1-131  thyroid  scan  showed  an 
asymmetric  distribution,  with  the 
right  lobe  more  prominent  than 
the  left,  and  an  uptake  that  was 


normal  at  17.7  percent.  No  blood 
tests  were  available. 

When  first  seen  in  1987,  a 
3x3  cm  soft  nodule  was  found  in 
the  right  lobe  of  the  thyroid  with 
the  left  lobe  normal.  Clinically, 
the  patient  was  euthyroid.  Lab- 
oratory data  are  summarized  in 
the  Table.  A repeat  scan 


(technetium  mistakenly  done  in- 
stead of  an  1-131)  showed  uptake 
on  the  right  side  only;  observation 
was  advised.  The  patient  was  lost 
to  followup  for  three  years  and  in 
1990,  when  re-examined,  the 
gland  was  unchanged.  The  thy- 
roid stimulating  hormone  (TSH) 
remained  unexplained  below 
normal.  In  1993,  the  nodule  had 
enlarged  slightly  to  3.5  x 3 cm 
and  a four-pound  weight  loss  was 
noted.  A free  triiodothyronine 
(T3)  level  was  found  to  be 
elevated.  The  thyroid  binding 
globulin  was  normal  at  2.7  mg/dl 
(normal  is  1.7-3. 6).  Surgery'  was 


Table.  Laboratory  data. 

Date 

October  1987 

t; 

7.4 

V 

176 

T3  Update3 

43 

Free  T34 

Free  T45  TSH6 

September  1990 

1897 

October  1990 

9.4 

127 

43 

0.05 

January  1991 

98 

0.01 

May  1991 

86 

<0.018 

February  1992 

183 

<0.028 

October  1992 

7.6 

150 

40 

June  1993 

8.5 

182 

44 

December  1993 

4.7  T 

February  1994 

9.6 

159 

4889T 

1.7 

February  1994 

(1  day  post-op)  81 

2389 

<0.05 

May  1994 

5.9 

o 

o 

CO 

1.42 

Normal:  1) 

T4  (RIA) 

4.5-12.5  ug/dl 

6) 

TSH  2nd  generation  0.5-3. 7 mu/nl 

2) 

T3  (RIA) 

70-200  ng/dl 

7) 

T3  normal 

86-187  ng/dl 

3) 

t3  ru 

35-45% 

8) 

TSH  3rd  generation  0.25-4.5  mu/nl 

4) 

Free  T3 

1. 4-4.4  pg/nl 

9) 

Free  T3 

260-480  pg/dl 

5) 

Free  T4 

0.8-2. 7 ng/dl 

10) 

t3  RU 

27-40% 
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advised.  A 4x3x2  cm  nodule 
was  removed  uneventfully. 

DISCUSSION 

The  diagnosis  of  free  T3  toxico- 
sis was  first  described  in  1990  in 
a report  of  three  patients  with 
isolated  elevations  of  free  T3 
levels  with  low  total  T4  and  T3 
measurements.1  Low  thyroid 
binding  globulin  (TBG)  levels 
were  found  and  a reciprocally 
raised  T3  uptake  yielded  normal 
free  thyroxine  indices.  Free  T, 
levels  were  normal.  TSH  was  low 
and  did  not  rise  after  thyroid  re- 
lating hormone  stimulation. 
Nodular  goiters  were  found  in 
two  patients  and  Graves  disease 
was  found  in  the  third  patient. 
Clinical  and  biochemical  im- 
provement occurred  after  sur- 
gery. The  authors  concluded  that 
free  T3  toxicosis  should  be  con- 
sidered in  patients  with  low  TBG 
levels  having  low  total  T4  and 
T3  measurements,  but  having 
unexplained  low  TSH  determina- 
tions and  symptoms  consistent 
with  hyperthyroidism. 

The  patient  presented  in  this 
case  report  had  low  TSH  levels 
and  solely  elevated  free  T3 
measurements.  However,  in  con- 
trast to  the  patients  previously 
described,  both  her  TBG  and  total 
T4  and  T3  hormones  were  normal. 
The  free  T4  level  was  similarly 
normal.  Removal  of  her  toxic 
nodule  brought  her  free  T3  to 
below  normal  and  total  T3  to  a low 
normal  range  within  one  day. 
Two  months  postoperatively,  her 
TSH  level  subsequently  nor- 
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malized.  This  case,  therefore, 
represents  a pure  form  of  free 
T3  toxicosis  unaffected  by  mis- 
leading low  TBG  levels. 

A recently  published  article 
also  confirms  the  rare  but  oc- 
casional occurrence  of  free  T3  tox- 
icosis;2 3 out  of  140  patients 
screened  by  having  a subnormal 
TSH  and  normal  free  T4  levels 
were  found  to  have  this  disorder. 
Each  patient  had  nodular  thyroid 
disease. 

A number  of  questions  related 
to  this  case  remain  to  be 
answered.  First,  did  the  raised 
free  T3  level  cause  suppression  of 
the  TSH  level?  It  is  known  that 
control  of  TSH  secretion  is 
primarily  mediated  by  intra- 
pituitary  conversion  of  T4  to  T3 
and  even  elevated  T3  levels  do  not 
well  suppress  TSH.’  However, 
since  both  T4  and  T3  were  normal 
and  the  TSH  normalized  postop- 
eratively, it  would  seem  that  the 
increased  free  T3  suppressed  the 
TSH. 

Second,  although  T3  elevations 
with  subsequent  T3  toxicosis  are 
known  to  occur  in  solitary 
nodules,  especially  ones  larger 
than  3 cm,  why  was  only  the  free 
T3  elevated  in  this  case?4  Does 
this  represent  an  earlier  form  of 
hyperthyroidism? 

Lastly,  does  elevated  free  T3 
level,  with  a suppressed  TSH, 
represent  a true  potential  morbid 
event  despite  normal  total  T,  and 
T4  level?  Does  this  free  T3 
hormonal  abnormality  equate 
with  subclinical  hyperthyroidism 
induced  by  T4  suppression  of 
TSH,  which  is  known  to  cause 


osteoporosis  and  other  abnor- 
malities?’ 

The  need  for  measuring  free 
T3  is  limited,  but  should  be  ex- 
panded to  include  hyperthyroid 
patients  having  an  unexplained 
low  TSH  with  normal  (as  well  as 
low)  T3  and  T,  determination, 
especially  in  those  patients  having 
nodular  thyroid  disease.  H 
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Neoadjuvant  chemotherapy  and 
orthotopic  liver  transplantation 
for  hepatocellular  carcinoma 

Michael  Holman,  MD  Robert  Goldstein,  MD 
David  Harrison,  MD  Bo  Husberg,  MD 
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From  1987  to  1992,  27  patients  with  unresectable 
hepatocellular  carcinoma  were  included  in  a neoadjuvant 
chemotherapy  study  prior  to  undergoing  orthotopic  liver 
transplantation.  The  results  are  reported.  Other  studies  of 
patients  involving  orthotopic  liver  transplantation  are  reviewed. 


The  worldwide  incidence 
of  primary  hepatocellular 
carcinoma  has  been  esti- 
mated to  be  up  to  one 
million  new  cases  annually.1  With 
the  advent  of  more  aggressive 
screening  techniques,  many  more 
patients  are  being  referred  for 
treatment  before  the  tumor  ex- 
tends beyond  the  confines  of  the 
liver.  Unfortunately,  few  patients 
have  resectable  tumors  at  the 
time  of  presentation.2  Addition- 
ally, 56  to  84  percent  of  patients 
with  hepatocellular  carcinoma 
have  cirrhosis,  thus  eliminating 
the  possibility  of  normal  liver 
function  after  resection.3  A vari- 
ety of  chemotherapeutic  agents 
have  been  used  with  mixed,  but 
overall  poor,  results.4  Dox- 
orubicin, although  not  as  promis- 
ing as  initially  reported,5  probably 
is  the  agent  of  choice  and  is  as 
effective  as  multimodality  thera- 
py.6 Selective  regional  chemo- 
therapy using  Lipiodol"  along 
with  an  anticancer  drug  and  ar- 
terial embolization  is  a new 
modality  that  has  produced 
promising  results  in  several 
trials.7'9 

Orthotopic  liver  transplantation 
would  seem  to  be  a foolproof 
means  of  treating  unresectable 
hepatocellular  carcinoma  con- 


fined to  the  liver.  Yet,  early  at- 
tempts and  subsequent  series  had 
high  recurrence  rates.10'12  How- 
ever, every  center  has  rare  but 
remarkable  examples  of  long- 
term, tumor-free  survival.13  The 
etiology  of  recurrence  is  thought 
to  be  a consequence  of  undetect- 
able micro-metastases  present 
before  transplantation  or  tumor 
embolization  during  surgery.14  To 
address  this  issue,  patients  with 
unresectable  hepatocellular  carci- 
noma limited  to  the  liver  and  who 
otherwise  met  the  criteria  for 
transplantation  were  included  in 
a neoadjuvant  chemotherapy 
protocol  at  Baylor  University 
Medical  Center  (BUMC).  This 
paper  updates  the  initial  BUMC 
experience  with  this  mode  of 
treatment  that  previously  was  re- 
ported.U1<1  In  order  to  better  com- 
pare our  results  with  those  from 
other  series  and  to  generate 
significant  prognostic  criteria, 
each  tumor  was  staged,  graded, 
and  examined  for  histologic 
evidence  of  cirrhosis  and  active 
hepatitis  B virus  replication. 

MATERIALS  AND  METHODS 

Between  1987  and  1992,  27  pa- 
tients were  included  in  the  neoad- 
juvant chemotherapy  protocol  for 
unresectable  hepatocellular  car- 


cinoma. Inclusion  criteria  were 
modified  slightly  over  this  period 
to  include:  evidence  of  surgically 
unresectable  hepatoma;  no  evi- 
dence of  extrahepatic  spread;  no 
evidence  of  significant  cardiac 
disease;  and  informed  consent. 
Preoperative  evaluation  included 
ultrasonography,  computed  to- 
mography (CT),  and  magnetic  re- 
sonance imaging  (MRI)  scans  of 
the  abdomen  and  chest,  and  serial 
alpha-fetoprotein  measurements. 
At  the  time  of  transplantation,  the 
patient  was  thoroughly  explored 
and  suspicious  lymph  nodes  and 
masses  were  biopsied.  The  sur- 
gery was  aborted  and  a backup 
patient  was  transplanted  if 
metastatic  disease  was  dis- 
covered. This  protocol  was  ap- 
proved by  the  BUMC  Institu- 
tional Review  Board. 

Prior  to  surgery,  10  mg/m2  of 
doxorubicin  was  administered 
intravenously  each  week.  A 
perioperative  dose  of  10  mg/m2 
was  given  two  to  eight  hours  prior 
to  removal  of  the  native  liver. 
Chemotherapy  was  resumed 
within  21  days  after  surgery  and 
continued  weekly  until  a cumula- 
tive dose  of  200  mg/m2  was 
reached.  This  regimen  was  al- 
tered or  withheld  if  rejection, 
neutropenia,  or  infection  devel- 
oped. Immunosuppression  con- 
sisted of  cyclosporine  and  ste- 
roids. Steroid  resistant  rejection 
was  treated  with  OKT3. 

Hepatectomy  and  liver  replace- 
ment were  performed  as  previ- 
ously described  with  the  follow- 
ing modifications:  suspect  nodes 
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Table  1.  Summary  of  results. 


Ta 


Grade 

Survival 

Alive/ 

Recurrence/ 

Cirrhosis 

Vascular 

Active 

HBV 

TNM/Stage 

T4NOMO/IVa 

III 

(mos) 

62 

Dead 

Alive 

Site 

No 

No 

Invasion 

No 

Histology 

No 

T2NOMO/IVa 

III 

59 

Alive 

No 

No 

No 

No 

T2NOMO/II 

II 

50 

Alive 

No 

Yes 

No 

No 

T2NOMO/II 

II 

12 

Dead 

No 

Yes 

No 

Yes 

T2NOMO/II 

III 

27 

Dead 

21  mos/ 

No 

No 

No 

T3NOMO/III 

II 

41 

Alive 

lung,  liver 
No 

Yes 

No 

No 

T2NOMO/II 

II 

38 

Alive 

26  mos/lung 

No 

No 

No 

T4NOMO/IVa 

III 

38 

Alive 

No 

Yes 

No 

No 

T4NOMO/IVa 

III 

5 

Dead 

4 mos/lung 

Yes 

Portal  vein 

No 

T2NOMO/II 

II 

35 

Alive 

No 

No 

No 

No 

T3NOMO/III 

II 

34 

Alive 

14  mos/liver, 

No 

Microscopic 

No 

T4NOMO/IVa 

III 

6 

Dead 

omentum 

No 

Yes 

Portal  vein 

Yes 

T4NOMO/IVa 

III 

32 

Alive 

No 

No 

No 

No 

T2NOMO/II 

II 

32 

Alive 

No 

No 

No 

No 

T2NOMO/II 

II 

31 

Alive 

17  mos/bone 

Yes 

No 

No 

T4NOMO/IVa 

IV 

10 

Dead 

6 mos/liver 

Yes 

Hepatic  vein 

No 

T2NOMO/II 

III 

6 

Dead 

No 

Yes 

No 

Yes 

T4NOMO/IVa 

III 

12 

Dead 

4 mos/lung 

Yes 

Hepatic  vein 

Yes 

T3NOMO/III 

III 

13 

Dead 

9 mos/liver 

Yes 

Microscopic 

No 

T4NOMO/IVa 

II 

22 

Alive 

No 

Yes 

No 

No 

T4NOMO/IVa 

IV 

1 

Dead 

No 

Yes 

Hepatic  and 

No 

T2NOMO/II 

III 

11 

Dead 

No 

Yes 

portal  veins 
No 

No 

T4NOMO/IVb 

IV 

1 

Dead 

1 mo/lung, 

No 

No 

No 

T3NOMO/III 

III 

9 

Alive 

adrenal 

No 

No 

Microscopic 

No 

T4NOMO/IVa 

II 

1 

Dead 

No 

Yes 

No 

Yes 

T3NOMO/III 

II 

1 

Dead 

No 

Yes 

No 

Yes 

T4NOMO/IVa 

III 

1 

Alive 

No 

Yes 

Portal  vein 

No 
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and  masses  were  biopsied;  an  at- 
tempt was  made  to  exclude 
hepato-systemic  outflow  as  soon 
as  feasible  during  the  dissection; 
the  liver  was  manipulated  as  little 
as  possible;  and  biliary  outflow 
was  established  either  with  a 
choledochodochostomy  or  cho- 
ledoehojejunostomy!7 

Each  case  has  been  retrospec- 
tively staged  using  the  pTNM 
classification  proposed  by  the  In- 
ternational Union  Against  Cancer 
and  the  American  Joint  Commit- 
tee on  Cancer. Is  20  Multiple  tissue 
blocks  were  sectioned,  stained, 
and  graded.21  Histologic  evidence 
of  cirrhosis  and  active  hepatitis  B 
virus  replication  was  noted.  All 
tumors  were  selectively  stained 
for  hepatitis  B surface  and  core 
antigens  with  immunoperoxidase- 


tagged  anti-surface  and  anti-core 
antibodies. 

Data  were  stored  on  DEC- 
V AX  A7  MS  V5.3-2  software.  Retro- 
spective analysis  was  performed 
analyzing  cirrhosis,  vascular  in- 
vasion, hepatitis  B status,  pTNM 
stage,  and  tumor  grade.  Overall 
survival  is  reported  as  of  June  1, 
1992.  Lifetest  procedures  calcu- 
lating product  limit  survival 
estimates  were  done. 

RESULTS 

Twenty-seven  patients  (12 
males  and  15  females)  par- 
ticipated in  this  neoadjuvant 
chemotherapy  protocol  between 
March  1987  and  April  1992 
(Table  1).  Ages  ranged  from  19  to 
64  years  with  a mean  age  of  46.7 
years.  A total  of  31  grafts  were 


placed  into  the  27  patients. 
Followup  has  ranged  from  1 to  61 
months.  Fourteen  patients  (52 
percent)  are  currently  alive.  Ov- 
erall patient  survival  using 
product  limit  survival  estimates 
for  3,  6,  12,  and  24  months  is  81, 
74,  61,  and  49,  respectively. 

Four  of  the  27  patients  (15  per- 
cent) died  within  60  days  of  trans- 
plantation. The  individual  causes 
of  death  were  pneumonia  and 
septic  shock,  cachexia  and  with- 
drawal of  supportive  care  (tumor 
partially  occluded  the  inferior 
vena  cava  and  portal  vein  at  time 
of  surgery),  metastatic  spread  of 
tumor,  and  anoxic  brain  injury 
secondary  to  a cardiac  arrest. 

Recurrent  or  metastatic  tumor 
developed  in  9 of  the  27  pa- 
tients (33  percent)  in  this  study. 
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Table  2.  Survival 

per  patient  stage  and  tumor  grade. 

6 months 

12  months 

24  months 

Stage  II  (n  = 9) 

89% 

67% 

56% 

Stage  III  (n  = 5) 

80% 

53% 

40% 

Stage  IVa  (n  = 12) 

65% 

46% 

33% 

Stage  IVb  (n  = 1) 

0 

Grade  II  (n  = 9) 

89% 

78% 

56% 

Grade  III  (n  = 14) 

77% 

60% 

43% 

Grade  IV  (n  = 4) 

50% 

25% 

0% 

Sites  included  lung,  liver,  bone, 
adrenal  gland,  and  omentum.  Re- 
currence was  diagnosed  from  1 to 
26  months  after  surgery.  Of  the 
3 patients  alive  with  recurrent  or 
metastatic  tumor,  1 patient  under- 
went successful  resection  of  a 
pulmonary  focus.  Recurrent  or 
metastatic  tumor  was  responsible 
for  the  death  of  5 patients.  One 
patient  died  from  disseminated 
tuberculosis  and  renal  failure. 
The  3 survivors  with  recurrent  or 
metastatic  tumor  had  grade  II  his- 
tology, whereas  the  other  6 pa- 
tients from  this  group  had  grade 
III  or  IV  tumors. 

Cirrhosis  was  diagnosed  in  17 
of  the  27  participating  patients  (63 
percent).  Ten  of  these  patients  (59 
percent)  with  cirrhosis  are  alive. 
Eight  of  the  10  patients  (80  per- 
cent) without  cirrhosis  are  alive. 

Vascular  invasion  was  docu- 
mented in  9 of  the  27  patients  (33 
percent),  3 of  whom  had  only 
microvascular  encroachment.  Of 
the  6 patients  with  gross  evidence 
of  vascular  invasion,  5 patients 
died  within  12  months  after 
surgery.  The  lone  survivor  has 
been  followed  for  2 months. 

Chronic  active  hepatitis  was 
the  underlying  diagnosis  in  10  of 
the  27  participants  (37  percent). 
Two  of  these  patients  are  alive 
and  have  been  followed  for  1 and 
61  months,  respectively.  Six  of 
the  10  patients  had  histologic 
evidence  of  active  viral  replica- 
tion in  the  explant;  one-half  of 
these  patients  died  secondary  to 
recurrent  hepatitis.  All  6 patients 
died  within  one  year  after  surgery7 
(mean  survival  = 6.3  months). 

All  patients  and  tumors  were 
staged  and  graded.  There  were  9 
stage  II  patients,  5 stage  III  pa- 


tients, 12  stage  IVa  patients,  and 
1 stage  IVb  patient.  There  were 
9 grade  II  tumors,  14  grade  III 
tumors,  and  4 grade  IV  tumors. 
Survival  at  6,  12,  and  24  months 
was  calculated  for  each  stage  and 
grade  (Table  2).  Survival  was 
significantly  different  (P  = 0.0209) 
among  the  different  tumor  grades. 
Survival  was  not  statistically  dif- 
ferent (P=NS)  between  the  vari- 
ous stages. 

DISCUSSION 

Long-term  survival  can  be 
achieved  by  orthotopic  liver 
transplantation  for  unresectable 
hepatocellular  carcinoma  as 
evidenced  by  this  and  other  re- 
ports.22 The  issues  that  need  to  be 
resolved  are  criteria  for  selecting 
appropriate  candidates  and  what 
procedures  will  optimally  protect 
against  recurrence  of  tumor. 

Most  early  reports  detailing  ex- 
perience with  liver  trans- 
plantation for  primary  hepatic 
malignancy  failed  to  analyze  re- 
sults across  strata  using  universal 
staging  and  grading  criteria.  Con- 
sequently, comparing  results  be- 
tween centers  or  techniques  is 
impractical.  Centers  in  Birm- 
ingham, Hannover,  Cambridge, 
and  Pittsburgh  have  published  re- 
sults looking  at  various  factors 
such  as  TNM  classification  and 
how  it  related  to  prognosis. ls  23  20 

The  Hannover  paper  states  that 
prognosticating  factors  for  pro- 
longed survival  are  virtually  un- 
known. In  their  analysis  of  52  pa- 
tients transplanted  for  hepato- 
cellular carcinoma,  the  TNM 
stage  showed  a significant  dif- 
ference in  survival.  Stage  I and  II 
patients  had  a better  prognosis 
compared  to  higher  staged  pa- 


tients. Results  were  favorable  in 
the  stage  II  group,  but,  as  in  our 
trial,  there  was  recurrence  in 
these  patients.  Survival  by  stage 
was  reported  as  a median 
survival,  making  comparison  with 
our  results  impossible.  Conclud- 
ing remarks  suggested  that 
multimodality  therapy  will  be 
necessary  in  the  future. 

The  Cambridge- King’s  College 
Hospital  paper  reported  on  50  pa- 
tients transplanted  for  hepa- 
tocellular carcinoma.  Tumor  re- 
currence was  diagnosed  in  65 
percent  of  the  patients  who 
survived  for  more  than  three 
months.  Sites  of  recurrence  were 
similar  to  what  is  reported  in  this 
paper.  As  in  our  trial,  survival  was 
slightly  shorter  for  patients  with 
cirrhosis  compared  to  those  with- 
out cirrhosis.  No  formal  staging 
was  reported,  but  tumor  size  did 
not  correlate  with  long-term 
prognosis.  Patients  with  well-dif- 
ferentiated histology  died  from 
recurrence  later  than  those  pa- 
tients with  poorly  differentiated 
tumors.  The  3 patients  who  were 
disease-free  at  two  years  had  well 
differentiated  tumors.  This  group 
states  that  it  is  “reasonable  to  as- 
sume that  recurrence  of  tumor 
following  transplantation  is  based 
on  microdeposits  already  present 
in  extrahepatic  sites  or  released 
during  surgical  manipulation. 

The  Birmingham  experience 
described  21  patients  trans- 
planted with  hepatocellular  car- 
cinoma. Stage  I or  II  patients  had 
a median  survival  of  16  months, 
compared  to  7.5  months  in  stage 
III  patients.  No  mention  was 
made  of  tumor  grading,  but 
hepatitis  B was  noted  as  a cause 
of  death  in  1 patient.  Recurrence 
was  diagnosed  in  9 patients  (43 
percent)  and  accounted  for  6 
deaths.  This  group  concluded  that 
curative  liver  transplantation  can 
only  be  considered  for  stage  I and 
stage  II  cases. 

The  Pittsburgh  group  reported 
on  the  most  extensive  single 
center  experience.  A comparison 
was  made  between  trans- 
plantation versus  resection  in  the 
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treatment  of  hepatocellular 
carcinoma.  Extensive  analysis  was 
done  looking  at  105  transplant  re- 
cipients. All  patients  were  staged 
and  survival  was  compared  at 
multiple  times  across  the  different 
groups.  The  relative  prognostic 
importance  of  various  factors  was 
assessed.  Overall  one-year  sur- 
vival was  66  percent.  Survival 
correlated  well  with  TNM  stag- 
ing. Recurrence  was  43  percent  in 
total  and  60  percent  or  more  in 
advanced  stages.  Death  was  at- 
tributed to  recurrence  in  two- 
thirds  of  the  patients  in  which  it 
was  diagnosed.  Neoadjuvant 
chemotherapy  was  suggested  as  a 
means  to  improve  survival. 

As  previously  reported,  the 
neoadjuvant  chemotherapy  pro- 
tocol at  BUMC  is  well  tolerated 
and  not  associated  with  any 
significant  short-term  adverse  ef- 
fects. Three,  6-,  12-,  and  24- 
month  survival  is  81,  74,  61,  and 
49  percent,  respectively.  Overall 
recurrence  is  33  percent.  There  is 
no  statistical  difference  in  survival 
between  staged  groups.  There  is 
a significant  difference  in  survival 
between  graded  groups.  Fur- 
thermore, when  evidence  of  acute 
hepatitis  B viral  replication  and/ 
or  macroscopic  vascular  invasion 
was  established,  survival  was 
significantly  impacted.  All  but  one 
of  these  patients  died  within  one 
year  after  surgery  (mean  survival 
was  6.5  months). 

The  BUMC  protocol  appears  to 
improve  overall  survival  in  pa- 
tients transplanted  with  advanced 
lesions  of  poor  histologic  grade.  It 
is  impractical  to  compare  our  re- 
sults with  those  of  the  other 
studies  cited  because  a universal, 
impartial  system  of  staging  and 
grading  was  not  uniformly 
employed.  Only  recently  have 
such  systems  been  retrospectively 
used.  A liver  tumor  registry  might 
help  resolve  outstanding  issues. 


Orthotopic  liver  transplantation 
combined  with  perioperative 
chemotherpay  is  an  acceptable 
mode  of  therapy  for  treating 
unresectable  hepatocellular  car- 
cinoma, albeit  a palliative 
maneuver  in  the  majority  of  pa- 
tients. Factors  to  determine  who 
would  best  benefit  from  trans- 
plantation only  now  are 
materializing  and  being  applied. 
Each  potential  liver  recipient 
should  be  individually  evaluated 
as  to  suitability  for  trans- 
plantation, perhaps  using  biopsy 
evidence  of  poor  histologic  grade, 
vascular  invasion,  or  active 
hepatitis  B as  exclusion  criteria. 
Finally,  enhanced  diagnostic 
techniques  for  micrometastatic 
disease  are  imperative.  H 
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managed  care 
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With  the  advent  of  managed  care,  physicians  are  joining  a 
variety  of  organizations  in  addition  to  their  medical  staffs.  These 
new  associations  with  various  entities  present  new  issues 
regarding  conflicts  of  interest  and  ethical  decision-making 
which  have  not  yet  been  addressed  by  the  AMA. 


The  rise  of  health 
maintenance  organiza- 
tions (HMOs),  preferred 
provider  organizations 
(PPOs),  individual  practice  as- 
sociations (IPAs),  physician- 
hospital  organizations  (PHOs), 
and  related  physician  networking 
vehicles  presents  physicians  with 
the  opportunity  to  become  board 
members,  officers,  or  directors  on 
potentially  competing  health  care 
entities.  A physician  may  be 
presented  with  the  option  of  be- 
coming an  officer  of  an  I PA,  but 
how  does  this  position  affect  the 
physician’s  obligations  as  an  of- 
ficer on  the  medical  staff  of  a 
hospital  that  negotiates  with  the 
IPA?  Similarly,  a physician  may 
be  on  an  HMO  or  PPO  board  that 
is  negotiating  with  a hospital. 
What  are  the  physician’s  obliga- 
tions to  each  of  the  entities?  Is 
the  physician  able  to  wear  both 
hats?  Where  can  a physician  look 
for  ethical  guidance  as  to  poten- 
tial conflicts  of  interest  that  may 
arise  when  serving  as  a director 
or  an  officer  of  two  differing  en- 
tities? 

CODE  OF  MEDICAL  ETHICS 

In  addressing  the  proper  con- 
duct of  physicians,  the  American 
Medical  Association’s  (AMA) 


Code  of  Medical  Ethics  (Code)  is 
comprised  of  four  components: 
the  Principles  of  Medical  Ethics 
(Principles);  the  Fundamental 
Elements  of  the  Patient-Physician 
Relationship  (Elements);  Current 
Opinions  by  the  Council  on 
Ethical  and  Judicial  Affairs 
(CEJA);  and  the  Reports  of  CEJA. 
In  addition,  the  AMA  s House  of 
Delegates  issues  statements  on 
ethical  issues  that  are  contained 
in  the  AMA  Policy  Compendium. 

AMA  PRINCIPLES  AND 
FUNDAMENTAL  ELEMENTS 

The  following  general  princi- 
ples from  the  AMA  Code  can  be 
noted  by  physicians  faced  with  a 
conflict  of  interest  issue: 

IV.  A physician  shall  respect 
the  rights  of  patients,  of  col- 
leagues, and  of  other  health 
professionals,  and  shall  safeguard 
patient  confidences  within  the 
constraints  of  the  law. 

VI.  A physician  shall,  in  the 
provision  of  appropriate  patient 
care,  except  in  emergencies,  be 
free  to  choose  whom  to  serve, 
with  whom  to  associate,  and  the 
environment  in  which  to  provide 
medical  services.1 

These  principles  provide  little 
guidance  as  to  a physician  holding 
dual  memberships  on  one  or 


more  HMO,  PPO,  IPA,  or  PHO 
board  or  on  one  such  board  while 
serving  on  a hospital  board  as  a 
medical  staff  representative.  A 
literal  application  of  the  princi- 
ples suggests  that  a physician  is 
free  to  choose  with  whom  to  as- 
sociate and  the  environment  in 
which  to  provide  medical 
services,  i.e.  on  competing 
HMOs,  PPOs,  IPAs,  PHOs,  or 
hospital  boards  and  medical  staffs, 
provided  patients’  confidences  are 
safeguarded.  Review  of  the  Ele- 
ments of  the  Code  does  not 
provide  any  guidance  regarding 
conflicts  of  interest. 

CEJA  CURRENT  OPINIONS 

A July  1983  AMA  opinion, 
which  was  updated  in  June  1994, 
addressed  the  issue  of  dual  roles 
in  the  context  of  a hospital’s  or- 
ganized medical  staff,  which 
performs  essential  hospital  func- 
tions, even  though  the  medical 
staff  consists  primarily  of  in- 
dependent practicing  physicians 
who  are  not  hospital  employees. 
According  to  this  opinion, 
members  of  the  organized 
medical  staff,  in  addition  to  func- 
tioning as  a division  of  the 
hospital,  may  choose  to  act  as  an 
independent  group  for  the 
purpose  of  communicating  and 
dealing  with  the  governing  board 
with  respect  to  matters  that  con- 
cern the  interest  of  the  medical 
staff.  This  practice  was  deemed 
ethical  "as  long  as  there  is  no 
adverse  interference  with  patient 
care  or  violation  of  applicable 
laws.  ”2  This  AMA  opinion  iden- 
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tifies  that  at  various  times  medical 
staffs,  like  individual  physicians, 
may  wear  two  hats.  However,  this 
opinion  is  not  instructive  to  a 
physician  who  contemplates  be- 
coming a member  or  officer  of  a 
hospital  medical  staff  and  of  an 
HMO,  PPO,  IPA,  PHO,  or  other 
competing  organizations. 

CEJA  REPORTS 

In  1988,  CEJA  issued  a report 
concerning  the  “ethics  and 
propriety  of  having  physicians 
serve  on  the  governing  boards  of 
hospitals.  While  this  report  is 
not  directly  on  point,  the  con- 
clusion of  the  report  is  instructive 
as  CEJA  determined. 

There  is  no  valid  reason  for  dis- 
qualifying physicians  from  serving 
on  hospital  governing  boards. 
Service  on  the  medical  staff 
promotes  fulfillment  of  the  duties 
of  a member  of  the  hospital  gov- 
erning board.  Thus,  there  is  no 
inherent  conflict  in  fulfilling  both 
positions.  There  is,  however,  an 
incompatible  conflict  when  pa- 
tients’ interests  are  subordinated 
to  those  of  the  physician  for 
pecuniary  gain  or  other  self-in- 
terest in  any  position.3 

The  welfare  of  the  patient  again 
was  stressed  in  a December  1992 
CEJA  report  that  addressed  the 
development  of  “ethical  guide- 
lines for  physicians  serving  as  ad- 
ministrators, consultants,  and  wit- 
nesses and  in  other  business  or 
judicial  capacities  that  do  not  in- 
volve direct  patient  care.’  CEJA 
concluded,  “Physicians  in  admin- 
istrative roles  must  still  put  the 
needs  of  patients  first.  At  least 
since  the  time  of  Hippocrates, 
physicians  have  cultivated  the 
trust  of  their  patients  by  placing 
patient  welfare  before  all  other 
concerns.  The  ethical  obligations 
of  physicians  are  not  suspended 
when  a physician  assumes  a posi- 
tion that  does  not  directly  involve 
patient  care.”4 

CEJA  noted  it  “does  not  be- 
lieve it  is  necessary  to  develop  a 
separate  ethics  code  for  physi- 
cians who  serve  as  administrators, 
consultants,  or  witnesses;  who 


serve  on  quality  assurance,  utili- 
zation review,  professional  re- 
view, or  other  peer  review 
boards;  or  who  serve  in  other 
business  or  judicial  capacities  that 
do  not  involve  direct  patient 
care.”5  The  report  suggests  that  it 
would  be  more  useful  for  CEJA 
to  continue  to  develop  ethical 
guidelines  on  specific  issues  of 
concern  to  physicians  who  serve 
in  capacities  that  do  not  involve 
direct  patient  care.  Thus,  neither 
CEJA  opinions  nor  CEJA  reports 
issued  to  date  address  duality  of 
memberships  or  potential  conflict 
of  interest  when  a physician  as- 
sumes a leadership  position  on 
boards  of  entities  with  competing 
or  conflicting  business  objectives. 

AMA  POLICY  COMPENDIUM 

The  AMA  Policy  Compendium 
provides  a comprehensive  com- 
pilation of  the  AMA  policy  con- 
cerning numerous  issues  includ- 
ing a section  on  ethics.  The 
House  of  Delegates  adopted,  as  a 
permanent  policy,  the  ethical 
guidelines  for  physicians  serving 
as  administrators,  consultants, 
and  witnesses  and  in  other  busi- 
ness or  judicial  capacities  that  was 
promulgated  by  CEJA  in  De- 
cember 1992. 6 

Also,  the  House  of  Delegates 
has  issued  a policy  statement  as 
to  “physician  representation  on 
hospital  governing  boards,”  which 
provides:  "Hospital  conflict  of  in- 
terest policies  should  include 
physician  medical  staff  members 
of  hospital  governing  boards.”7 
This  policy  permits  physicians  to 
hold  dual  membership  on  the 
hospital  medical  staff  and  hospital 
governing  body  and  notes  that 
physicians  should  be  subject  to 
hospital  conflict  of  interest 
policies.  As  there  is  little  guide  in 
the  code  regarding  conflicts  of  in- 
terest, it  is  advisable  for  the  gov- 
erning documents  or  policies  of 
an  HMO,  PPO,  IPA,  or  PHO  to 
contain  a conflicts  provision.  The 
following  is  a sample  bylaw  sec- 
tion on  duality  of  interest  that  can 
be  incorporated  into  the  bylaws  of 
an  HMO,  PPO,  IPA,  or  PHO: 


Directors  and  officers  have  a con-  111 
tinuing  fiduciary  duty  of  loyalty  W 
and  care  in  the  management  of  to 
(name  of  entity).  L 


Any  director  or  officer  having  an 
interest  in  a competing  managed 
care  entity,  or  in  a contract  or 
other  transaction  coming  before 
the  Board,  or  a committee  thereof, 
for  authorization,  approval,  con- 
sideration, or  ratification  shall  give 
prompt,  full,  and  frank  disclosure 
of  his  or  her  interest  to  the  Board 
or  committee  prior  to  its  action  on 
such  contract  or  transaction.  Upon 
such  disclosure  to  a committee,  the 
manner  of  such  director’s  or  of- 
ficers interest  shall  be  presented 
to  the  Board. 
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The  Board  shall  determine,  at  such 
time  as  the  disclosure  is  made  to  ‘ 
that  body,  whether  the  disclosure, 
shows  that  a conflict  of  interest  < 
exists  or  can  reasonably  be  con- 
strued to  exist.  If  the  Board  de-  ( 
termines  that  a conflict  exists  or 
may  reasonably  be  construed  to  ( 
exist,  such  director  shall  not  vote 
on,  and  such  director  or  officer 
shall  not  use  his  or  her  personal 
influence  on,  nor  be  present  at  or 
participate  (other  than  to  represent 
factual  information  or  to  respond 
to  questions,  if  necessary)  in  the 
discussion  or  deliberations  with 
respect  to  any  contract,  trans- 
action, or  business  endeavors. 
Such  director  may  be  counted  in 
determining  the  existence  of  a 
quorum  at  any  meeting  when  the 
contract  or  transaction  is  under 
discussion  or  is  being  acted  upon. 


The  minutes  of  the  Board  shall 
reflect  the  disclosure  made,  the 
Board’s  determination  with  respect 
thereto  and,  where  applicable,  the 
director's  abstention  from  voting 
and  participation  at  any  meeting  of 
the  Board  or  committee. 

The  adoption  of  a duality  of 
conflict  of  interest  bylaw  section 
establishes  a course  of  action 
whereby  physicians  can  address  a 
conflict  of  interest  issue  in  a fair 
and  amicable  manner. 


STATUTES  AND  DECISIONS 

Research  of  New  Jersey,  as 
well  as  nationwide,  judicial  de- 
cisions failed  to  uncover  any  re- 
ported court  decisions  that  deal 
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with  the  specific  issue  of  a physi- 
cian’s duality  of  membership  or 
conflicts  of  interest  in  the 
managed  care  area.  In  New 
Jersey,  only  one  conflict  of  in- 
terest statute  governs  ethics  and 
conduct  by  state  officers  and 
employees.8  The  cases  that  have 
been  decided  by  New  Jersey 
courts  relate  to  what  is  or  is  not 
proper  under  this  statute,  as  ap- 
plied to  various  government  of- 
ficials and/or  employees.  The  in- 
quiry taken  by  the  court  in  these 
cases  to  determine  when  a con- 
flict of  interest  is  present  is  a two- 
fold inquiry  that  may  be  instruc- 
tive for  a physician  concerned 
with  a duality  of  membership  or 
a conflict  of  interest  issue. 

First,  the  Court  notes  that  each 
agency  of  state  government  is 
able  to  formulate  its  own  rules  of 
conduct  in  accordance  with  the 
statute:  “Thus,  under  this  law, 
each  agency,  dependent  upon  its 
special  duties  and  responsibilities, 
determines  the  type  and  nature  of 
conduct,  including  outside 
employment,  in  which  its 
employees  may  ethically  and  ap- 
propriately engage.  ”9 

Second,  the  courts  note  that 
the  determination  of  when  a con- 
flict exists  under  the  statute  and 
under  an  agency’s  rules  of  con- 
duct is:  “The  determination  of 
whether  such  an  interest  is  suffi- 
cient to  disqualify  the  official  is 
factual  in  nature  and  requires  an 
inquiry  as  to  whether  the  circum- 
stances could  reasonably  be  in- 
terpreted to  show  that  they  had 
the  likely  capacity  to  tempt  the 
official  to  depart  from  his  sworn 
public  duty.  10 

Although  there  is  no  sworn 
public  duty  for  a physician,  as 
there  is  for  a public  officer,  a 
physician  does  have  a fiduciary 
duty  to  any  entity  of  which  he  or 
she  is  a member  of  the  Board.  A 
fiduciary7  has  been  defined  as  one 
who  “holds  a character  status 
analogous  to  . . . that  of  a trustee 
of  an  express  trust  of  property. 
The  principles  that  govern  the 
fiduciary  relationship  between  a 
corporation  and  its  directors  in- 


clude “a  duty  of  good  faith,  a duty 
of  loyalty,  a duty  to  refrain  from 
self-dealing,  and  a duty  of  dis- 
closure. 11 

CONCLUSION 

The  AMA  Code  lacks  specific 
ethical  guidelines  concerning  a 
physician’s  duality  of  interest 
when  serving  as  an  officer  of  both 
a hospital  medical  staff  and  an 
entity  that  contracts  with  the 
hospital  or  when  participating  in 
two  or  more  managed  care  en- 
tities. If  the  participation  in  two 
entities  does  not  jeopardize  the 
welfare  of  his  patients,  it  appears 
no  ethical  violation  may  be  found 
by  the  AMA.  The  absence  of  any 
governing  statutes  or  case  law 
authority  permits  a physician  to 
hold  dual  membership  on  HMOs, 
PPOs,  IPAs,  PHOs,  and  hospital 
medical  staffs. 

The  prudent  physician  will  re- 
view the  operating  agreements  of 
the  entities  with  which  he  will 
become  affiliated.  Whether  a 
board  member  is  in  conflict  of 
interest,  rather  than  merely  hav- 
ing a duality  of  interest,  will  de- 
pend on  the  circumstances  sur- 
rounding the  activities  in  which 
he  engages  and  the  activities  of 
the  managed  care  entity  vis-a-vis 
other  parties.  The  decisions  a 
physician  participates  in  while 
functioning  as  an  officer  or 
member  of  a hospital  medical 
staff,  and  of  one  or  more  HMOs, 
PPOs,  PHOs,  or  IPAs  may  be  de- 
terminations that  are  or  could  be 
harmful  to  the  respective  in- 
terests of  the  entities. 

It  is  difficult  for  a person  to 
serve  faithfully  two  competing 
masters  at  the  same  time.  There- 
fore, physicians  presented  with  a 
potential  conflict  of  interest  are 
best  advised  to  reveal  the  conflict 
in  accordance  with  the  entity’s 
conflict  of  interest  bylaw 
provisions  or  policy  prior  to 
rendering  any  vote  or  opinion.  To 
this  end,  physicians  can  recall 
Maimonides’  prayer,  “Do  not 
allow  thirst  for  profit,  ambition  for 
renown  and  admiration,  to  in- 
terfere with  my  profession  for 


these  are  the  enemies  of  truth  and 
can  lead  me  astray  in  the  great 
task  of  attending  to  the  welfare  of 
your  creatures.  12  S 
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Eosinophilic  granuloma  of  the  lung  is  a nodular  infiltration  of 
the  interstitium  of  the  lung  by  histiocytes,  plasma  cells, 
lymphocytes,  and  eosinophils.  While  radiologic  findings  of 
nodules  and  small  cystic  spaces  of  the  upper  lung  zones  are 
present,  surgical  biopsy  is  required  for  diagnosis. 


A 42-year-old  female  had 
an  abnormal  chest  radio- 
graph on  routine  pre- 
admission testing  prior 
to  an  elective  cholecystectomy.  In 
addition  to  her  symptoms  of 
biliary  colic,  the  patient  com- 
plained of  an  increasing  non- 
productive cough.  She  com- 
plained of  a low-grade  fever  for 
the  past  two  months  but  denied 
weight  loss,  hemoptysis,  and 
chest  pain.  She  had  no  known 
drug  allergies  and  currently  was 
taking  acetaminophen.  The  pa- 
tient had  a 20-pack/year  smoking 
history.  Her  past  medical  history 
was  pertinent  for  an  episode  of 
pneumonia  successfully  treated 
20  years  previously.  A chest 
radiograph  performed  4 years 
earlier  was  negative.  Physical  ex- 
amination was  unremarkable. 
Laboratory  evaluation  was  signifi- 
cant for  an  elevated  white  blood 
cell  count  of  15,600.  Pulmonary 
function  tests  were  performed 
and  revealed  an  FEV,  of  2.23L 
(77%  of  predicted),  FEV  = 2.74L 
(79%  of  predicted),  FEV,/FEV  = 
97%,  TLC  = 4.77L  (94%  of 
predicted),  RV  = 2.03L  (125%  of 
predicted),  RVATLC  = 43%,  and 
DlCO  = 11.8  (43%  of  predicted). 
Following  radiologic  evaluation 
including  high-resolution  com- 


puted tomography  (CT)  scanning, 
the  patient  underwent  video- 
scopie-assisted  thoracic  surgery 
(VATS)  with  lung  biopsies  from 
the  lingula,  base  of  the  left  lower 
lobe,  and  the  superior  segment  of 
the  left  lower  lobe. 

RADIOLOGIC  FINDINGS 

The  PA  radiograph  of  the  chest 
(Figure  1)  revealed  a reticulo- 
nodular  pattern  of  interstitial  lung 
disease  with  innumerable,  small, 
bilateral  nodules  affecting  pri- 
marily the  mid-lung  zones.  Cystic 
spaces  were  seen  in  the  upper 
lung  zones.  There  was  no 
evidence  of  lymphadenopathy  or 
pleural  effusions.  High-resolution 
CT  of  the  thorax  was  performed 
with  a 30  cm  field  of  view, 
with  a 512x512  matrix,  on  a GE 
High  Light  Advantage  CT  scan- 
ner. Thin-section  scans  (2  mm) 
were  reconstructed  with  a high 
spatial  frequency  (bone) 
algorithm.  Bilateral  pulmonary 
nodules,  3 to  8 mm  in  diameter, 
with  irregular  margins,  were  con- 
centrated along  peripheral  small 
airways.  Coalescence  of  several 
nodules  was  noted  and  thin- 
walled  cysts  were  present.  There 
was  no  substantial  irregularity  of 
the  lung-pleural  interface  (Fig- 
ures 2 and  3). 


PATHOLOGICAL  FINDINGS 

Lung  biopsy  specimens  re- 
vealed concentrations  of  histio- 
cytes demonstrating  bean-shaped 
nuclei  and  eosinophilic  cytoplasm 
typical  of  the  Langerhans’  cell 
(Figure  4).  Interspersed  were 
eosinophils,  lymphocytes,  and 
rare  plasma  cells.  Immunoperox- 
idase  stain  for  S-100  protein  was 
positive  in  the  Langerhans’  cells. 
These  findings  are  diagnostic  of 
eosinophilic  granuloma  of  the 
lung. 

DISCUSSION 

Pulmonary  eosinophilic  granu- 
loma (PEG)  is  a form  of  Langer- 
hans’ cell  histiocytosis,  a fibro- 
inflammatory  disorder  affecting 
the  mononuclear  phagocytic  cell 
system.  This  disorder  is  charac- 
terized by  an  abnormal  prolifera- 
tion of  histiocytes  interspersed 
with  plasma  cells,  lymphocytes, 
and  eosinophils.1 3 While  PEG  is 
primarily  an  interstitial  process, 
alveolar  involvement  may  occur 
when  the  process  progresses  to 
epithelial  destruction.  An  inflam- 
matory granulomatous  reaction 
may  be  seen  around  the 
bronchioles  and  arterioles.3 

The  majority  of  patients  with 
PEG  present  in  the  third  and 
fourth  decades.  A nonproductive 
cough  is  the  most  common  clini- 
cal presentation,  with  dyspnea, 
chest  pain,  and  fever  seen  less 
commonly.  Twenty-five  percent 
of  patients  are  asymptomatic.4 
While  the  etiology  of  PEG  is 
unknown,  90  percent  of  patients 
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Figure  1.  PA  chest  radiograph  demonstrates  bilateral  nodules  (R>L)  and 
suggestion  of  cystic  changes  in  the  right  upper  lobe. 


Figure  2.  High-resolution  CT  section  at  the  level  of  the  trachea  demonstrates 
nodules  that  are  mostly  confluent  (open  arrow)  and  scattered  nodules  with 
lucent  centers  (black  arrow),  and  a thinner-walled  cyst  (curved  arrow). 


have  a history  of  cigarette  smok- 
ing. PEG  occasionally  is  as- 
sociated with  malignancies  in- 
cluding lung  and  breast  carci- 
noma and  Hodgkin’s  lymphoma.’6 
Physical  examination  usually  is 
unremarkable.  Pulmonary  func- 
tion tests  are  not  specific  but  an 
overall  pattern  of  decreased  vital 
capacity,  increased  residual  vol- 
ume, increased  residual  volume 
to  total  lung  capacity7  ratio,  and 
reduced  forced  expiratory  volume 
is  seen  as  in  the  patient  under 
discussion. 

Several  consistent  radiographic 
features  have  been  found  in  PEG. 
Lung  nodules  ranging  in  size 
from  1 mm  to  more  than  10  mm, 
are  seen  most  commonly  in  the 
upper  lobes  with  sparing  of  the 
costophrenic  angles.  Later,  cystic- 
spaces  usually  less  than  10  mm  in 
diameter  develop.  Lung  volumes 
usually  appear  normal  or  in- 
creased.' High-resolution  CT  lias 
significantly  increased  sensitivity 
in  detecting  lung  nodules  and 
cysts.  Early  in  the  course  of  the 
disease,  pulmonary  nodules  pre- 
dominate, but  with  progression  of 
disease,  thin-walled  cysts  become 
more  prominent. s With  severe  ad- 
vanced disease,  extensive  pulmo- 
nary fibrosis  is  seen.  Spontaneous 
pneumothorax  complicates  up  to 
20  percent  of  cases.  Pleural  ef- 
fusions and  lvmphadenopathy  are 
uncommon  findings.  Differential 
diagnosis  when  nodules  predomi- 
nate include  sarcoidosis,  silicosis, 
miliary  tuberculosis,  and  meta- 
static disease  and  when  fibrosis 
and  cysts  predominate,  idiopathic 
pulmonary  fibrosis  is  included. 

Langerhans  cells  are  the  typi- 
cal histopathologic  finding  in 
PEG.  The  Langerhans  cell  is  de- 
rived from  macrophages  and  is 
distinguished  by  a folded  nuclear 
shape,  the  typical  "tennis  rac- 
quet-shaped Birbeck  granules  in 
cytoplasm  lacking  in  pigment,  and 
the  expression  of  the  S-100  pro- 
tein and  OKT6  surface  antigen.0 
While  tissue  for  histologic- 
diagnosis  may  be  obtained  by 
transbronchial  biopsy,  open  lung 
biopsy  usually  is  required. 


VOL.  92-NUMBER  8 AUGUST  1995 


527 


Figure  3.  High-resolution  CT  at  the  level  of  the  earina  shows  innumerable 
nodules. 


Figure  4.  Specimen  reveals  mass  of  histiocytes  with  features  of  Langerhans 
cells  (arrows). 


The  prognosis  for  patients  with 
PEG  generally  is  favorable.  There 
is  a high  rate  of  spontaneous  re- 


mission. Treatment  is  aimed 
primarily  at  smoking  cessation. 
When  the  disease  progresses,  cor- 


ticosteroids usually  are  adminis- 
tered.4 ■ 
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Myeloproliferative  disorders 
in  two  New  Jersey 
families 

N.  Peter  Zauber,  MD 
Luigina  D.  Vlad,  MD 


Two  New  Jersey  families  were  diagnosed  with 
myeloproliferative  disorders.  Each  family  had  an  associated 
disorder:  beta-thalassemia  and  lung  carcinoma.  In  both 
families,  neoplasia  in  the  second  generation  was  diagnosed 
at  an  earlier  age  than  in  the  predecessors. 


Myeloproliferative  dis- 
eases are  neoplasms 
of  the  bone  marrow 
pluripotential  stem 
cells.  Stem  cells  are  capable  of 
self-renewal  as  well  as  differentia- 
tion. The  chronic  myeloprolif- 
erative diseases  are  polycythemia 
vera,  essential  thrombocythemia, 
idiopathic  myelofibrosis,  and 
chronic  myelogenous  leukemia. 
The  clinical  features  of  these  dis- 
orders are  partly  related  to  the 
excessive  production  of  one  or 
more  bone  marrow  hematopoietic 
elements.1 

We  report  two  families  with 
myeloproliferative  disorders.  The 
first  family  includes  a mother  and 
son  with  essential  thrombo- 
cythemia; the  other  family  in- 
cludes a father  with  polycythemia 
vera,  one  son  with  polycythemia 
vera,  and  another  son  with  essen- 
tial thrombocythemia.  We  believe 
these  are  the  first  reported 
families  with  myeloproliferative 
diseases  in  New  Jersey.  Previous 
cases  of  familial  myeloprolif- 
erative diseases  and  relevant 
genetic  studies  are  reviewed. 

CASE  REPORT  1 

A 64-year-old  female  presented 
with  asymptomatic  thrombocyto- 
sis. She  was  of  southern  Euro- 


pean background  and  was  known 
to  have  beta  thalassemia  minor,  as 
did  her  aunt  and  her  three  sisters. 
She  had  smoked  one  pack  of 
cigarettes  per  day  for  30  years. 
Splenomegaly  was  not  present  on 
examination.  Laboratory  data  in- 
cluded; WBC  = 6,700/mm3;  he- 
moglobin = 13.7  g/dl;  MCV  = 74 
fl;  platelet  count  = 850,000/mm3. 
Bone  marrow  microscopy  re- 
vealed increased  numbers  of 
megakaryocytes  and  normal 
erythroid  and  myeloid  matura- 
tion. Iron  stores  were  adequate. 
Her  platelet  count  was  controlled 
with  hydroxyurea. 

Her  38-year-old  son  presented 
with  thrombocytosis.  There  was 
no  splenomegaly  on  physical  ex- 
amination. The  son  smoked  one 
pack  of  cigarettes  per  day  for  25 
years.  In  1993,  a complete  blood 
count  revealed:  WBC  = 15,600/ 
mm3  with  a normal  differential; 
RBC  = 6.5  x 106/mm3;  hemoglo- 
bin =14.8  g/dl;  MCV  = 66  fl; 
platelet  count  = 1 .5  x 1 06/mm3. 
Serum  iron  and  B12  levels  were 
normal.  Peripheral  blood  smear 
revealed  eosinophilia,  neutro- 
philia, microcytes,  and  target 
cells.  Bone  marrow  microscopy 
revealed  increased  numbers  of 
megakaryocytes  and  normal  mye- 
loid and  erythroid  precursors. 


Chromosomal  analysis  of  bone 
marrow  cells  showed  a normal 
karyotype.  The  patient  was  treat- 
ed with  hydroxyurea  with  control 
of  the  platelet  count  in  the 
400,000  to  500,000  range. 

CASE  REPORT  2 

The  patient,  born  in  1916,  was 
diagnosed  to  have  primary  poly-  i 
cythemia  and  had  been  enrolled 
in  the  National  Polycythemia 
Vera  Study  Group  at  55  years  of 
age.  He  had  smoked  1.5  packs  of 
cigarettes  per  day  for  50  years.  In 
1975,  he  developed  adenocar- 
cinoma of  the  lung  and  died  short- 
ly thereafter. 

His  37-year-old  son  presented 
in  1984  with  early  satiety  and 
pruritus  after  bathing.  He  smoked 
one  pack  of  cigarettes  per  day  for 
12  years.  On  examination,  the  i, 
spleen  was  noted  to  be  5 cm 
below  the  left  costal  margin. 
Laboratory  data  showed;  WBC  = 
16,000/mm3;  hemoglobin  = 17 
g/dl;  hematocrit  = 52%;  platelet 
count  = 922,000/mm3.  Chromo- 
somal studies  of  peripheral  blood 
lymphocytes  yielded  a normal 
karyotype.  Red  cell  mass  was 
elevated  at  41  ml/kg,  with 
predicted  of  32.6  ml/kg.  After 
cessation  of  cigarette  use,  his 
hematocrit  fell  to  49%,  with 
platelets  of  500,000/mm3  and 
WBC  of  16,600/mm3.  No  specific 
therapy  was  given.  He  continued 
well  except  for  pruritus  after  bath- 
ing and  persistent  splenomegaly. 
However,  in  1992  he  was  found 
to  have  a large  cell  carcinoma  of 
the  lung  and  he  died  of  metastatic 
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disease  in  1993. 

Another  son  volunteered  for 
laboratory  tests  in  1993  at  the  age 
of  43  years.  He  felt  well  and  did 
not  smoke.  Physical  examination 
was  normal.  Laboratory  data  in- 
cluded: WBC  = 7,800/mm3; 

hemoglobin  = 15.5  g/dl.  However, 
the  platelet  count  was  elevated  at 
702,000/mm3.  Computed  tomog- 
raphy (CT)  scan  of  the  chest  and 
abdomen  revealed  no  tumor.  He 
has  not  required  any  therapy. 

DISCUSSION 

Essential  thrombocvthemia  is 
an  abnormality  of  megakaryocyte 
proliferation  resulting  in  an  in- 
crease in  number,  mass,  and 
mean  volume.  In  addition  to  the 
megakaryocytic  hyperplasia,  the 
bone  marrow  often  shows  hyper- 
plasia of  the  granulocyte  precur- 
sors. Five  percent  of  untreated 
patients  have  an  abnormal  karyo- 
type.1 No  pathognomonic  chrom- 
osomal aberration  has  been  de- 
tected in  essential  thrombo- 
cythemia.2 1 

Familial  essential  thrombocy- 
themia  has  been  reported  in 
seven  kindreds.6"9 11 1320  Essential 
thrombocvthemia  also  has  been 
reported  in  families  with  other 
myeloproliferative  diseases:  as- 

sociated with  polycythemia  vera 
in  at  least  three  kindreds,1"  262'  as- 
sociated with  myelofibrosis  in  at 
least  one  kindred,12  and  associated 
with  polycythemia  vera  and 
myelofibrosis  in  at  least  two  kin- 
dreds.2'26  Two  of  the  reported 
families  are  American;611  the 
others  are  European79101213'25-28 
and  Japanese.8 

In  primary  polycythemia  vera, 
there  is  an  autonomous  increase 
in  production  of  primarily  the 
erythrocytes,  but  also  the  gran- 
ulocytes and  platelets.  Genetic 
abnormalities  in  polycythemia 
vera  increase  in  frequency  with 
the  progression  of  the  disease, 
and  have  been  reported  to  occur 
in  10  to  20  percent,1  in  43  percent 
of  cases,4  and  in  96.3  percent  of 
cases.5  Certain  chromosome  ab- 
normalities such  as  +8,  +9, 

20q—  have  been  strongly  as- 


sociated with  polycythemia  vera.4 

Familial  polycythemia  vera  has 
been  reported  in  20  kin- 
dreds.1415 1724  Polycythemia  vera 
also  has  been  reported  in  families 
with  other  myeloproliferative  dis- 
eases: associated  with  myelofibro- 
sis in  one  family,16  associated  with 
chronic  myelogenous  leukemia  in 
2 kindreds,1'  associated  with  es- 
sential thrombocvthemia  and 
myelofibrosis  as  noted.  Only  ten 
families  with  polycythemia  vera 
were  American,14  19  21-24  and  the 
others  were  European. 

These  reported  cases  of  familial 
myeloproliferative  disorders  are 
from  New  Jersey  and  affect 
Americans  of  European  extrac- 
tion. Both  families  have  an  as- 
sociated disorder,  beta-thalasse- 
mia in  the  first  family  and  lung 
cancer  in  the  second  family.  In 
beta-thalassemia,  the  synthesis  of 
the  beta  chain  is  markedly  re- 
duced. Various  mutations  can 
produce  beta-thalassemia.  The 
actual  amino  acid  coding  regions 
of  the  beta-globin  gene  cluster  on 
the  short  arm  of  chromosome  1 1 
can  be  mutated,  but  also  sites 
before  and  after  the  gene  and 
even  within  the  noncoding  in- 
trons  may  be  altered.  It  is  pos- 
sible that  a gene  linked  to  the 
beta-globulin  gene  cluster  plays  a 
role  in  regulating  megakaryo- 
cytes. 

The  role  of  oncogenes  in  the 
pathogenesis  of  human  non-small 
cell  lung  cancer  has  been  re- 
ported. Activation  of  K-ras  on- 
cogene on  chromosome  12  spe- 
cifically is  associated  with  features 
of  adenocarcinoma.29  31  Also,  the 
proto-oncogene  bel-2  on  chromo- 
some IS  is  abnormally  expressed 
in  some  lung  carcinomas.31  One  of 
these  genes  or  a linked  gene 
could  have  a role  in  hemato- 
poiesis. 

Another  feature  of  our  cases  is 
the  age  of  the  affected  children. 
Younger  age  of  onset  of  neoplasm 
in  second  generations  has  been 
seen  with  other  familial  neo- 
plasms such  as  melanoma.32 
However,  an  ascertainment  bias 
also  may  influence  the  age  of  di- 


agnosis in  subsequent  generations. 

Family  history  is  a critical  tool 
for  studying  the  pathogenesis  of 
neoplasia.  Our  case  reports  em- 
phasize the  importance  of  elicit- 
ing a careful  family  history.  H 
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Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  also  eligible  for  AMA 
CME  credit  hours,  will  be  given  periodically  for  licensed 
clinicians  (with  or  without  prior  training)  on  3-day  weekends 
(Fri-Sun)  of  September  15-17,  November  17-19,  and 
December  15-17,  1995,  at  Milford  Plaza  Hotel,  45th  St.  & 
8th  Ave.,  New  York  City. 

The  11th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N Y.  City,  during  October  19-22,  1995. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Cogizant 
Communications  Corp.  & indexed  in  15  major  indexing 
periodicals,  including  Index  Medicus),  Heart  Disease  Research 
Foundation;  NY  Pain  Center;  Electrical  Engineering  Dept., 
Manhattan  College;  Nordic  Medical  Acupuncture  Society 
(Scandinavia);  Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof.  Nordstrom  of 
Stockholm. 

For  information  on  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1),  New  York, 
NY  10032  Tel:  (212)  781-6262  ( 10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Dr.  Richard  Simon,  Ph  D.,  (212)  662-7022 
or  Ms.  Sandra  Beckman,  M.A.,  (212)  679-8986. 


Lipid  Symposium 

Tate: 

SaturcLt,  October  28, 1995 


Time: 

8:45  am  - 2:00  pm 


Place: 

MBNA  Conference  Center 
Newark,  Delaware 


Cost: 

$10 


Diagnosis  and  management 

OF  HYPERLIPIDEMIA  AND 
RELATED  DISORDERS 

Informative  presentations  by 
a distinguished  faculty 
Introduction 

Edward  M.  Goldenberg,  M.D..  F.A.C.C., 

Program  Chairman 

NCEP  Guidelines 

Dan  Rader,  M.D.,  Director  of  Lipid  Clinics, 
University  of  Pennsylvania  School  of  Medicine 
Endothelial  Function — Clinical  Implications 
Joseph  Loscalzo,  M D , PhD.,  Chief  of  Cardiology, 
Boston  University  School  of  Medicine 
Antioxidants — Are  They  Effective? 

Jay  W.  Heinecke,  M.D..  Department  of  Medicine, 
Washington  University  School  of  Medicine 
Acute  Ischemic  Syndromes 
Valentin  Fuster,  M.D  , Ph  D , Chief  of  Cardiology 
and  Director,  Cardiovascular  Institute,  Mount  Sinai 
Medical  Center 

Triglycerides — When  to  Treat 

Stephanie  Kafonek,  M.D.,  Associate  Director  of  the 
Lipid  Clinic,  The  Johns  Hopkins  Medical  Institutes 
Postmenopausal  Estrogen  Therapy 
Rogers.  Blumenthal,  M I)  , The  Henry  Ciccarone 
Center  for  the  Prevention  of  Heart  Disease.  The 
Johns  Hopkins  Medical  Institutes 


Sponsored  by  In  conjunction  with 


Registration  deadline  is  October  20  For  more 
information  or  to  register,  call  Miriam  Scherer  at 

(302)  366-1929- 

AMA,  AAFP,  AOA,  CEU  credits 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns, 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 
Jersey  Medicine.” 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8¥f  by  IT'  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings, 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol—®. 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  NEW 
Jersey  Medicine  is  that  of  index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  NJ  MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  NEW  JERSEY  MEDICINE , 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  D 


534 


NEW  JERSEY  MEDICINE 


Hahnemann 

University 

Hospital 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


SEPTEMBER  1995 

SEPTEMBER  6th 

Pathogenesis  of  Non  Insulin  Dependent 
Diabetes  Mellitus:  A Group  of 
Heterogeneous  Disorders 

Harold  Lebovitz,  M.D. 

Professor  of  Medicine 
Chief  of  Endocrinology,  Metabolism,  and 
Diabetes,  Director,  Clinical  Research  Center, 
State  University  of  New  York,  Health 
Science  Center  at  Brooklyn,  NY 

SEPTEMBER  13th 
Drug-Induced  Liver  Disease 

Eugene  Schiff,  M.D. 

Professor  of  Medicine 
University  of  Miami  School  of  Medicine, 
Chief,  Division  of  Hepatology,  University  of 
Miami  Medical  Center,  Miami,  FL 

SEPTEMBER  20th 

Neuro-Humoral  Pathways  in  Heart  Failure: 
The  Role  of  Beta  Receptors 

Michael  Bristow , M.D. , Ph.D. 

Professor  of  Medicine 
University  of  Colorado  School  of  Medicine, 
Head,  Division  of  Cardiology,  University  of 
Colorado  Health  Sciences  Center, 

Denver,  CO 

Resin  Angiotensin  System  in  Congestive 
Heart  Failure:  A2  Receptor  Blockers  vs.  ACE 
Inhibitors 

Donna  M.  Mancini,  M.D. 

Assistant  Professor  of  Medicine 
Columbia  University  School  of  Medicine, 
Division  of  Cardiology,  Columbia- 
Presbyterian  Medical  Center,  New  York,  NY 

SEPTEMBER  27th 

Humoral  Immunodeficiency  for  the  General 
Internist 

Jonathan  Jaffe,  M.D. 

Assistant  Professor  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University,  Director,  Laboratory 
of  Immunoregulation,  Division  of  Allergy 
and  Immunology,  Hahnemann  University 
Hospital 


OCTOBER  1995 

OCTOBER  4th 

Yom  Kippur— No  Grand  Rounds 

OCTOBER  11th 

Transbroncial  Needle  Aspiration  in  Staging 
of  Lung  Cancer 

Ko  Pen  1 Vang,  M.D. 

Associate  Professor  of  Medicine  and 
Otolaryngy,  Johns  Hopkins  School  of 
Medicine,  Director,  Interventional 
Bronchology,  The  Johns  Hopkins  Bayview 
Medical  Center,  Baltimore,  MD 

OCTOBER  18th 
Familial  Cardiomyopathies 

Reed  E.  Pyentz,  M.D. 

Professor  and  Chair  of  Human  Genetics, 
Professor  of  Medicine  and  Pediatrics, 
Medical  College  of  Pennsylvania  and 
Hahnemann  University  School  of  Medicine, 
Allegheny  Singer  Research  Institute, 
Pittsburgh,  PA 

OCTOBER  25th 

Educating  Health  Care  Professionals  for  the 
21st  Century 

Eli  Ginsburg,  Ph.D. 

Director,  Eisenhower  Center,  Columbia 
University,  New  York,  NY 


NOVEMBER  1995 

NOVEMBER  1st 

Prostatic  Disorders:  BPH,  Prostatisis,  Cancer 

Steven  Kaplan,  M.D. 

Department  of  Urology,  Columbia-Presbyterian 
Medical  Center,  New  York,  NY 

NOVEMBER  8th 

Endocrine  Abnormalities  of  HIV:  Pituitary, 
Thyroid,  Adrenal  and  Gonadal  Deficiencies 

Adrian  S.  Dobs,  M.D.,  M.P.H. 

Associate  Professor  of  Medicine 
Director,  Endocrinology  and  Metabolism  Clinical 
Studies  Unit,  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  MD 


NOVEMBER  1995 

NOVEMBER  15th 

The  Fibromyalgia  Patient:  A Problem  For  All 
Physicians 

Robert  Bennett,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Arthritis,  Rheumatic  Diseases, 
Oregon  Health  Sciences  University,  School  of 
Medicine,  Portland,  OR 

NOVEMBER  22nd 

Thanksgiving  Holiday— No  Grand  Rounds 

NOVEMBER  29th 

Urban  Asthma:  The  Importance  of  Indoor 
Allergens 

Thomas  Platts -Mills,  M.D. 

Professor  of  Medicine 

University  of  Virginia  School  of  Medicine,  Head, 
Division  of  Allergy  and  Clinical  Immunology, 
University  of  Virginia  Medical  Center, 
Charlottesville,  VA 


DECEMBER  1995 

DECEMBER  6th 
Cardiac  Auscultation 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University,  Division  of 
Cardiovascular  Diseases,  Hahnemann 
University  Hospital 

DECEMBER  13th 

Women’s  Health  Issues:  Gender  Based 
Differences  in  Disease  Progression  and 
Pharmacodynamics 

Jean  Hamilton,  M.D.,  M.P.H. 

Betty  A.  Cohen  Chair  of  Women’s  Health, 
Director,  Institute  for  Women’s  Health, 
Medical  College  of  Pennsylvania  and 
Hahnemann  University 


Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p.m. 


SEPTEMBER  20, 1995 
Congestive  Heart  Failure 
Course  Director:  Susan  Brozena,  M.D. 
Visiting  Professors:  Michael  R.  Bristow,  M.D.,  Ph.D. 
and  Donna  M.  Mancini,  M.D. 


OCTOBER  11, 1995 

Lung  Cancer 

Course  Director:  Edward  S.  Schulman,  M.D, 
Visiting  Professor:  Ko  Pen  Wang,  M.D. 


NOVEMBER  29,  1995 
Advances  in  Allergy/lmmunology 

Course  Director:  David  M.  Lang,  M.D. 
Visiting  Professor:  Thomas  Platts-Mills,  M.D. 


DECEMBER  6, 1995 

Cardiac  Auscultation 

Course  Directors:  Leonard  S.  Dreifus,  M.D., 
Daniel  Mason,  M.D.,  Gerald  Scharf,  D.O. 
and  John  J.  Ross,  RCPT 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  are  expected 

to  disclose  to  the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME) 
to  sponsor  continuing  medical  education  for  physicians.  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  designates  1.0  credit  hour  of  Category  I of  the  Physician  s 
Recognition  Award  of  the  American  Medical  Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  Category  2A  of  the  American  Osteopathic  Association. 
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DOCTORS’  NOTEBOOK 


MEDICAL  ALLIANCE  TO  MSNJ 


Violence  kills  more  insidiously 
than  any  disease  we  know.  Family 
violence  is  violence  between  peo- 
ple who  know  each  other.  In  this 
country,  every  12  seconds  a 
woman  is  battered;  35  percent  of 
the  women  who  seek  emergency 
room  treatments  are  the  victims 
of  violence;  and  nearly  one-half  of 
all  women  murdered  are  killed  by 
their  partners.  The  seriousness  of 
sexual  and  domestic  violence  and 
its  related  health  care  effects  and 
costs  cannot  be  overemphasized. 

A program  recently  put  into 
motion  by  the  American  Medical 
Association  Alliance  — SAVE 

(Stop  America’s  Violence  Every- 
where)— is  intended  to  focus  at- 


UMDNJ NOTES 


tention  on  these  nationwide 
problems  that  exist  in  homes,  in 
schools,  on  the  streets,  and  in  the 
media.  Every  county  alliance/aux- 
iliary  across  the  nation  has  been 
encouraged  to  sponsor  at  least 
one  program  to  call  attention  to 
the  ‘prevention  of  violence”  on 
October  11,  1995. 

MA-MSNJ  has  been  feverishly 
working  to  launch  a campaign  to 
present  black  and  blue  ribbons  to 
signify  domestic  violence.  These 
small  ribbons,  much  like  the  red 
ribbons  for  AIDS  and  the  pink 
ribbons  for  breast  health,  will  be 
distributed  at  college  campuses, 
malls,  hospitals,  and  other  com- 
munity centers,  along  with 


domestic  violence  information. 
Literature  will  include  where  to 
find  help  if  you  are  a victim  of 
battering,  elder  abuse,  or  child 
abuse.  Health  care  workers  across 
the  state  will  be  wearing  the  black 
and  blue  ribbons  on  October  11 
to  show  they  care  about  the  peo- 
ple in  their  community. 

Whether  the  victim  or  abuser 
is  a friend,  neighbor,  or  just  a 
passing  acquaintance,  someone 
we  know  is  hurting  and  that 
makes  it  our  problem  too.  Join  us 
in  our  Quest  To  Stop  America  s 
Violence  Everywhere,  and  to  be- 
come part  of  the  solution.  □ 
Chris  Kline,  president 


UMDNJ's  25th  year.  Citing 
“one-quarter  century  of  service  to 
the  people  of  our  State,”  the  New 
Jersey  Senate  and  Assembly 
passed  a joint  resolution  marking 
UMDNJ  s 25th  anniversary.  The 
joint  tribute  commemorated  the 
growth  of  the  university  from  its 
inception  in  1970  to  becoming  the 
largest  university  of  the  health 
sciences  in  the  country. 

In  the  resolution,  the  Legis- 
lature cited  UMDNJ  for  “the  ex- 
cellence of  (its)  educational  and 
research  endeavors  that  have 
brought  honor  to  the  State,  and 
for  the  dedication  of  its  leadership 
to  a future  vision  of  continued 
commitment  to  our  diverse  com- 
munities. 

It  noted  that  UMDNJ  s alumni 
now  number  almost  13,000  health 
care  professionals,  many  of  whom 
“have  assumed  leadership  roles  in 
their  fields  as  they  have  re- 
sponded to  the  academic,  health 
personnel,  and  service  delivery  of 
our  State. 

The  tribute  also  said  that 
UMDNJ  “has  been  recognized 
nationally  as  a model  for  educa- 


tional innovation,  research  ex- 
cellence, dedicated  patient  care, 
and  community  service,  and  has 
brought  pride  and  honor  to  New 
Jersey. 

UMDNJ -Eagleton  poll  tracks 
public's  attitudes  on  smoking. 

One-quarter  of  New  Jerseyans 
smoke  and  a majority  of  physi- 
cians who  know  their  patients 
smoke  have  not  offered  to  help 
them  quit,  according  to  the  latest 
UMDNJ-Eagleton  poll. 

The  poll  also  revealed:  68  per- 
cent of  New  Jerseyans  think  that 
people  smoking  in  public  places 
around  them  is  a danger  to  their 


own  health;  more  than  one-half  of 
those  polled  feel  smoking  should 
not  be  allowed  in  public  schools, 
indoor  sporting  events,  the  work- 
place, shopping  malls,  and 
restaurants;  and  seven  in  ten  New 
Jerseyans  support  outlawing 
vending  machines  to  prevent  the 
sale  of  cigarettes  to  children  and 
teenagers. 

This  profile  of  New  Jerseyans’ 
smoking  habits  and  their  opinions 
about  tobacco  policy  issues  was 
reported  in  a statewide  poll 
sponsored  by  UMDNJ  and 
funded  by  the  Foundation  of 
UMDNJ.  The  poll  was  conducted 
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Fourth  Annual 


Symposium  by  the  Sea  1995 

A three-day,  educational  seminar  for  physicians 

October  20-22,  1995 
at  the  Rehoboth  Beach  Country  Club 
Rehoboth  Beach,  Delaware 


Friday,  October  20 


H.  Pylori  and  Peptic  Ulcer  Disease 

Robert  M.  Strauss,  MD 
Assistant  Professor  of  Medicine 
Digestive  Diseases 
Emory  University  School  of  Medicine 

Recent  Advances  in  Abdominal  Imaging 

Frederick  B.  Murphy,  MD 
Associate  Professor  of  Radiology 
Emory  University  School  of  Medicine 


Saturday,  October  21 


Laparoscopic  Surgery  in  1995- 
Panacea  or  Technology  Run  Amuck 

Gene  Branum,  MD 
Assistant  Professor  of  Surgery 
Division  of  Gastrointestinal  Surgery 
Emory  University  School  of  Medicine 

Multispecialty  Panel  Case  Presentations- 
Gastroenterology,  General  Surgery,  Radiology 


i 


Infectious  Diseases  Update-Understanding 
the  Impact  of  Antibiotic  Resistance 

Stephen  Schwarzmann,  MD 
Associate  Professor  of  Medicine 
Chief  of  Infectious  Disease 
Emory  University  Hospital 

Asthma  Update-Current  Diagnosis  and  Treatment 

Jeffrey  R.  Pine,  MD 
Associate  Professor  of  Medicine 
Pulmonary  and  Critical  Care 


Sunday,  October  22 


Hypertension  1995- 

Part  I:  The  Search  for  Secondary  Causes 

James  A.  Tumlin,  MD 
Assistant  Professor  of  Medicine 
Renal  Division 

Emory  University  School  of  Medicine 

Multispecialty  Panel  Case  Presentations- 
Infectious  Diseases,  Pulmonary  Medicine, 
Nephrology 


X 


Preoperative  Medical  Evaluation 

Donald  C.  Davis,  MD,  PhD 
Associate  Professor  of  Medicine 
General  Internal  Medicine 
Emory  University  School  of  Medicine 


Hypertension  1995- 

Part  II:  A Rational  Approach  to 

Accelerated  Hypertension 

James  A.  Tumlin,  MD 

Colonic  Polyps  and  Colorectal  Cancer:  An  Update 

Robert  M.  Strauss,  MD 


Credit:  The  Emory  University  School  of  Medicine  designates  this  continuing  medical  education  activity  for  12  credit  hours  in 
Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

Registration:  The  fee  for  this  three-day  conference  is  $175. 

For  registration  information  call  the  Emory  University  Office  of  CME  in 
Atlanta,  GA,  at  (404)  727-5695.  For  information  about  the  Lewes/Rehoboth 
area,  call  Beebe  Medical  Center  in  Lewes,  DE,  at  (302)  645-3499. 


, r 


Sponsored  by: 


B 


Beebe 

Medical 

Center 


EMORY  UNIVERSITY 

System  of  Health  Care 

Crawford  Long  Hospital  of  Emory  University 
Emory  University  Hospital 
The  Em,  try  Clinic 


n 


EMORY  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  Robert  W.  Woodruff  Health  Sciences  Center 
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by  the  Eagleton  Institute,  which 
surveyed  a random  sample  of  802 
New  Jersey  adults  by  telephone 
between  May  25  and  June  1, 
1995. 

Young  fathers  program.  Gov- 
ernor Whitman  visited  the 
Newark  campus  in  mid-June  to 
address  a rally  for  responsible 
fatherhood  sponsored  by  the 
Young  Fathers  Program  at 
UMDNJ-New  Jersey  Medical 
School.  In  saluting  the  program, 
the  governor  noted  that  since 
1987  the  Young  Fathers  Program 
has  provided  education,  counsel- 
ing, mentorship,  and  employment 
assistance  for  more  than  600 
adolescent  and  young  adult 
fathers. 

A UMDNJ  community  out- 
reach project,  the  program  is  a 
service  of  the  Division  of  Adoles- 


cent and  Young  Adult  Medicine 
at  the  medical  school.  Dr.  Robert 
Johnson,  a nationally  recognized 
expert  on  teen  health  and  sexuali- 
ty issues,  directs  the  division. 

The  rally  was  among  the  ac- 
tivities sponsored  by  the  Young 
Fathers  Program  to  celebrate 
Fathers  Appreciation  Week, 
which  preceded  Father’s  Day. 
The  campaign’s  goal  was  to 
promote  responsible  fatherhood 
and  to  generate  a higher  level  of 
awareness  in  the  community  re- 
garding the  significant  role  of 
fathers  in  the  family. 

Women's  health  research  sec- 
tion. Physicians  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  have  organized  a Women’s 
Health  Research  Section  to  coor- 
dinate an  increase  number  of 
studies  concerning  women’s 


health.  The  section  is  part  of  the 
Women’s  Wellness  Center  of  the 
Division  of  General  Obstetrics 
and  Gynecology.  Dr.  Samuel  Pas- 
quale,  professor  of  obstetrics, 
gynecology,  and  reproductive 
sciences,  is  chief  of  the  new  sec- 
tion. 

Dr.  Lourenco  appointed  to  na- 
tional committee.  Dr.  Ruy  V. 
Lourenco,  dean  of  UMDNJ-New 
Jersey  Medical  School  has  been 
appointed  to  the  United  States 
Medical  Licensing  Examination 
Step  2 Committee.  The  Step  2 
Committee  reviews  and  approves 
the  examination  required  for 
medical  licensure  in  the  United 
States.  It  is  a joint  program  of  the 
National  Board  of  Medical  Ex- 
aminers and  the  Federation  of 
State  Medical  Boards.  □ Stanley 
S.  Bergen,  Jr,  MD,  president 


1995-1996 

MSNJ  Board  of  Trustees 
Meeting  Schedule 


September  17, 1995 
October  15, 1995 
November  19, 1995 
December  17,  1995 


January  21, 1996 
February  18, 1996 
March  17,  1996 
April  14, 1996 
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A HALF-DAY  SYMPOSIUM 
DESIGNED  FOR  THE  BUSY  PHYSICIAN 


Update  ’95: 

Management  of  Venous 
Insufficiency  and  Ulcerations 

October  27,  1995— Hyatt  Regency/New  Brunswick,  NJ 

This  comprehensive  program  is  designed  for  the  busy  physician,  interested  in 
enhancing  their  clinical  expertise  in  the  management  of  venous  insufficiency  and  the 
latest  advances  in  wound  healing.  The  physicians  most  benefiting  from  the  program 
would  be:  Internal  Medicine,  General  Practice  Family  Practice,  Endocrinologists, 
General,  Vascular  and  Orthopedic  Surgeons,  and  Podiatrists. 

PROGRAM 

• 7:30  am-8:00  am 

Registration/Exhibits/Continental  Breakfast 

• 8:00  am  Program  Begins 

• “Non-Invasive  Diagnosis  of  Venous  Disorders” 

Silvia  Berry,  M.Sc.,  R.V.T. 

Director,  Vascular  Laboratory 
Englewood  Hospital  & Medical  Center 
Engelwood,  New  Jersey 

• “Medical  Management  of  Venous  Insufficiency” 

G.  Allen  Holloway  Jr.,  M.D. 

Director,  Vascular  Laboratory 
Maricopa  Medical  Center 
Phoenix,  Arizona 

• “Surgical  Intervention  in  the  Treatment  of 
Venous  Insufficiency” 

Ibrahim  Ibrahim,  M.D.,  F.A.C.S. 

Associate  Chief,  Dept,  of  Surgery 
Englewood  Hospital  & Medical  Center 
Englewood,  New  Jersey 

Sponsored  By: 

Engelwood  Hospital  and  Medical  Center  Wound  Care  Center 


• “Newer  Antibiotics  for  Lower  Extremity 
Infections” 

George  Perez,  M.D. 

Clinical  Associate  Professor  of  Medicine, 
UMDNJ 

Attending  Physician,  Infectious  Disease 
St.  Michael’s  Medical  Center,  Newark, 

New  Jersey 

• “Compression  Products:  Indications  and  Use” 
Michael  Brennan,  M.D. 

Medical  Director,  Rehabilitation  Center  of 

Fairfield  County,  Connecticut 

Bridgeport  Hospital,  Bridgeport,  Connecticut 

• Program  ends  12:30  pm 
(Box  Lunch  Provided) 


■ CARE  CENTER. 

q — ....  m 


ALLIANCE  OF  NJ 


Wound  Care  Center  ot  Clara  Maass  Health  System  Inc. 
Morristown  Memorial  Hospital  Wound  Care  Center 
Mercer  Medical  Wound  Care  Center 
Wound  Care  Center  of  South  Jersey 


No  Fee  • Reserve  Early  • Space  Limited 

Accredited  for  Category  I credit  hours  (C.M.E./C.P.M.E.) 

□ Please  register  me  for 


For  additional  information 
call  1-800-41 4-HOPE 

Print  Name 

Specialty 

Mail  reservation  form  to: 

Address 

City 

Wound  Care  Centers 
95  Mount  Kemble  Avenue 

( ) 

Morristown,  NJ  07962 
Fax  (201)  644-9182 


State 


Zip 


Phone 


AMNJ  REPORT 


The  Academy  of  Medicine  of 
New  Jersey  (AMNJ)  Annual 
Awards  Dinner  held  on  May  31, 
1995,  at  the  Chantieler  in  Short 
Hills  was  a major  success.  An 
enthusiastic  gathering  was  in  at- 
tendance to  honor  the  recipients 
and  to  help  install  officers  for  the 
1995-1996  year.  The  Edward  J.  Ill 
Award  recipient.  Dr.  Bernard 
Rineberg  and  our  Citizen’s  Award 
designee,  Helen  Boehm,  were 
eloquent  in  their  response. 

The  location  of  our  1996  event 
again  will  be  the  Chantieler  and 
the  date  will  be  Wednesday,  May 
29,  1996.  The  Awards  Committee, 
under  the  chairmanship  of  im- 
mediate past-president,  Pam  For- 
mica, MD,  is  soliciting  nomina- 
tions for  1996.  The  deadline  for 
receiving  nominations  is  Sep- 
tember 22,  1995. 

New  AMNJ  officers  for  1995- 
1996  introduced  at  the  Annual 
Awards  Dinner  were  President 
Alan  Lippman,  MD;  President- 
Elect  Vincent  K.  Melnerney, 
MD;  First  Vice-President  Sofia 
Anthony,  MD;  Second  Vice-Presi- 
dent Robert  R.  Rickert,  MD; 
Secretary  Connie  Uy,  MD;  and 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 

Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Simhjadri  Kompella  Sastry,  MD, 

15A  Lakeview  Ave.,  Leonia,  NJ 
07605.  Andhra  Medical  College 
1976.  Board  certified  (IM).  Board 
eligible  (GI).  Solo  or  partnership. 
Available. 

Rawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 


Treasurer  Bernard  A.  Rineberg, 
MD. 

AMNJ  s staff  is  actively  prepar- 
ing the  Annual  Calendar  for 
1995-1996,  which  is  our  major 
publication.  The  Calendar  will  in- 
clude many  items  of  interest,  in- 
cluding CME  activities  for  the 
upcoming  academic  year,  a list  of 
available  roving  symposia  topics, 
an  application  to  participate  in  the 
speaker’s  bureau,  and  an  updated 
list  of  our  affiliated  specialty 
societies  and  their  presidents. 

AMNJ  continues  to  respond  to 
federal,  state,  and  foundation  re- 
quests for  proposals  that  address 
specific  identified  medical  issues. 
We  are  funded  by  an  educational 
grant  from  Bristol-Myers  Squibb 
and  the  American  Diabetes  As- 
sociation, New  Jersey  Affiliate, 
Inc.  to  present  “Diagnosis  and 
Treatment  of  Type  II  Diabetes. 
The  roving  symposia  series  on 
AIDS  continues  to  be  funded  by 
the  New  Jersey  State  Department 
of  Health  (DOH)  Division  on 
AIDS  Prevention  and  Control. 
The  series  offers  seven  separate 
and  distinct  programs  on  different 
aspects  of  HIV  infection.  The 


University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 

Internal  Medicine 

Howard  M.  Abrams,  MD,  1175  York 
Avenue,  Apt.  3K,  New  York,  NY 
10021.  UMDNJ  1984.  Board  certified 
(IM  and  GI).  Group  with 
partnership.  Available  soon. 

T.S.  Krishnaswamy,  MD,  P.O.  Box 
9876.5,  Tacoma,  WA  98498.  Jipmer 
Medical  School  (India)  1962.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

Ashwin  N.  Trivedi,  MD,  71  Webster 
St.,  Floral  Park,  NY  11001.  Baroda 
Medical  College  1980.  Board 
eligible.  Group  or  solo.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 


latest  addition  is  management  of 
ZDV  therapy  in  pregnancy  to  re- 
duce perinatal  transmission  of 
HIV. 

“How  To  Help  Your  Patients 
Stop  Smoking  is  funded  through 
an  educational  grant  from  the  Na- 
tional Cancer  Institute  to  DOH, 
and  the  American  Cancer  Society, 
New  Jersey  Division,  Inc.  During 
the  1994-1995  academic  year,  the 
program  reached  237  physicians 
and  allied  health  care  providers. 

To  make  arrangements  for 
presentation  of  a one-hour  roving 
symposia,  contact  Mae  Slabicki. 

The  New  Jersey  Physicians 
Golf  Association  (NJPGA)  has  two 
tournaments  remaining  on  its 
1995  season  schedule:  Areola 
Country  Club,  September  20, 
1995,  and  Navesink  Golf  Club, 
October  19,  1995.  Dr.  J.  Thomas 
Davidson  is  the  president  of 
NJPGA. 

Further  information  on  AMNJ 
membership  can  be  obtained  by 
contacting  Lisa  Fleischer  at  the 
executive  offices.  □ Alan  J. 
Lippman,  MD 


certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Psychiatry 

Dorothy  Brozek,  MD,  MSN,  200  E. 
Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Group  or  partnership.  Board 
eligible.  Available. 

Surgery 

Steven  W.  Schierman,  MD,  13440 
N.  44th  St.,  Apt.  2016,  Phoenix,  AZ 
85032.  Columbia  University  1987. 
Board  eligible.  Group,  association, 
partnership.  Available. 

Urology 

Richard  P.  Campo,  MD,  1130  McIn- 
tyre, Ann  Arbor,  MI  48105.  Mt.  Sinai 
School  of  Medicine  1989.  Available. 


540 


NEW  JERSEY  MEDICINE 


HAHNEMANN 

UNIVERSITY 

HOSPITAL 

DEPARTMENT  OF  MEDICINE 


Tl  IE  HEART  HOSPITAL 

m 

Hahnemann 


presents 

Two  Visiting  Professorships 
and  Medical  Seminars  in 


' OFFICE  MANAGEMENT  OF 
CARDIOVASCULAR  DISEASE  FOR  THE  GENERALIST' 


The  topics  of  these  visiting  professorships  and  medical  seminars  were  chosen  to  emphasize  the  importance  of  office 
practice  in  the  diagnosis  and  management  of  heart  disease.  The  role  of  the  primary  care  physician  will  be  highlighted. 


yyyyyyyyyyyyyyyyyyyyy 

Tuesday,  September  19,  1995  4:00  PM  to  6:00  PM 

Wednesday,  September  20,  1995  8:30  AM  to  3:30  PM 

’’TREATMENT  OF  HEART  FAILURE’’ 


Seminar  Director:  Allan  B.  Schwartz,  M.D. 

Course  Director:  Susan  Brozena,  M.D. 


Visiting 

Michael  Bristow,  M.D.,  Ph.D. 

Professor  of  Medicine 

University  of  Colorado  School  of  Medicine 

Denver,  Colorado 


Professors: 

Donna  M.  Mancini,  M.D. 

Assistant  Professor  of  Medicine 
Columbia  University  School  of  Medicine 
New  York,  New  York 


yyyyyyyyyyyyyyyyyyyyy 


Wednesday,  December  6,  1995  8:30  AM  to  3:30  PM 

"CARDIAC  AUSCULTATION’’ 

Seminar  Director:  Allan  B.  Schwartz,  M.D. 

Course  Co-Directors:  Leonard  S.  Dreifus,  M.D.,  Gerald  Scharf,  D.O. 

Daniel  Mason,  M.D.,  John  J.  Ross,  R.C.P.T. 


Each  participant  will  use  an  electronic  stethophone  to  complement  the  clinical  case  presentations  and  state-of-the- 
art  lectures  on  cardiac  auscultation  coordinated  with  demonstrations  of  echocardiography  and  color  flow  doppler. 

yyyyyyyyyyyyyyyyyyyyy 

These  programs  are  being  funded  by  an  educational  grant  from: 

THE  EDNA  G.  KYNETT  MEMORIAL  FOUNDATION 
This  support  is  gratefully  acknowledged. 


Location:  Classroom  C (Alumni  Hall),  2nd  Floor  College 
Bldg.,  15th  & Vine,  between  Race  & Vine,  Philadelphia,  PA 

Full  Disclosure  Statement:  All  faculty  participating 
in  continuing  medical  education  programs  sponsored  by 
Medical  College  of  Pennsulvania  and  Hahnemann  University 
are  expected  to  disclose  to  the  audience  any  real  or  apparent 
conflict(s)  of  interest  related  to  the  content  of  their 
presentation. 

For  further  information  call:  215-762-8695 


Accreditation:  The  Medical  College  of 
Pennsylvania  and  Hahnemann  University  is  accred- 
ited by  the  Accreditation  Council  for  Continuing 
Medical  Education  (ACCME)  to  sponsor  continuing 
medical  education  programs  for  physicians.  MCPHU 
designates  each  hour  of  attendance  at  these  activities 
for  1 credit  hour  of  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical 
Association. 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


Cardiology 
Update  ^ 

is  designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology,  allowing 
application  of  this  new  knowledge  and  technology  to  the 
diagnosis  and  treatment  of  patients. 

Wednesday,  September  6, 1995  3:30-5:30  PM 

Office  Cardiology: 

Bedside  Diagnosis  of  the 
Cardiac  Patient-Part  I 

Moderator:  Michael  S.  Feldman,  M.D. 

Bernard  L.  Segal,  M.D. 

Patients  will  be  presented  with  interesting  clinical  findings.  Carotid  and  jugular 
venous  pulsation  will  be  analyzed.  The  precordium  will  be  palpated  to  determine 
abnormal  impulses.  Heart  sounds  and  murmurs  will  be  interpreted  in  light  of  the 
patient's  symptoms  and  the  clinical  findings.  Stethophones  will  be  available  at  each 
seat  so  that  the  audience  will  be  able  to  hear  and  interpret  these  findings. 
Appropriate  echocardiograms  will  be  shown. 


CME  Credits* 


Call  for  Free  Reservation  (215)  662-8627 


Scheie  Auditorium 
Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

' Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I or  the  Physicians'  Recognition 
Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership  requirement.  Nine  sessions.  18  credits. 

Presbyterian  Medical  Center  of  the  University  of  Pennsylvania  Health  System  is  accredited  by  the  Pennsylvania  Medical  Society 
to  sponsor  continuing  medical  education  for  physicians. 

All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Presbyterian  Medical  Center  are  expected  to 
disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation(s). 
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GEORGE  L.  ERDMAN 


RICHARD  B.  GRAHAM 


JOSEPH  A.  GUERRA 


EMANUEL  M.  SICKEL 


Retired  to  Florida  since  1976, 
George  L.  Erdman,  MD,  died  on 
September  16,  1994.  He  was  born 
on  December  14,  1909,  in  Taequ, 
Korea.  Dr.  Erdman  was  gradu- 
ated from  Jefferson  Medical  Col- 
lege, Philadelphia,  in  1936,  and 
completed  an  internship  and  a re- 
sidency at  Germantown  Hospital, 
Pennsylvania.  During  his  medical 
career,  Dr.  Erdman  was  a 
pathologist  at  Overlook  Hospital, 


Family  practitioner  and  sur- 
geon Richard  Baker  Graham, 
MD,  passed  away  on  December 
1,  1994,  at  the  grand  age  of  89. 
Dr.  Graham  served  on  the 
medical  staff  of  Point  Pleasant 
Hospital  for  over  40  years.  In 
1930,  Dr.  Graham  was  awarded  a 
medical  degree  from  Hahnemann 
Medical  College,  Philadelphia, 
and  received  a New  Jersey 
medical  license  the  following 
year.  He  completed  an  internship 
at  West  Jersey  Hospital,  Camden, 
and  a residency  at  Hahnemann 
Hospital,  Philadelphia.  During 
his  long  medical  career.  Dr. 
Graham  practiced  in  Sea  Girt, 

Dermatologist  Joseph  Anthony 
Guerra,  MD,  passed  away  on  De- 
cember 5,  1994.  Dr.  Guerra  was 
born  on  May  14,  1921,  in  Jersey 
City,  and  was  graduated  from 
Georgetown  University  School  of 
Medicine,  Washington,  DC,  in 
1951.  He  received  a New  Jersey 
medical  license  the  following 
year.  During  his  medical  career. 
Dr.  Guerra  practiced  in  Jersey 
Citv,  and  was  affiliated  with  B.S. 


Emanuel  Mark  Sickel,  MD, 
passed  away  on  October  19,  1994. 
He  was  a past-president  of  our 
Ocean  County  component.  Dr. 


Summit,  and  at  Saint  Barnabas 
Medical  Center,  Livingston.  He 
served  as  director  of  laboratories 
at  Overlook  Hospital.  In  the  late 
1950s,  Dr.  Erdman  was  president 
of  the  New  Jersey  Society  of 
Clinical  Pathologists.  He  also  was 
a member  of  our  Essex  County 
component.  Dr.  Erdman  served 
in  the  United  States  Medical 
Corps  during  World  War  II. 


Newark,  and  Point  Pleasant;  was 
awarded  the  MSNJ  Golden  Merit 
Award  in  1980;  and  was  affiliated 
with  West  Hudson  Hospital, 
Kearny,  Presbyterian  Hospital, 
Newark,  and  Saint  Barnabas 
Medical  Center,  Livingston.  He 
also  was  a member  of  our  Mon- 
mouth County  component  and  of 
the  American  Medical  Associa- 
tion. Dr.  Graham  was  born  on 
July  13,  1905,  in  Philadelphia, 
Pennsylvania,  and  resided  in  Sea 
Girt,  Brielle,  and  Spring  Lake 
Heights.  Dr.  Graham  served  in 
the  United  States  Air  Force  dur- 
ing World  War  II. 


Poliak  Hospital,  Jersey  City 
Medical  Center,  and  St.  Francis 
Hospital,  all  in  Jersey  City.  Dr. 
Guerra  was  a member  of  our 
Hudson  County  component  and 
of  the  American  Medical  Associa- 
tion, and  a diplomate  of  the 
American  Board  of  Dermatology. 
Dr.  Guerra  was  a captain  in  the 
United  States  Army  Medical 
Corps  from  1942  to  1945. 


Sickel  was  born  on  July  5,  1901, 
in  Trenton,  and  was  awarded  a 
medical  degree  from  the  Univer- 
sity of  Pennsylvania,  Philadelphia, 
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Jersey,  and  of  the  Radiological 
Society  of  New  Jersey;  a 
diplomate  of  the  American  Board 
of  Radiology;  and  a fellow  of  the  1 
American  College  of  Cardiology 
and  of  the  American  College  of 
Radiology.  Dr.  Sickel  was  a 
World  War  II  United  States  Navy 
veteran.  He  resided  in  Lakewood 
since  1905.  , 


Dover  General  Hospital  and 
Medical  Center;  a school  physi-  i 
cian  for  the  Roxbury  Township 
school  system;  and  a physician  for  j 
Hercules  Powder  Company,  Ken- 
vil;  and  he  was  awarded  the  Dis-  [ 
tinguished  Staff  Award  by  Dover  , 
General  Hospital  and  Medical 
Center.  Dr.  Talmage  was  a 
member  of  our  Morris  County 
component  and  of  the  American 
Medical  Association.  He  also  was 
a fellow  of  the  American  Academy 
ol  Occupational  Medicine  and  of 
the  American  College  of  Sports 
Medicine. 


HERMAN  H.  TILLIS 


Herman  Harold  Tillis,  MD,  of 
East  Orange,  passed  away  on  Oc- 
tober 7,  1994,  at  the  age  of  86. 
Dr.  Tillis  was  an  arthritis 
specialist.  He  was  born  on  De- 
cember 11,  1907,  in  Newark,  and 
was  a 1931  graduate  of  the  Uni- 
versity of  Louisville  School  of 
Medicine,  Kentucky.  Dr.  Tillis  re- 
ceived a New  Jersey  medical 
license  the  following  year.  During 
his  lengthy  medical  career,  Dr. 
Tillis  maintained  a practice  in 


EDWARD  D.  WILDMAN 


Family  practitioner  Edward 
Davis  Wildman,  MD,  died  on 
August  26,  1994.  Dr.  Wildman, 
born  on  October  22,  1916,  in 
Philadelphia,  Pennsylvania,  was 
graduated  from  the  University  of 
Pennsylvania  School  of  Medicine, 
Philadelphia,  in  1942.  After  com- 
pleting an  internship  at  Penn- 
sylvania Hospital,  Philadelphia, 
and  a residency  at  Burlington 
County  Hospital,  Mount  Holly, 


Dr.  Wildman  received  a New 
Jersey  medical  license  in  1946. 
Dr.  Wildman  was  on  staff  at  Bur- 
lington County  Hospital;  he  also 
maintained  a medical  office  in 
Moorestown.  Dr.  Wildman  was  a 
diplomate  ol  the  American  Col- 
lege of  Family  Practice,  a fellow 
of  the  American  Academy  of 
Family  Practice,  and  a member  of 
our  Burlington  County  compo- 
nent and  of  the  AMA. 


Newark  and  in  East  Orange;  was 
chief  of  the  Arthritis  Department 
at  Newark  Beth  Israel  Medical 
Center  and  at  Presbyterian 
Hospital,  Newark;  was  a member 
of  the  Newark  Department  of 
Health;  and  was  past-president  of 
the  New  Jersey  Rheumatism 
Society.  Dr.  Tillis  was  a member 
of  our  Essex  County  component 
and  of  the  American  Medical  As- 
sociation. 


in  1924.  He  received  a New 
Jersey  medical  license  the  follow- 
ing year.  Dr.  Sickel  specialized  in 
diagnostic  roentgenology  and 
cardiology;  he  maintained  a prac- 
tice in  Lakewood  for  many  years, 
and  was  chief  of  radiology  at  Kim- 
ball Medical  Center,  Lakewood. 
Dr.  Sickel  was  a member  of  the 
American  Medical  Association,  of 
the  Academy  of  Medicine  of  New 


WILLIAM  G.  TALMAGE 


We  have  received  word  of  the 
death  of  91-year-old  William  G. 
Talmage,  MD,  of  Succasunna,  on 
October  27,  1994.  Dr.  Talmage 
was  chief  of  cardiology  at  Dover 
General  Hospital  and  Medical 
Center.  Born  on  September  29, 
1903,  in  Petersburg,  Virginia,  Dr. 
Talmage  was  awarded  a medical 
degree  from  the  Medical  College 
of  Virginia,  Richmond,  in  1931. 
He  completed  an  internship  at 
Bellevue  Hospital,  New  York,  and 
received  a New  Jersey  medical 
license  in  1933.  During  his 
medical  career.  Dr.  Talmage  was 
president  of  the  medical  staff  at 
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Transactions 


1994  Transactions 


The  House  of  Delegates  approved  the  Transactions  of  the  1994  Annual  Meeting, 
as  published  in  New  JERSEY  Medicine. 

Action  To  Limit  Debate 

The  House  of  Delegates  agreed,  upon  motion  duly  made  and  seconded,  that  no 
one  may  speak  more  than  once  on  any  given  subject  except  in  rebuttal  or  by  express 
permission  of  the  House  of  Delegates,  and  that  floor  time  in  each  instance  shall  be  limited 
to  four  minutes  unless  exception  is  made  by  the  House  of  Delegates. 


Reports  and  Resolutions 

Reports  and  resolutions  and  the  actions,  thereon,  are  included  under  the  reference 
committee  to  which  they  were  assigned.  The  House  of  Delegates  takes  action  only  on 
the  resolved  sections  of  a resolution. 


Appointments 

Speaker  

Vice-Speaker  

Chief  Sergeant-at-Arms  

Sergeants-at-Arms  

Chief  Teller  

Assistant  Teller  

Chair,  Committee  on  Credentials 


Karl  T.  Franzoni,  MD,  Mercer 

Walter  J.  Kahn,  MD,  Monmouth 

Louis  G.  Fares,  II,  MD,  Mercer 

Leigh  Ende,  MD,  Morris 

J.  Mark  Meredith,  MD,  Burlington 

Frederic  E.  Wien,  MD,  Bergen 

George  T.  Hare,  MD,  Camden 

Sandra  S.  Valdez,  MD,  Hudson 

Carl  Restivo,  Jr,  MD,  Hudson 
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1 1 

James  E.  George,  md,  JD,  Chair 

Reference  Committee  on  Constitution  and  Bylaws/A 

Proposed  Amendments  to  the  Bylaws 

I . Affiliate  Members 

The  Medical  Society  of  New  Jersey’s  (MSNJ)  long-term  strategy  calls  for  it  to  strengthen  its  political 
and  economic  base  within  the  state.  One  of  the  ways  to  establish  a well-bonded  network  is  to  create  a foundation 
relationship  with  nonphysicians  who  have  interests  similar  to  our  physician  members.  Employees  of  physicians 
are  natural  allies  to  our  Society,  and  should  be  included  in  it. 

If  this  proposal  is  adopted  by  the  House  of  Delegates,  employees  of  physician  members  will  be  able 
to  participate  in  educational  programs,  receive  publications,  and  participate  in  insurance  programs,  but  they 
will  not  be  eligible  to  vote  or  hold  office. 

Bylaws 

Chapter  I— Membership 
Section  1 —Composition 


Current 

(f)  Affiliate  Members 

Affiliate  members  shall  be  physicians  who  have  been 
active  members  for  at  least  five  consecutive  years  but 
who  no  longer  practice  in  New  Jersey.  Applications 
for  affiliate  membership  shall  be  directed,  through  the 
component  medical  society,  to  the  Standing  Commit- 
tee on  Membership  Services  of  the  Medical  Society 
of  New  Jersey  for  consideration  and  action.  Affiliate 
members  shall  be  eligible  to  continue  all  insurance 
coverages  offered  by  the  Society.  The  dues  for  affiliate 
members  shall  be  established  by  the  House  of  De- 
legates on  recommendation  of  the  Committee  on 
Finance  and  Budget. 


Proposed 

(f)  Affiliate  Members 

Affiliate  members  shall  be  physicians  who  have  been 
active  members  but  who  no  longer  practice  in  New 
Jersey,  or  nonphysician  employees  of  member  physi- 
cians. 

Affiliate  members  may  not  vote  or  hold  office,  but 
may  participate  in  meetings,  educational  programs, 
receive  publications,  and  are  otherwise  eligible  for  all 
membership  benefit  programs. 

The  dues  for  affiliate  members  shall  be  established 
by  the  House  of  Delegates  pursuant  to  recommenda- 
tion from  the  Committee  on  Finance  and  Budget. 


Recommendation 

The  Committee  on  Revision  of  Constitution  and  Bylaws  recommends  adoption  of  the  proposed  amend- 
ment. 


The  Reference  Committee  recommended  that  the  proposed  amendment  be  adopted. 

House  Action:  The  recommendation  was  approved. 

2.  Section  Meetings 

Section  meetings  are  no  longer  held  during  MSNJ’s  Annual  Meeting.  This  section  of  the  Bylaws  is  obsolete 
and  should  be  deleted. 
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At 


Bylaws 

Chapter  VII— Meetings 


Current 

(e)  General  Sessions  and  Section  Meetings 

1.  General  Sessions 

All  registered  members  may  attend  and  participate  in 
the  proceedings  and  discussions  of  the  general 
sessions  and  section  meetings.  Upon  invitation,  other 
registrants  may  attend.  The  general  sessions  shall  be 
for  the  presentation  of  the  addresses  of  the  President, 
President-Elect,  invited  guests,  and  scientific  papers 
and  timely  discussions,  as  provided  in  the  official 
program.  These  sessions  shall  be  presided  over  by  the 
President,  President-Elect,  or  one  of  the  Vice-Presi- 
dents. 

2.  Section  Meetings 

(a)  Section  meetings  shall  be  for  the  presentation  of 
scientific  papers  and  discussions  related  to  the  sections 
designated  and  as  provided  in  the  program. 

(b)  Each  section  shall  have  a chairman  and  a 
secretary,  who  shall  serve  for  one  meeting,  after  which 
the  secretary  shall  become  the  chairman  for  the  next 
meeting  of  the  section.  The  secretary  for  the  next 
meeting  shall  be  selected  during  the  business  meeting, 
for  which  at  least  ten  minutes  shall  be  scheduled  in 
the  program  for  each  section  meeting. 

(c)  The  chairman  shall  preside  at  the  section  meeting. 
The  section  program  shall  be  prepared  under  the 
guidance  of  the  chairman,  with  the  final  program 
subject  to  the  approval  of  the  Committee  on  Annual 
Meeting. 

(d)  At  a regularly  scheduled  section  meeting,  commit- 
tees may  be  established  for  scientific  investigations  of 
special  interest  or  of  importance  to  the  profession  or 
public.  No  expense  to  this  Society  shall  be  incurred 
in  connection  therewith  unless  authorized  by  the 
House  of  Delegates  and  approved  by  the  Board  of 
Trustees. 

3.  Length  of  Addresses 

No  address  or  paper,  with  the  exception  of  those 
delivered  by  the  President,  President-Elect,  and  in- 
vited guest  speakers,  shall  take  more  than  twenty 
minutes  for  presentation;  and  no  discusser  shall  speak 
longer  than  five  minutes,  nor  more  than  once,  on  any 


Proposed 

(e)  General  Sessions 

All  registered  members  may  attend  and  participate  in 
the  proceedings  and  discussions  of  the  general 
sessions.  Upon  invitation,  other  registrants  may  at- 
tend. The  general  sessions  shall  be  for  the  presenta- 
tion of  the  addresses  of  the  President,  President-Elect, 
invited  guests,  and  scientific  papers  and  timely  dis- 
cussions, as  provided  in  the  official  program.  These 
sessions  shall  be  presided  over  by  the  President,  Presi- 
dent-Elect, or  one  of  the  Vice-Presidents. 


Delete 

Delete 


Delete 


Delete 


Delete 


Delete 
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subject,  unless  by  permission  of  the  presiding  officer. 

4.  Ownership  of  Papers 

All  papers  and  reports  presented  to  this  Society  shall 
become  its  property,  and  when  read  shall  be  deposited 
with  the  Secretary.  Permission  to  publish  such  papers 
in  New  Jersey  Medicine  of  this  Society  or  in  other 
medical  journals  may  be  granted  by  the  Committee 
on  Publication. 

5.  Guests 

Upon  invitation  extended  by  this  Society  or  any  of  its 
members,  any  person  may  become  a guest  during  the 
annual  meeting.  Physician  guests  are  entitled  to  attend 
the  general  sessions  and  section  meetings.  Nonphysi- 
cian guests  may  attend  the  general  sessions,  but  may 
attend  a section  meeting  only  with  the  permission  of 
the  presiding  officer  of  that  section. 


1.  Ownership  of  Papers 

All  papers  and  reports  presented  to  this  Society  shall 
become  its  property,  and  when  read  shall  be  deposited 
with  the  Secretary.  Permission  to  publish  such  papers 
in  New  Jersey  Medicine  of  this  Society  or  in  other 
medical  journals  may  be  granted  by  the  Council  on 
Communications. 

2.  Guests 

Upon  invitation  extended  by  this  Society  or  any  of  its 
members,  any  person  may  become  a guest  during  the 
Annual  Meeting.  Physician  and  nonphysician  guests 
are  entitled  to  attend  the  general  sessions. 


Recommendation 

The  Committee  on  Revision  of  Constitution  and  Bylaws  recommends  adoption  of  the  proposed  amend- 
ment. 


The  Reference 

House  Action: 
House  Action: 


Committee  recommended  that  the  proposed  amendment  be 

The  recommendation  was  approved. 

The  report  was  filed. 


adopted. 
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Supplemental  report  # l 


James  E.  George,  md,  JD,  Chair 

Reference  Committee  on  Constitution  and  Bylaws/A 

Proposed  Amendments  to  the  Bylaws 
Realignment  of  the  MSNJ  Committee  Structure 

The  Board  of  Trustees  adopted  a Strategic  Plan,  designed  to  promote  efficiency  within  the  Society’s 
structure,  while  affording  flexibility  and  responsiveness  to  the  concerns  of  the  membership.  In  order  to  enable 
the  Society  to  become  a major  participant  in  the  arena  of  ideas  and  to  properly  represent  the  membership 
before  the  public,  the  Legislature,  and  the  executive  branch  of  government,  a restructuring  is  necessary. 

The  Committee  believes  that  the  proposed  Bylaw  amendments  will  accomplish  the  desired  changes.  The 
proposal  will: 

1)  Dissolve  the  Committee  on  Medicaid,  and  incorporate  its  jursidiction  into  the  Council  on  Medical 
Services. 

2)  Dissolve  the  Council  on  Mental  Health,  and  incorporate  its  jurisdiction  into  the  Council  on  Medical 
Services. 

3)  Merge  the  Committee  on  Publication  into  the  Council  on  Public  Relations,  to  form  a new  Council 
on  Communications. 

4)  Dissolve  the  Committee  on  Membership  Services.  Its  area  of  responsibility  will  be  transferred  to  MIIX/ 
NJSMU,  with  the  Executive  Committee  of  MSNJ  being  responsible  for  general  oversight  and  programs  not 
transferred. 

5)  Sunset  each  “special"  committee  at  the  end  of  the  Society’s  fiscal  year,  unless  the  Board  votes  to 
continue  it. 

6)  Limit  the  tenure  of  all  presidential  appointees  to  all  councils  and  committees  to  a total  of  nine  years. 

In  order  to  effect  a smooth  transition,  members  of  the  Committee  on  Medicaid  and  the  Council  on  Mental 

Health  will  be  automatically  absorbed  into  the  Council  on  Medical  Services  to  either  elected  or  appointed 
positions. 

The  merger  of  the  Council  on  Public  Relations  and  the  Committee  on  Publication  results  in  all  elected 
and  appointed  positions  being  transferred  into  the  new  Council  on  Communications. 

In  this  fashion,  the  talent  and  energies  of  all  current  participants  will  be  utilized  in  the  new  formats. 

Bylaws 

Chapter  IX— Administrative  Councils  and  Committees 
Section  3— Administrative  Councils  and  Standing  Committees 


Current 

The  administrative  councils  and  standing  committees 
shall  be  listed  below.  Members  elected  by  the  House 
shall  serve  two-year  terms.  They  may  serve  no  more 
than  three  such  terms.  Members  appointed  by  the 
President  shall  serve  one-year  terms  with  no  limita- 
tions on  their  reappointment.  The  number  of  ap- 
pointed members  on  each  council  and  committee  shall 
be  at  the  discretion  of  the  President. 

Councils  and  committees  may  initiate  projects  of  their 


Proposed 

The  administrative  councils  and  standing  committees 
are  listed  below.  Members  elected  by  the  House  shall 
serve  two-year  terms.  They  may  serve  no  more  than 
three  such  terms.  Members  appointed  by  the  Presi- 
dent shall  serve  one-year  terms  with  a maximum 
limitation  of  nine  terms.  The  number  of  presidential 
appointees  is  discretionary. 

Councils  and  committees  may  initiate  projects  of  their 
own  choosing.  They  shall  also  perform  functions  and 
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own  choosing.  They  also  shall  perform  such  functions 
and  duties  as  are  assigned  to  them  by  the  Board  of 
Trustees  and  the  House  of  Delegates.  Their  actions 
and  recommendations  shall  be  subject  to  the  approval 
of  the  Board  of  Trustees. 

(a)  Council  on  Legislation 

The  Council  on  Legislation  shall  consist  of  six 
members  elected  by  the  House  of  Delegates,  and  a 
discretionary  number  appointed  by  the  President. 
There  shall  be  at  least  one  elected  member  from  each 
judicial  district. 

(b)  Council  on  Medical  Services 

The  Council  on  Medical  Services  shall  consist  of  six 
members  elected  by  the  House  of  Delegates,  and  a 
discretionary  number  appointed  by  the  President. 
There  shall  be  at  least  one  elected  member  from  each 
judicial  district.  The  President-Elect  shall  serve  as  an 
ex-officio  member  of  the  Council. 

(c)  Council  on  Mental  Health 

The  Council  on  Mental  Health  shall  consist  of  six 
members  elected  by  the  House  of  Delegates,  and  a 
discretionary'  number  appointed  by  the  President. 
There  shall  be  at  least  one  elected  member  from  each 
judicial  district.  The  Immediate  Past-President  shall  be 
an  ex-officio  member  of  the  Council. 

(d)  Council  on  Public  Health 

The  Council  on  Public  Health  shall  consist  of  six 
members  elected  by  the  House  of  Delegates,  and  a 
discretionary  number  appointed  by  the  President. 
There  shall  be  at  least  one  elected  member  from  each 
judicial  district.  The  First  Vice-President  shall  be  an 
ex-officio  member  of  the  Council. 

(e)  Council  on  Public  Relations 

The  Council  on  Public  Relations  shall  consist  of  six 
members  elected  by  the  House  of  Delegates,  and  a 
discretionary  number  appointed  by  the  President. 
There  shall  be  at  least  one  elected  member  from  each 
judicial  district.  The  Second  Vice-President  shall  be 
an  ex-officio  member  of  the  Council. 

(f)  Committee  on  Annual  Meeting 

The  Committee  on  Annual  Meeting  shall  consist  of 
three  members  elected  by  the  House  of  Delegates, 
and  a discretionary  number  appointed  by  the  Presi- 
dent. The  Secretary  shall  be  an  ex-officio  member  of 
this  Committee. 


duties  assigned  to  them  by  the  Board  of  Trustees  and/ 
or  the  House  of  Delegates.  Their  actions  and  recom- 
mendations shall  be  subject  to  the  prior  approval  of 
the  Board  of  Trustees. 

(a)  Council  on  Legislation 

Same 


(b)  Council  on  Medical  Services 

The  Council  on  Medical  Services  shall  consist  of 
twelve  members  elected  by  the  House  of  Delegates, 
and  a discretionary  number  appointed  by  the  Presi- 
dent. There  shall  be  at  least  two  elected  members 
from  each  judicial  district.  The  President-Elect  shall 
serve  as  an  ex-officio  member  of  the  Council. 

Delete 

Delete 


(c)  Council  on  Public  Health 
Same 


(d)  Council  on  Communications 

The  Council  on  Communications  shall  consist  of  nine 
members  elected  by  the  House  of  Delegates,  and  a 
discretionary  number  appointed  by  the  President. 
There  shall  be  at  least  one  elected  member  from  each 
judicial  district.  The  President-Elect,  the  Second  Vice- 
President,  the  Secretary,  and  the  Editor-in-Chief  of 
New  Jersey  Medicine  shall  be  ex-officio  members  of 
the  Council. 

(e)  Committee  on  Annual  Meeting 

Same 
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(g)  Committee  on  Credentials 

The  Committee  on  Credentials  shall  consist  of  the 
Secretary  of  the  Society,  and  a discretionary  number 
appointed  by  the  President.  The  Secretary  shall  serve 
as  chair  of  this  Committee. 

(h)  Committee  on  Finance  and  Budget 

The  Committee  on  Finance  and  Budget  shall  consist 
of  three  members  elected  by  and  from  the  Flouse  of 
Delegates,  and  a discretionary  number  appointed  by 
the  President  from  the  Board  of  Trustees.  The  Com- 
mittee shall  control  the  expenditure  of  funds  and  the 
development  of  the  annual  budget  for  submission  to 
the  House  of  Delegates.  The  Treasurer  shall  be  an 
ex-officio  member  of  this  Committee. 

(i)  Committee  on  Membership  Services 

The  Committee  on  Membership  Services  shall  consist 
of  three  members  elected  by  the  House  of  Delegates, 
and  a discretionary  number  appointed  by  the  Presi- 
dent. The  Secretary  shall  serve  as  an  ex-officio 
member  of  this  Committee. 

(j)  Committee  on  Medical  Education 

The  Committee  on  Medical  Education  shall  consist  of 
three  members  elected  by  the  House  of  Delegates, 
and  a discretionary  number  appointed  by  the  Presi- 
dent. 

(k)  Committee  on  Medical  Student  Loan  Fund 

The  Committee  on  Medical  Student  Loan  Fund  shall 
consist  of  at  least  five  members  appointed  by  the 
President. 

(l)  Committee  on  Publication 

The  Committee  on  Publication  shall  consist  of  three 
members  elected  by  the  House  of  Delegates,  and 
a discretionary  number  appointed  by  the  President. 
The  President-Elect,  the  Secretary,  and  the  Editor-in- 
Chief  of  New  Jersey  Medicine  shall  be  ex-officio 
members  of  this  Committee. 

(m)  Committee  on  Revision  of  Constitution  and 
Bylaws 

The  Committee  on  Revision  of  Constitution  and 
Bylaws  shall  consist  of  at  least  six  members  appointed 
by  the  President.  The  Secretary  shall  be  an  ex-officio 
member  of  this  Committee. 

(n)  Committee  on  Medicaid 


(f)  Committee  on  Credentials 
Same 


(g)  Committee  on  Finance  and  Budget 
Same 


Delete 

Delete 


(h)  Committee  on  Medical  Education 
Same 


(i)  Committee  on  Medical  Student  Loan 
Same 


Delete 

Delete 


(j)  Committee  on  Revision  of  Constitution  and 
Bylaws 


Same 


Delete 
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The  Committee  on  Medicaid  shall  consist  of  at  least 
ten  members  appointed  by  the  President.  The  Com- 
mittee shall  be  responsible  for  representing  the  view- 
point of  the  members  of  the  Medical  Society  of  New 
Jersey,  and  to  act  as  liaison  with  the  Division  of 
Medical  Assistance  and  Health  Services,  Department 
of  Human  Services. 


Delete 


Section  4— Special  Committees 


Special  committees  may  be  created  by  the  House  of 
Delegates  or  the  Board  of  Trustees.  They  shall  be 
appointed  by  the  President.  Their  function  and  dura- 
tion shall  be  clearly  defined. 


Special  committees  may  be  created  by  the  House  of 
Delegates  or  the  Board  of  Trustees.  They  shall  be 
appointed  by  the  President.  Their  function  shall  be 
clearly  defined.  Each  special  committee  shall  auto- 
matically terminate  at  the  end  of  each  administrative 
year  unless  the  Board  of  Trustees  authorizes  its  con- 
tinuation. 


Recommendation 

The  Committee  on  Revision  of  Constitution  and  Bylaws  recommends  adoption  of  the  proposed  amend- 


ments. 


The  Reference  Committee  recommended  that  the  proposed  amendments  be  adopted,  with  an  editorial 
change  in  last  sentence  of  second  paragraph  (deletion  of  the  word  “prior”  before  the  word  “approval”). 

House  Action:  The  recommendation  was  approved. 

House  Action:  The  report  was  filed. 
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PRESIDENT/CHABR  OF  THE  BOARD  OF  TRUSTEES 


Fred  M.  Palace,  MD 

Reference  Committee  on  Constitution  and  Bylaws/A 


I of 

I sit 
let 


Dn  spite  of  the  demise  of  the  Clinton  health  care 
plan  — or  perhaps  because  of  that  event  — managed 
care  is  growing  exponentially  across  the  United  States, 
and,  sparked  by  the  deregulation  of  hospital  charges 
as  of  January  1,  1992,  even  more  so  in  New  Jersey. 
Patients  are  just  beginning  to  realize  that,  for  a 
moderately  less  expensive  premium,  they  have  lost 
both  the  choice  of  physician  and  hospital  and  the 
opportunity  to  get  the  “best”  of  care.  Physicians  work- 
ing in  a managed  care  environment  are  increasingly 
frustrated  by  decisions  made  by  com- 
panies concerned  more  about  their 
own  profitability  than  the  needs  of 
patients.  We  are  not  comfortable 
providing  “adequate”  care  when  we 
know  what  is  “best.”  Even  so-called 
indemnity  insurance  companies  are 
using/misusing  managed  care  tech- 
niques to  cut  their  costs— to  the  cha- 
grin of  physicians  who  are  caught  up 
in  dealing  with  a myriad  of  regula- 
tions by  dozens  of  utilization  review 
companies. 

Just  as  societies  must  learn  to 
focus  and  to  prioritize  their  expen- 
ditures of  time  and  resources,  I have 
tried  to  enact  substantial  parts  of  the 
American  Medical  Association’s 
(AMA)  Patient  Protection  Plan  into 
law  and  regulation  in  New  Jersey— depending  on  the 
sense  of  fairness  and  compassion  demonstrated  by  the 
first  nonphysician  commissioner  of  health,  the 
Honorable  Len  Fishman. 

Working  through  the  Commissioner’s  Working 
Group  on  Managed  Care  and  the  New  Jersey  State 
Department  of  Health  (DOH)  HMO  Regulations  Ad- 
visory Committee,  we  are  trying  to  educate  the  re- 
gulators, and  alert  the  consumers  to  the  shortcomings 
and  problems  associated  with  an  unfettered  bottom 
line-oriented  HMO.  We  are  trying  to  gather  in  con- 
sensus, the  various  physician  organizations,  and  the 
responsible  health  care  provider  organizations  of  the 
caring  professions.  We  have  reached  out  to  the 


specialty  societies  for  their  input;  to  the  physicians  of 
the  New  Jersey  Association  of  Osteopathic  Physicians 
and  Surgeons;  to  the  nurses  through  the  New  Jersey 
State  Nurses  Association;  to  the  New  Jersey  Dental 
Association;  to  the  state  Board  of  Medical  Examiners 
(BME);  and  to  the  New  Jersey  Hospital  Association. 
We  have  been  encouraged  and  strengthened  by  the 
input  and  pledges  of  support  by  all  these  organiza- 
tions. With  the  aid  of  the  chair  of  the  Committee  on 
Publication,  Harry  M.  Carnes,  MD,  and  the  editorial 
expertise  of  the  editor-in-chief  of 
New  Jersey  Medicine,  Howard  D. 
Slobodien,  MD,  we  are  keeping  the 
political  pressure  on  the  regulators  by 
educating  the  public  to  the  problem 
and  our  solutions. 

This  is  an  ongoing  effort  and, 
as  yet,  has  no  tangible  results.  We 
recognize  that  what  we  cannot  ac- 
complish through  DOH,  we  are  com- 
mitted to  attempting  through  a 
legislative  initiative. 

The  Medical  Society  of  New 
Jersey  (MSNJ)  has  been  strength- 
ened by  the  adoption  by  the  Board 
of  Trustees  of  a 1995  strategic  plan, 
which  will  set  our  goals  and  aspira- 
tions for  the  next  several  years  and 
allow  us  to  prioritize  our  efforts  with 
these  goals  in  mind.  I commend  this  document, 
prepared  by  a committee  chaired  by  Paul  J.  Hirsch, 
MD. 

Space  does  not  allow  me  to  report  the  results 
of  discussions  with  BME,  the  efforts  to  strengthen 
physician-owned  HMOs,  e.g.  First  Option,  the  Physi- 
cian Healthcare  Plan  of  New  Jersey  (PHPNJ),  but  I 
am  pleased  to  report  that  First  Option  is  operational 
and  PHPNJ  has  its  application  for  a certificate  of 
authority  filed  with  the  state  government. 

This  report  could  not  conclude  without  express- 
ing my  thanks  and  admiration  for  the  enthusiasm  and 
aid  provided  by  the  MSNJ  Auxiliary  and  its  dynamic 
president,  Mrs.  Dorothy  Espinola. 


Fred  M.  Palace,  MD 


G 
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Presidents  and  boards  of  MSNJ  come  and  go, 
but  the  long-term  success  of  this  organization  is  de- 
pendent on  the  efforts  of  the  executive  staff.  One  of 
the  strengths  of  MSNJ  is  the  executive  staff.  Members 
of  our  executive  staff,  in  other  states,  would  be  con- 
sidered for  the  CEO  position.  No  MSNJ  president 
could  even  survive  the  year  without  the  aid  of  Diana 
Gore  and  I thank  her.  I commend  to  the  membership 
the  efforts  of  our  public  relations  team  (MWW/ 
Strategic  Communications)  in  the  person  of  Earl 


Wells.  It  is  well  known  that  the  skills  of  Clark  Martin 
of  Martin,  Bontempo  are  instrumental  in  the  success 
of  our  legislative  agenda;  and  his  efforts  in  keeping 
us  out  of  political  quicksand  are  equally  appreciated. 

I must  acknowledge  a debt,  both  personal  and 
societal,  to  the  officers,  trustees,  council  and  commit- 
tee chairs,  county  presidents,  and  the  active 
membership— without  whose  efforts  nothing  would 
even  be  attempted,  let  alone  accomplished. 

Thank  you  all  for  allowing  me  to  serve.  □ 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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George  T.  Hare,  MD,  Chair 

Reference  Committee  on  Constitution  and  Bylaws/A 


^ he  Judicial  Council  presents  a summary  of  its  operations  for  the  period  February  1994,  through  January  1995. 


Complaints  received  and  disposed  of  50 

Alleging: 

Dissatisfaction  concerning  fees  10 

Dissatisfaction  concerning  medical  procedures  10 

Unprofessional  conduct  10 

Dissatisfaction  concerning  professional  ethics  20 

Judicial  Council  meetings  held  2 

Official  communications  acted  upon  70 

Appeal  hearings  requested  0 

Cases  requiring  adjudication  1 


Application  of  Regulation  #7.  Regulation  #7  of  the 

Rules  & Regulations  for  the  processing  of  grievances 
and  complaints  involving  members  of  the  Medical 
Society  of  New  Jersey  (MSNJ)  and  its  component 
medical  societies  indicates  that,  “Whenever  the  in- 


vestigation by  a judicial  committee  leads  it  to  the  I 
conclusion  that  there  is  no  merit  to  the  complaint  and  Ji 
that  a hearing  will  be  unnecessarily  burdensome  on 
the  committee  and  the  physician  involved,  the  commit-  ii 
tee  shall  contact  the  chairman  of  the  Judicial  Council,  r 
Based  upon  his/her  review  of  the  record,  the  chairman  1 
may  order  a hearing  or  dismiss  the  complaint  and  c 
close  the  file.”  t 

The  chair  conducted  peer  reviews  regarding 
requests  received  for  application  of  Regulation  #7. 
Medical  specialists  were  contacted  in  order  to  obtain 
information  regarding  specific  situations.  i 

Appropriate  contact  also  was  made  with  the  i 
physicians  on  whom  the  complaints  were  filed  in  order 
to  keep  them  apprised  of  the  progress  of  the  case  and 
informed  of  related  issues.  □ 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


AMA  DELEGATION 


1 


Robert  H.  Stackpole,  MD,  Chair 

Reference  Committee  on  Constitution  and  Bylaws/A 


It  is  a great  pleasure  and  privilege  to  report  on  the 
activities  of  the  American  Medical  Association 
(AMA)  delegation  to  the  Medical  Society  of  New 
Jersey  (MSNJ). 

Meetings.  The  AMA  Annual  Meeting  was  held 
in  Chicago,  Illinois,  on  June  12  to  16,  1994,  with  106 
reports  and  12  resolutions  presented.  The  AMA  In- 
terim Meeting  was  in  Honolulu,  Hawaii,  from  De- 
cember 4 to  7,  1994,  where  92  reports  and  190  resolu- 
tions were  considered. 

Annual  Meeting  highlights.  AMA  President  Joseph 
T.  Painter,  MD,  called  for  unity  of  the  profession.  The 
AMA  policy,  “Voice,  Choice,  and  Coverage,”  was 
extolled.  Incoming  President  Robert  E.  McAfee,  MD, 
delivered  his  speech  in  the  form  of  a conversation  with 
his  son  who  is  beginning  his  practice.  Dr.  McAfee 
expressed  confidence  in  the  future  generation  of 
physicians  and  emphasized  three  principles  as  the 
foundation  of  modern  medicine:  a code  of  ethics; 
quality  medical  education;  and  freedom  to  care  for 
patients  in  an  environment  unfettered  by  outside  in- 
terference. 

AMA  House  of  Delegates  actions.  There  were  five 
important  actions,  requesting  the  AMA: 

1.  To  continue  to  try  to  achieve  universal  ac- 
cess and  coverage,  utilizing  employer  and/or  individual 
responsibilities  for  payment,  while  permitting  the  in- 
dividual to  choose  his  own  health  insurance  plan,  and 
to  strongly  encourage  health  IRAs. 

2.  To  continue  to  support  an  incremental  ap- 
proach to  achieving  universal  access  to  health  services. 

3.  To  study  ways  to  discourage  control  of 
employee  health  insurance  by  employers. 

4.  To  reaffirm  policy  for  each  employer  to 
offer  two  or  more  affordable  fee-for-service  plans  on 
an  annual  basis. 

5.  To  reaffirm  policy  calling  for  all  health  plans 
that  restrict  choice,  to  offer  a point-of-service  feature 
with  out-of-plan  cost-sharing  at  nonpunitive  levels. 

A definition  of  primary  care  was  made.  Physi- 
cian workforce  planning  strategy  was  discussed  at 
length  with  a strong  recommendation  to  include  a 
private  initiative  in  planning  physician  manpower.  The 


AMA  program  on  family  and  other  violence  was 
enhanced.  Managed  care  enactment  of  federal  and 
state  laws  that  would  provide  for  patient  protection 
and  fairness  to  physicians  strongly  was  advocated. 
Also,  vigorous  support  was  provided  for  the  Patient 
Protection  Act. 

The  New  Jersey  delegation  took  great  pride  in 
helping  Joseph  A.  Riggs,  MD,  to  win  his  election  to 
the  prestigious  Council  on  Scientific  Affairs.  Joseph 
N.  Micale,  MD,  excelled  as  chair  of  Reference  Com- 
mittee B,  and  serving  on  reference  committees  were 
Ralph  J.  Fioretti,  MD,  and  Angelo  S.  Agro,  MD. 
Edward  A.  Schauer,  MD,  was  reappointed  to  the 
Council  on  Legislation. 

Interim  Meeting  highlights.  President  Robert  E. 
McAfee,  MD,  presented  a fairy  tale  in  which  he  lam- 
pooned, in  a friendly  manner,  “King  Will”  and  his 
queen  and  their  sorcerers  for  the  secrecy  and  know- 
it-all  attitude  in  attempting  to  care  for  the  people's 
health.  In  the  parable,  they  had  ignored  the  advice 
and  counsel  of  the  “good  wizards”  who  deal  with  the 
people’s  health  every  day.  The  speech  was  very  well 
received  at  the  meeting  and  obtained  national  recogni- 
tion. 

Chair  of  the  Board  of  Trustees  John  Seward, 
MD,  gave  an  excellent  speech  from  his  early  ex- 
perience whereby  his  much  older  and  more  rural 
general  practitioner  taught  the  young  hotshot  (Dr. 
Seward)  that  you  must  have  the  right  tools  for  the 
job;  the  incident  was  a farmer's  hand  caught  in  a corn 
picker.  His  message  was  that  the  AMA  can  do  the 
job  given  the  right  tools:  membership,  activism,  and 
professionalism. 

AMA  House  of  Delegates  actions.  The  AMA  Board - 
of  Trustees  presented  a 57-page  report  on  managed 
care  and  the  AMA’s  private  sector  initiative,  which 
the  House  of  Delegates  approved  with  emphasis  on 
four  principles:  professionalism  (medical  science  and 
ethics);  patient  and  physician  autonomy;  patient  and 
physician  rights;  and  practical  assistance  to  physicians. 

Health  system  reform  was  addressed  whereby 
the  AMA  will  pursue  strengthening  of  the  health  care 
system  by  advocating  policies  that  put  patients  and  the 
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patient-physician  relationship  at  the  forefront.  The 
AMA  will  advocate  an  incremental  approach, 
emphasizing  insurance  reform,  medical  savings  ac- 
counts, antitrust  relief,  opposition  to  Medicare  and 
Medicaid  cuts,  and  support  for  the  Patient  Protection 
Act. 

The  House  of  Delegates  supported  an  in- 
dividual’s right  to  select  an  insurance  plan  as  opposed 
to  the  selection  by  the  employer  with  the  same 
favorable  tax  treatment.  The  Council  on  Ethical  and 
Judicial  Affairs  was  criticized  by  the  House  of  De- 
legates and  instructed  to  listen  carefully  to  the 
members  before  presenting  their  reports.  Two  reports, 
“Self-Treatment  and  Treatment  of  Family  Members,” 
and  “Use  of  Drug  Samples  by  Physicians  and  Family 
Members,”  were  severely  criticized. 

At  the  Interim  Meeting,  Dr.  Stackpole  served 
on  Reference  Committee  A,  which  has  the  largest 
agenda. 

Conclusion.  The  Annual  Meeting  and  the  Interim 
Meeting  were  interesting  and  informative.  The 
Medical  Society  of  New  Jersey  (MSNJ)  delegation  is 
articulate  and  visible.  The  delegation  is  very  active  in 
the  Great  Fakes  States  Coalition,  and  is  very  pleased 
with  the  political  activity  regarding  Dr.  Riggs.  The 


delegation  also  has  a sound  basis  for  pursuing  the  re- 
election  of  Palma  E.  Formica,  MD,  as  a trustee  of 
the  AMA,  and  the  delegation  is  very  optimistic  in  this 
regard. 

I would  like  to  thank  Irving  P.  Ratner,  MD, 
vice-chair  of  the  delegation,  for  this  able  assistance 
and  advice;  Joseph  N.  Micale,  MD,  chair  of  the  de- 
legation at  the  1994  Annual  Meeting,  for  his  assistance  1 
and  advice;  Edward  A.  Schauer,  MD,  a delegation 
member  since  1981,  for  his  support  as  he  no  longer  c 
will  be  a delegate  but  will  continue  as  a member  of  o 
the  AMA  Council  on  Fegislation;  and  Diana  C.  Gore,  t 
MSNJ  staff,  for  her  superb  organizational  and  coordi-  c 
nating  activities  for  the  delegation  and  special  notice  i 
for  her  remarkable  performance  in  Hawaii. 

I also  wish  to  thank  all  the  members  of  the 
AMA  delegation  for  their  diligence  and  hard  work. 
The  AMA  delegation  functions  as  a well-knit,  | 
homogeneous  group  with  an  excellent  sense  of  team- 
work. i 

Furthermore,  the  entire  delegation  wishes  to 
express  its  appreciation  to  the  membership  of  MSNJ 
and  to  its  administration  for  enabling  us  to  represent 
them  at  the  AMA.  □ 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Strategic  Planning  task  force 


Paul  J.  Hirsch.  MD,  Chair 

Reference  Committee  on  Constitution  and  Bylaws/A 


The  Medical  Society  of  New  Jersey  (MSNJ) 
represents  all  physicians  in  their  many  varied  dis- 
ciplines, enabling  them  to  deliver  the  highest  quality 
of  medical  care  to  their  patients,  allowing  response 
to  their  individual  varied  needs,  in  an  ethical  and 
compassionate  environment,  and  promoting  the  bet- 
terment of  the  public  health  and  the  science  and  art 
of  medicine. 

The  MSNJ  mission  statement  reads  as  follows: 
“The  purposes  of  this  Society  are  to  promote  the 
betterment  of  the  public  health  and  the  science  and 
art  of  medicine,  to  enlighten  public  opinion  in  regard 
to  the  problems  of  medicine,  and  to  safeguard  the 
rights  of  the  practitioners  of  medicine.” 

The  Strategic  Planning  Task  Force  was  created 
by  President  Fred  M.  Palace,  MD,  as  the  successor 
to  the  Committee  on  Long-Range  Planning  and  De- 
velopment, chaired  by  Edward  A.  Schauer,  MD.  The 
Strategic  Planning  Task  Force  held  multiple  meetings 
to  obtain  input  from  all  members  of  the  Board  of 
Trustees  and  others.  The  Strategic  Planning  Task 
Force  also  carefully  reviewed  the  strategic  plan  de- 
veloped in  1990  under  the  leadership  of  Bernard  A. 
Rineberg,  MD. 

The  new  strategic  plan,  which  follows,  reflects 
all  this  input  plus  the  deliberations  of  the  Board  of 
Trustees  conducted  during  a retreat  on  January  13  to 
15,  1995.  The  retreat  was  keynoted  by  the  chief  con- 
sultant to  the  federation  study  of  the  future  of  or- 
ganized medicine  coordinated  by  the  American 
Medical  Association  (AMA). 

The  strategic  plan  outlines  future  directions. 
However,  of  itself,  the  plan  does  not  commit  MSNJ 
to  any  specific  actions.  Any  implementation  measures 
must  be  approved  by  the  regular  and  orderly  process 
of  MSNJ. 

The  strategic  plan  is  divided  into  seven  sec- 
tions; each  section  projects  what  the  Task  Force  sees 
as  the  future  of  MSNJ. 

1.  Membership  and  Unity 

1.  Continue  to  offer  new  and  unique 
membership  services  to  encourage  new  members  and 
to  retain  current  members. 


2.  Encourage  consistent  standards  of  ad- 
mission for  membership  that  are  expeditious  and  fair, 
and  activate  a direct  membership  recruitment  program 
through  MSNJ  that  affords  combined  state  and  county 
society  membership. 

3.  Support  county  societies  in  efforts  toward 
pooling  of  resources,  including  regionalization  where 
assistance  is  requested. 

4.  Solidify  relationships  with  state  medical 
specialty  societies,  including  providing  administration 
and  managerial  services. 

5.  Participate  in  the  activities  of  the  AMA. 

6.  Develop  stronger  membership  and 
leadership  streams,  through  more  intense  involvement 
with  academic  physicians,  new  physicians,  residents, 
and  medical  students. 

II.  Advocacy 

1.  Monitor  our  state's  health  care  needs  to 
assure  universal  access  to  medical  care. 

2.  In  an  expeditious  and  timely  fashion,  advise 
and  assist  public  and  private  agencies  in  the  develop- 
ment of  policies,  programs,  legislation,  and  regulations 
to  meet  the  needs  of  our  patients  and  the  medical 
profession. 

3.  Encourage  development  of  a mechanism  at 
the  state,  county,  and  state  specialty  society  levels, 
when  appropriate,  which  will  ensure  prompt,  timely, 
and  unified  response  to  issues. 

4.  Actively  support  public  health  activity,  in- 
cluding programs  addressing  AIDS,  family  violence, 
tobacco,  environmental  health,  and  infectious  dis- 
eases. 

5.  Periodically  review  and  prioritize  advocacy 

efforts. 

6.  Provide  endorsed  services  for  physician 
representation  before  regulatory  bodies. 

7.  Consider  advocacy  support  in  individal 
cases,  when  broad  principles  are  at  stake. 

8.  Work  to  ensure  that  appointed  government 
officials  and  Board  of  Trustees  members  are  represen- 
tative and  responsive. 

9.  Advocate  the  rights  of  physicians  involved 
in  managed  care. 
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HI.  Quest  for  Quality 

1.  Assist  physicians  in  achieving  high-quality 
care  for  all  patients  by  being  a standard-bearer  for 
activities  that  strengthen  the  patient-physician  rela- 
tionship while  striving  for  access,  efficiency,  choice, 
cost  effectiveness,  positive  outcomes,  and  patient 
satisfaction. 

2.  Promote  physician  competency  and  offer  ac- 
tivities to  assure  quality  care,  and  create  procedures 
that  will  assure  adequate  and  worthwhile  peer  review. 

IV.  Physician  Resource 

1.  Provide  and  facilitate  consultation  and 
education  to  physicians  to  assure  physician  survival, 
retraining,  and  effective  performance  in  a health  care 
environment  heavily  influenced  by  managed  care. 

2.  Support  programs  to  improve  physicians’ 
and  their  staffs’  managerial,  administrative,  and  com- 
munication skills  and  ability  to  compete  effectively  in 
a dynamic  health  care  environment. 

3.  Support  activities  that  will  decrease  physi- 
cian exposure  in  matters  of  professional  liability. 

4.  Develop  and  promote  programs  to  help 
equip  physicians  with  appropriate  information  tech- 
nology skills. 

5.  Support  and  develop  activities  that  will  ad- 
dress the  needs  of  specific  physician  groups  within  the 
total  membership. 

6.  Support  activities  that  will  promote  and  de- 
velop physician  leadership  skills. 

7.  Encourage  the  state  society,  county  medical 
societies,  and  state  specialty  societies  to  function  as 
resource  centers  of  medical  information  for  physi- 
cians, patients,  and  other  organizations. 

8.  Identify  physicians  who  are  impaired  and 
provide  treatment  and  support  through  the  Physicians’ 
Health  Program. 

V.  Organizational  Structure  and  Governance 

1.  Maintain  a strong  state  organization  with 
active  input  to  and  from  county  medical  societies,  state 
specialty  and  national  organizations,  and  other  entities 
as  appropriate. 

2.  Create  a review  process  within  the  organiza- 
tional structure  that  will  coordinate  activities  and 
promote  greater  effectiveness  and  efficiency,  and 
establish  a mechanism  that  would  actively  examine 
councils  and  committees  to  determine  their  effective- 
ness and  efficiency  in  meeting  assigned 
responsibilities. 


3.  Assure  a strong  relationship  with  MIIX  and 
the  New  Jersey  State  Medical  Underwriters,  Inc.  and 
and  closely  monitor  the  quality  of  services  offered  to 
our  members. 

4.  Empower  MSNJ’s  Hospital  Medical  Staff 
Section  to  develop  a proactive  approach  to  hospital- 
physician  relations. 

5.  Focus  legislative  resources  on  issues  of  the  1 
greatest  concern. 

6.  Establish  new  membership  classes  or  rela- 
tionships, as  appropriate,  to  promote  MSNJ’s  financial 
and  policy  interests. 

7.  Assist  the  MSNJ  Auxiliary  in  its  programs 
and  activities. 

8.  Assist  the  MSNJ  Student  Association  in  its 
programs  and  activities. 

VI.  Public  Education  and  Public  Relations 

1.  Recognize  physician  role  models,  such  as 
physicians  with  50-year  service  and  leading  women, 
minority,  and  international  physicians. 

2.  Help  keep  New  Jerseyans  informed  about 
developments  in  health  care  and  the  impact  of  these 
developments  on  patient  care  and  people’s  lives. 

3.  Provide  public  information  about  quality  in 
health  care. 

VII.  Communications 

1.  Increase  communication  with,  and  actively 
support,  medical  specialty  societies  in  those  endeavors 
that  foster  unity  within  the  profession. 

2.  Encourage  development  of  a communica- 
tion system  whereby  physicians  will  be  kept  abreast 
of  the  ever-changing  regulations  affecting  their  prac- 
tices. 

3.  Advance  New  Jersey  Medicine  as  the 
major  health  policy  publication  in  New  Jersey  and 
expand  its  readership  beyond  the  membership  and 
physician  community. 

4.  Keep  physicians  informed  of  evolving  health 
care  changes. 

5.  Directly  involve  the  membership  in  the  de- 
velopment of  legislative  positions  when  appropriate, 
and  from  time  to  time  reach  out  to  nonmembers  in 
this  process. 

6.  Show  greater  open-mindedness  toward 
other  highly  and  appropriately  trained  health 
professional  groups,  in  order  to  foster  interdisciplinary 
coordination  in  health  policy,  clinical  care,  health 
professions  education,  and  research.  □ 


The  Reference  Committee  recommended  that  the  report  be  filed  with  editorial  changes  (noted  in  italics). 

House  Action:  The  report  was  filed. 
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Committee  on  physicians'  Health 


Glenn  Jacoby,  MD,  Chair 

Reference  Committee  on  Constitution  and  Bylaws/A 


The  Physicians’  Health  Program  continues  to 
provide  a wide  variety  of  services  to  the  physicians 
in  our  state  who  fall  victim  to  the  diseases  of  impair- 
ment. Any  thought  that  “the  well  has  run  dry”  is 
repudiated  by  the  steady  stream  of  new  cases,  as  the 
Table  indicates. 

The  two  major  events  of  this  fiscal  year  for  the 
Physicians’  Health  Program  were: 

1.  The  successful  outcome  of  the  suit  against 
Dr.  Jacobs  and  the  state  Board  of  Medical  Examiners 
(BME)  (Medical  Society  of  New  Jersey  [MSNJ]  versus 
Jacobs).  The  Federal  Court  ruled  in  favor  of  MSNJ’s 
position.  MSNJ  argued  that  BME  was  in  violation  of 
the  Americans  with  Disabilities  Act  (ADA),  in  the 
questions  asked  on  renewal  applications.  As  a conse- 
quence, BME  can  only  ask,  “Are  you  currently  im- 
paired by  an  illness  that  is  not  responding  to  treat- 
ment?” MSNJ  and  the  court  agreed  that  “currently” 
can  be  defined  as  “within  the  last  two  years.” 

Incidentally,  ADA  stipulates  that  in  a suc- 
cessful prosecution,  the  defendant  is  liable  for  the 
plaintiff  s legal  expenses.  Needless  to  say,  the  state  was 
less  than  happy  to  pay  our  attorneys. 


2.  After  several  years  of  difficult  negotiations, 
MSNJ  and  BME  have  reached  a tentative  agreement 
on  the  Alternate  Resolution  Program.  This  provides 
a mechanism  whereby  reports  to  the  Physicians’ 
Health  Program  will  satisfy  the  mandatory  reporting 
requirement  of  the  Medical  Practice  Act.  In  return, 
there  has  been  a committee  established  with  equal 
representation  from  BME  and  MSNJ  plus  one  neutral 
member  mutually  satisfactory  to  both  parties.  This 
committee  will  review,  by  code  number  only,  new 
cases  to  satisfy  the  members  that  the  physician  is  a 
suitable  candidate  for  the  Physicians’  Health  Program. 
In  the  event  that  the  committee  rules  that  the  case 
is  serious  enough  to  require  BME  action,  the  full 
identification  will  be  provided  for  BME  consideration 
of  the  need  for  disciplinary  action  or  a formal  consent 
order. 

It  is  the  belief  of  the  Physicians’  Health  Pro- 
gram that  this  is  a forward  step  for  all  parties  and 
should  lead  to  an  improved  level  of  cooperation  be- 
tween BME  and  MSNJ.  □ 


CUMULATIVE  STATISTICAL  BREAKDOWN 

September  7,  1982  to  February  28,  1995 


Year 

82 

83 

84 

85 

86 

87 

88 

Alcohol 

14 

40 

19 

31 

31 

18 

16 

Drugs 

25 

16 

22 

24 

25 

20 

21 

Psychiatric 

7 

18 

19 

19 

14 

15 

9 

Senility 

1 

5 

3 

2 

— 

— 

1 

Personality 

Disorder 

1 

2 

1 

Other 

1 

1 

8 

7 

4 

3 

5 

Annual 

Total 

48 

81 

71 

83 

76 

57 

52 

89 

90 

91 

92 

93 

94 

95 

Total 

22 

25 

25 

13 

17 

18 

2 

291 

24 

18 

16 

28 

23 

25 

4 

291 

18 

18 

1 1 

16 

20 

14 

1 

199 

1 

2 

— 

1 

1 

— 

17 

2 



-> 

1 

— 

1 

— 

10 

13 

2 

1 1 

17 

8 

7 

7 

89 

80 

65 

65 

75 

69 

66 

9 

897 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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RESOLUTION  #1 


Introduced  by:  Essex  County  Medical  Society  I 

Subject:  Managed  Care  Profits  for  Graduate  Medical  Education  and  Research  ! 


Referred  to:  Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  large,  for-profit  managed  care  cor- 
porate business  enterprises  are  “selling”  medical  care; 
and 

Whereas,  shareholders  are  benefiting  financial- 
ly at  the  expense  of  patient  and  physician  incomes; 
and 


Whereas,  voluntary  support  for  postgraduate 
training  of  physicians  at  all  levels  is  in  jeopardy;  now  i 
therefore  be  it  i 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  legislation  that  will  allocate  a portion 
of  managed  care  profits  for  graduate  medical  educa- 
tion and  research. 


The  Reference  Committee  recommended  that  Resolution  #1  be  adopted. 

House  Action:  Resolution  #1  was  adopted. 


RESOLUTION  #7 


Introduced  by:  Union  County  Medical  Society 

Subject:  Mandatory  Point-of-Service  Option 

Referred  to:  Reference  Committee  on  Constitution 

Whereas,  one  of  the  most  important  aspects  of 
health  system  reform  is  the  right  of  the  patient  to 
select  his  own  physician;  and 

Whereas,  many  health  insurance  companies  in 
their  HMOs  put  barriers  in  the  path  of  many  patients 
selecting  the  physician  of  their  choice  if  the  physician 
is  “out  of  network”;  and 

Whereas,  current  policy  of  the  American 
Medical  Association  (AMA)  is  that  the  AMA  supports 
an  optional  point-of-service  added  benefit  at  an  extra 
premium;  now  therefore  be  it 


and  Bylaws/A 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ) — afrd — the — American — Mcdied — Association 
(AMA)  policies  be  changed  to  support  the  mandatory 
inclusion — of — a — point  of  service — option — in — e very- 
managed  care  health  insurance  policy- 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  and  the  American  Medical  Association 
(AMA)  policies  be  that  there  be  mandatory  inclusion 
of  point-of-service  in  every  managed  care  health  in- 
surance policy. 


Although  the  Reference  Committee  is  sympathetic  to  the  intent  of  the  resolution,  it  is  not  in  favor  of  adoption 
because  of  practical  concerns  about  the  negative  impact  on  fledgling  HMOs. 

The  Reference  Committee  recommended  that  Resolution  #7  be  rejected. 

House  Action:  Resolution  #7  was  adopted  as  amended  by  the  House  of  Delegates. 
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Resolution  #10 


Introduced  by: 
Subject: 
Referred  to: 


Monmouth  County  Medical  Society 
MSNJ  and  AMA  Voting  Disclosure 
Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  the  meetings  of  the  Board  of  Trust- 
ees of  the  American  Medical  Association  (AMA)  are 
open  only  to  members;  and 

Whereas,  AMA  health  care  policies  are  de- 
termined at  these  meetings;  and 

Whereas,  most  members  are  unable  to  attend 
because  of  time  and  expense;  now  therefore  be  it 
Resolved,  that  on  matters  of  Medical  Society  of 
New  Jersey  (MSNJ)  policy ; votes  by  the  Board  of  Trust- 
ees be  recorded  by  name  and  disseminated  with  the 
minutes  of  the  meeting;  and  be  it  further 


Resolved,  that  on  the  matters  of  American 
Medical  Association  (AMA)  policy,  votes  by  the 
Board  of  Trustees  be  recorded  by  name  and  dis- 
seminated with  the  minutes  of  the  meeting;  and  be 
it  further 

Resolved,  that  the  New  Jersey  AMA  delegation 
bring  this  resolution  to  the  1995  AMA  Annual  Meet- 
ing. 


The  Reference  Committee  recommended  an  additional  resolved  (in  italics)  to  be  inserted  as  the  first  resolved. 

House  Action:  Resolution  #10  and  the  suggested  amendment  (in  italics)  by  the  Reference  Committee  were 
referred  to  the  Board  of  Trustees  for  its  advice  and  guidance. 


RESOLUTION  #12 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Financial  Conflict  of  Interest 

Referred  to:  Reference  Committee  on  Constitution 

Whereas,  the  American  Medical  Association 
has  stipulated  that  no  physician  should  receive  finan- 
cial gain  by  withholding  needed  medical  care  from 
patients;  and 

Whereas,  the  above  has  been  added  to  the 
Patient  Protection  Act;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 


and  Bylaws/A 

(MSNJ)  adopt  a policy  that  no  physician  should  re- 
ceive financial  gain  for  withholding  medical  services. 
and  be  it  further- 

Resolved,  that  MSNJ  petition  the  New  Jersey 
State  Department  of  Health  and  the  state  Legislature 
to  prohibit  reimbursement  incentives  to  physicians 
based  upon  -withholding  of  medical  care. 


The  Reference  Committee  recommended  that  the  second  resolved  be  deleted. 

The  Reference  Committee  recommended  that  Resolution  #12  be  adopted  as  amended. 

House  Action:  Resolution  #12  was  adopted  as  amended  by  the  Reference  Committee. 
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RESOLUTION  #15 


Introduced  by: 
Subject: 
Referred  to: 


Monmouth  County  Medical  Society 
Process  Reform 

Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  the  Council  on  Ethical  and  Judicial 
Affairs  of  the  American  Medical  Association  (AMA) 
is  deciding  issues  of  medical  practice,  of  which  ethics 
are  not  the  major  component;  and 

Whereas,  the  Council  on  Ethical  and  Judicial 
Affairs  has  no  real  appeal  mechanism;  and 

Whereas,  the  AMA  House  of  Delegates  is 
ethical  and  reflects  the  opinion  of  the  AMA;  now 
therefore  be  it 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #15  was  adopted. 


Resolved,  that  the  American  Medical  Association 
(AMA)  House  of  Delegates  require  the  Council  on 
Constitution  and  Bylaws  to  develop  a mechanism,  such 
as  a two-thirds  vote  of  the  House  of  Delegates,  which 
can  overrule  or  modify  a decision  of  the  Council  on 
Ethical  and  Judicial  Affairs;  and  be  it  further 

Resolved,  that  the  New  Jersey  AMA  delegation 
bring  this  resolution  to  the  1995  AMA  Annual  Meet- 
ing. 

Jtion  #15  be  adopted. 


Introduced  by: 
Subject: 
Referred  to: 


RESOLUTION  #30 


Ocean  County  Medical  Society 

MSNJ  Task  Force  on  Silent  PPOs 

Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  there  is  reasonable  suspicion  that 
silent,  nondirected,  or  blind  PPOs  may  exist  in  New 
Jersey;  and 

Whereas,  there  exists  in  health  care,  contract- 
ing network  brokers  who  buy  and  sell  fee  discounts 
as  part  of  a complex  web  of  the  PPO  contract;  and 
Whereas,  such  questionable  discounting  trans- 
actions may  result  in  significant  loss  of  reimbursement 
to  physicians,  hospitals,  and  other  health  care 
facilities;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  form  a task  force  to  investigate  both  the 
existence  and  the  operation  of  silent  PPOs  in  the  state 
for  the  purpose  of  educating  its  members  on  possible 
abuse  within  exposing  probable  abuse  in  the  system; 
and  be  it  further 

Resolved,  that  the  task  force  formed  by  MSNJ 
work  in  conjunction  with  the  American  Medical  As- 
sociation (AMA)  to  explore  the  feasibility  of  en- 
couraging criminal  investigation  on  a state  and  federal 
level  as  to  the  legality  of  silent  PPOs  and  silent  PPO 
brokers. 


The  Reference  Committee  recommended  amendments  (in  italics)  to  Resolution  #30. 

House  Action:  Resolution  #30  was  adopted  as  amended  by  the  Reference  Committee. 
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RESOLUTION  #32 


Introduced  by: 
Subject: 
Referred  to: 


Ocean  County  Medical  Society 

Restrictions  on  Economic  Credentialing 

Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  in  this  area  of  managed  care  and 
governmental  regulations  of  the  practice  of  medicine, 
utilization  review  is  an  established  and  accepted  part 
of  health  care  administration;  and 

Whereas,  it  is  common  practice  for  hospitals 
to  address  physician  discipline  on  the  basis  of  utiliza- 
tion patterns  thus  establishing  economic  criteria  as  an 
acceptable  reason  for  medical  staff  discipline,  and  that 
such  discipline  can  extend  to  the  termination  of 
privileges;  and 

Whereas,  as  reform  measures  focus  on  cost 
control  and  efficiency,  more  and  more  hospitals  use 
some  form  of  economic  credentialing  in  determining 
which  physicians  will  have  medical  staff  privileges;  and 
Whereas,  economic  credentialing  by  hospitals 
is  unrelated  to  the  clinical  qualifications  or  the 
professional  competency  of  a physician,  but  is  merely 
economic  criteria  in  determining  requisite  for  initial 
or  continuing  medical  staff  membership  or  privileges; 
and 

Whereas,  it  is  permissible  under  law  for 
hospitals  to  terminate  hospital  privileges  on  the  basis 
of  medical  staff  bylaws  and  appointment  procedures, 
acting  on  closed-staff  provisions  and  involvements  in 
exclusive  contracts;  and 

Whereas,  the  advent  of  cost  containment  has 
created  intense  pressures  on  physicians,  allied 
professionals,  hospitals,  insurance  companies,  and  pa- 
tients; now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jeree-y 
(MSNJ)  seek  to  instruct  and  --inform  the  membership 
a^to  the  impact  of  economic  credentialing  as  it  relates 
to  altering  individual  practices  -and- physicians'  rights 
-and  responsibilities  as  medical  staff  members;  and-be- 
it  further 

Resolved,  that  MSNJ  encourage  its  members  to 
request  the  administration  of  their  respective  hospitals 
to  revise  their  staff  bylaws  thereby  deleting  existing 


clauses  or  inserting  future  clauses  relative  to  staff 
privileges  based  on  economic  criteria;  and  be  it  further 

Resolved,  that  MSNJ  work  in  conjunction  with 
the  Joint  Commission  on  Accreditation  of  Hospitals 
(JCAH)  to  develop  a panel  or  task  force  to  assist 
hospitals  and  physicians  in  the  development  of  accep 
table  standards  on  economic  credentialing  that  would 
halt  termination  or  grantingr-of  medical  staff  privileges 
■based  solely  on  e-eonomic  criteria. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  to  instruct  and  inform  the  membership 
as  to  the  impact  of  economic  credentialing  as  it  relates 
to  altering  individual  practices  and  physicians’  rights 
and  responsibilities  as  medical  staff  members;  and  be 
it  further 

Resolved,  that  MSNJ  strongly  oppose  the  prac- 
tice of  economic  credentialing;  and  be  it  further 

Resolved,  that  MSNJ  encourage  its  physician 
members  to  revise  their  medical  staff  bylaws  thereby 
deleting  existing  clauses  or  inserting  future  clauses 
relative  to  staff  privileges  based  on  economic  criteria; 
and  be  it  further 

Resolved,  that  the  American  Medical  Association 
(AMA)  adopt  as  policy  that  a hospital  that  utilizes 
economic  credentialing  as  the  principal  criterion  for 
granting  clinical  privileges  shall  be  reported  to  the 
Joint  Commission  on  Accreditation  of  Healthcare  Or- 
ganizations (JCAHO)  because  there  may  be  a failure 
of  the  institution  to  comply  with  JCAHO  standards; 
and  be  it  further 

Resolved,  that  the  AMA  adopt  as  policy  that 
JCAHO  will  immediately  perform  a focus  survey  on 
any  hospital  alleged  to  use  economic  credentialing  as 
principal  criterion  for  granting  of  clinical  privileges; 
and  be  it  further 

Resolved,  that  the  AMA  Delegation  submit  a 
resolution  on  this  topic  at  the  1995  AMA  Annual 
Meeting. 

Resolution  #32  and  Resolution  #37.  The  Reference 
#32  and  Resolution  #37  be  adopted. 

#37  was  adopted,  with  editorial 


The  Reference  Committee  combined  consideration  of 
Committee  recommended  a Substitute  Resolution  for  Resolution 


House  Action:  The  Substitute  Resolution  for  Resolution  #32  and  Resolution 
changes  (in  italics). 
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WARYS  ASYtr* 


RESOLUTION  #37 


introduced  by: 
Subject: 
Referred  to: 


Mercer  County  Medical  Society 
Economic  Credentialing 

Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  economic  credentialing  has  been  de- 
fined as  the  use  of  economic  criteria  unrelated  to 
quality  of  care  or  professional  competency  in  de- 
termining an  individual’s  qualification  for  initial  or 
continuing  hospital  medical  staff  membership 
privileges;  and 

Whereas,  the  American  Medical  Association 
(AMA)  in  its  Policy  Compendium  and  in  multiple 
areas  throughout  the  AMA-Hospital  Medical  Staff 
Section  (HMSS)  Digest  of  Actions  has  indicated  that 

► 

« 

See  Resolution  #32. 


economic  credentialing  should  not  be  a part  of  the 
appointment/reappointment  process  to  medical  staff 
or  membership  in  third-party  plans;  and 

Whereas,  there  is  considerable  renewed  in- 
terest in  economic  credentialing  in  this  era  of 
managed  care;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  strongly  oppose  the  practice  of  economic 
credentialing. 


5 


■ Resolution  #33 

E 

I 


Introduced  by:  Ocean  County  Medical  Society 

Subject:  Burdensome  Coding 

Referred  to:  Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  the  ICD-9  system  of  coding  systems 
and  diseases  is  encyclopedic  and  each  year  grows 
exponentially;  and 

Whereas,  the  system  of  coding  has  academic 
merit,  but  is  not  designed  to  be  used  by  third-party 
payors  to  judge  levels  of  remuneration;  and 

Whereas,  the  mandated  use  of  the  ICD-9 
system  in  reporting  medical  billing  has  created  an 
onerous  time-consuming  burden  for  practicing  physi- 
cians; now  therefore  be  it 


Resolved,  that  the  New  Jersey  delegation  request 
the  American  Medical  Association  (AMA)  to  develop 
a reduced,  simplified,  integer-only  version  of  the 
ICD-9  system;  and  be  it  further 

Resolved,  that  the  AMA  encourage  the  Health 
Care  Financing  Administration  (HCFA)  and  other 
insurance  agencies  to  use  this  simplified  form. 


The  Reference  Committee  recommended  that  Resolution  #33  be  adopted. 

House  Action:  Resolution  #33  was  adopted. 
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Resolution  #39 


Introduced  by: 
Subject: 
Referred  to: 


Jerrold  P.  Schwartz,  MD,  Delegate,  Passaic  County 
Single-Payer  System 

Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  despite  the  tremendous  growth  of 
managed  care,  the  United  States  continues  to  rank 
among  the  last  of  industrialized  nations  in  infant 
mortality  and  life  expectancy,  the  number  of  Ameri- 
cans without  health  insurance  exceeds  40  million,  and 
the  number  of  New  Jerseyans  without  health  in- 
surance has  risen  to  more  than  1 million:  and 

Whereas,  cost  containment  in  managed  care 
largely  depends  upon  complex  financial  incentives  that 
discourage  physicians  from  requesting  consultations 
and  ancillary  testing,  are  of  questionable  ethical 
propriety,  and  are  concealed  from  patients;  and 

Whereas,  under  managed  care  in  the  name  of 
cost  containment,  patients'  illnesses  are  microman- 
aged by  telephone  according  to  algorithms  with  no 
consideration  of  the  art  of  medicine,  causing  in- 
tolerable intrusions  into  the  physician-patient  rela- 
tionship; and 

Whereas,  overhead  costs  of  managed  care  and 
insurance  companies  consume  nearly  $50  billion  an- 
nually in  nonpatient  costs:  company  management, 
advertising,  multimillion-dollar  executive  salaries,  and 
corporate  profits  distributed  as  dividends  to 
stockholders;  and 

Whereas,  managed  care  companies  are  trans- 
ferring more  and  more  financial  risk  to  physicians  in 
the  form  of  risk-sharing  contracts  so  that  physicians 
now  are  becoming  de  facto  insurers;  and 

Whereas,  managed  care  plans  restrict  patients’ 
choices  of  physicians  and  frequently  disrupt  long- 
standing relationships  between  patients  and  their 
physicians;  and 


Whereas,  physicians,  shackled  by  antitrust  laws, 
are  nearly  powerless  to  influence  the  policies  of  the 
private  corporations  that  now  control  health  care;  and 
Whereas,  the  insurance  and  managed  care  in- 
dustries do  not  provide  care— physicians  do;  and 

Whereas,  a single-payer  system  would  use  the 
$50  billion  saved  in  overhead  to  provide  quality  care 
to  all  40  million  citizens  now  without  health  insurance, 
including  more  than  1 million  New  Jerseyans,  thereby 
eliminating  uncompensated  physicians'  services;  and 
Whereas,  a single-payer  system  would  assure 
patients  free  choice  of  physicians;  and 

Whereas,  a government-run  single-payer 
system  would  allow  open  scrutiny  by  the  public  and 
the  medical  community;  and 

Whereas,  under  a single-payer  system  physi- 
cians would  have  a voice  in  setting  fees;  and 

Whereas,  a single-payer  system  could  be  ex- 
pected to  be  less  intrusive  than  managed  care  com- 
panies, thereby  allowing  physicians  more  time  to  prac- 
tice medicine;  and 

Whereas,  a single-payer  system  holds  the  most 
promise  of  preserving  medicine  as  a noble  and  liberal 
profession  rather  than  reducing  it  to  a corps  of  obe- 
dient technicians;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  endorse  legislation  that  would  create  an 
American  version  of  a single-payer  system  of  health 
care  financing  that  would  be  simpler  to  administer, 
comprehensive  in  benefits,  and  unrestrictive  in  choice 
of  physicians,  and  that  would  include  every  citizen  and 
every  physician. 


The  Reference  Committee  recommended  that  Resolution  #39  be  rejected. 

House  Action:  Resolution  #39  was  rejected. 
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wrtrs  T i 


RESOLUTION  #42 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  The  Future  of  NEW  JERSEY  MEDICINE 

Referred  to:  Reference  Committee  on  Constitution 

Whereas,  the  Board  of  Trustees  has  approved 
a strategic  plan  that  would  engender  a fundamental 
change  in  the  composition  of  New  Jersey  Medi- 
cine; now  therefore  be  it 


and  Bylaws/A 

Resolved,  that  the  predominant  thrust  of  New 
Jersey  Medicine  remain  scientific. 

Resolved,  that  the  medical  scientific  integrity  of 
New  Jersey  Medicine  be  preserved  under  any  or- 
ganizational change. 


The  Reference  Committee  recommended  that  Resolution  #42  be  adopted  as  amended. 

House  Action:  Resolution  #42  was  adopted  as  amended  by  the  Reference  Committee. 


b 

e 


RESOLUTION  #43 


Introduced  by: 
Subject: 
Referred  to: 


Union  County  Medical  Society 

Image  of  the  Medical  Profession 

Reference  Committee  on  Constitution  and  Bylaws/A 


Whereas,  no  significant  inroads  have  been 
made  by  organized  medicine  in  the  political  arena;  and 
Whereas,  physicians  and  their  practices  are 
being  overtaken  by  insurance  companies  and  managed 
care;  and 

Whereas,  significant  measures  must  be  taken 
to  improve  the  status  of  medicine;  now  therefore  be 
it 


Resolved,  that  the  American  Medical  Association 
(AMA)  hire  a figure  of  national  importance  on  a full- 
time basis  to  represent  organized  medicine  before 
Congress  and  the  American  people;  and  be  it  further 
Resolved,  that  the  AMA  then  negotiate  with 
federal  legislators  for  immediate  Federal  Trade  Com- 
mission relief. 


The  Reference  Committee  recommended  that  Resolution  #43  be  adopted. 

House  Action:  Resolution  #43  was  adopted  as  amended  by  the  House  of  Delegates  (amendments  in  italics). 
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Secretary 


Bernard  Robins,  MD 

Reference  Committee  B 


The  Office  of  the  Secretary  has  continued  its  usual 
routines,  primarily  involving  maintenance  of 
membership  records,  correspondence,  minutes  of 
Board  of  Trustees  meetings,  telephone  inquiries,  and 
completion  of  numerous  questionnaires  originating 
from  various  sources. 

During  the  administrative  year,  the  secretary 
attended  the  meetings  of  the  Board  of  Trustees  and 
the  several  committees  of  which  he  is  chair,  member. 


or  advisor. 

Membership,  as  of  December  31,  1994. 

Active  Paid  7,329 

Exempt  646 

Resident  Paid  66  8,041*** 

*Associate  Paid  20 

** Affiliate  Paid  61 

State  emeritus  1,300 

Total  of  above  9,422 


Provisional  residents  (six  months)  5 

Student  members  102 

New  and  reinstated  members 

Active  paid  — 605  Active  exempt— 11  616 

Resident  18 

State  emeritus  3 

* Associate  10 

**Affiliate  4 

Transfers  within  the  state  40 

Transfers  out-of-state  and  resignations  87 

Members  deceased  118 

Members  dropped  215 

Active: 

a.  Nonpayment  of  dues  181 


b.  Did  not  comply  with  Bylaw 

requirements  regarding  continuing 
medical  education,  whose  credits 


were  due  in  1993  15 

c.  New  Jersey  license  suspended  1 

Resident  (nonpayment  of  dues)  ...  9 

*Associate  (nonpayment  of  dues)  ..  4 

* * Affiliate  (nonpayment  of  dues)  5 


'“Associate  membership  (nonlicensed  in  New  Jersey) 
designates  interns  and  residents. 

* * Affiliate  membership  designates  physicians  who  no  longer 
practice  in  New  Jersey. 

***Adjusted  for  transfers  out-of-state,  resignations,  and 
deaths. 

The  table  shows  a comparison  of  December  31, 
1993,  to  December  31,  1994,  by  county  of  the  net 
changes  of  active  paid  memberships: 


Atlantic  + 10 

Bergen  -13 

Burlington  + 1 

Camden  + 6 

Cape  May  - 5 

Cumberland  - 5 

Essex  - 5 

Gloucester  + 1 

Hudson  -16 

Hunterdon  - 1 

Mercer  - 4 

Middlesex  + 9 

Monmouth  +22 

Morris  + 16 

Ocean  - 2 

Passaic  - 2 

Salem  0 

Somerset  + 3 

Sussex  - 6 

Union  + 6 

Warren  - 2 


American  Medical  Association  (AMA)  Membership.  A 

total  of  9,479  New  Jersey  licensed  physicians  maintain 
active  membership  in  the  AMA.  The  Medical  Society 
of  New  Jersey’s  (MSNJ)  representation  in  the  AMA 
House  of  Delegates  stands  at  ten  delegates— one  for 
each  thousand  members,  or  fraction  thereof. 

Credentials.  The  Committee  on  Credentials  re- 
viewed and  acted  upon  membership  applications  and 
their  supporting  credentials  as  submitted  through  the 
component  societies.  The  following  statistical  break- 
down reflects  the  Committee  on  Credential’s  activities 
during  the  period  February  1,  1994,  through  January 
31,  1995. 

The  Committee  on  Credentials  extends  ap- 
preciation to  the  directors  and  the  secretaries  of  com- 
ponent societies,  and  to  those  who  assist  them,  as  well 
as  the  county  credentials  committees,  for  their  cooper- 
ation in  processing  membership  applications.  It 
especially  would  be  helpful  to  the  MSNJ  Committee 
on  Credentials  if  those  who  process  credentials  in  the 
component  societies  would  call  specific  attention  to 
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Received: 

Provisional 

*Associate 

Residents 

Licensed 

Active 

Grand 

Total 

10 

14 

339 

363 

Reviewed  and  found: 

Provisional 

♦Associate 

Residents 

Licensed 

Active 

Grand 

Total 

(A)  Satisfactory 

10 

13 

310 

333 

(B)  Unsatisfactory 

0 

0 

0 

0 

Pending: 

0 

1 

20 

21 

Withdrew: 

0 

0 

9 

9 

Grand  Total 

10 

14 

339 

363 

* Associate  membership  (nonlicensed  in  New  Jersey)  designates  interns  and  residents. 


any  deficiencies  or  questionable  data  being  submitted 
on  the  application  form.  This  procedure  will  help 
insure  more  accurate  and  speedy  evaluation  of  creden- 
tials. The  chair  wishes  to  thank  his  Committee  on 
Credentials’  members  for  their  diligence  and  cooper- 
ation. 


Membership  Directory.  The  1995  edition  of  the 
Membership  Directory  has  been  completed  and  dis- 
tributed to  all  members.  Additional  copies  of  the 
Directory  are  available,  for  a fee,  by  contacting  Mrs. 
Guest  at  MSNJ  headquarters.  There  were  1,755  copies 
of  the  1993  edition  sold  to  nonmembers.  □ 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Treasurer 


Gerald  H.  Rozan,  MD 

Reference  Committee  B 


These  interim  financial  statements,  prepared  in  accordance  with  generally  accepted  accounting  principles,  reflect 
the  financial  position  and  results  of  operation  of  the  Medical  Society  of  New  Jersey  (MSNJ)  through  February 
28,  1995.  Since  they  are  interim  statements  (MSNJ’s  fiscal  year  is  June  1-May  31),  the  figures  are  unaudited.  A 
complete  audit  will  be  conducted  of  the  books  of  MSNJ  as  of  May  31,  1995,  and  an  audited  report  prepared 
as  of  that  date.  A complete  audit  was  made,  and  copies  sent  to  all  county  medical  societies,  for  the  fiscal  year 
that  ended  May  31,  1994. 


Balance  Sheet 
February  28,  1995 
(Unaudited) 


ASSETS 


Cash 

$ 

416,841 

Investment  in  money  market  fund 

546,749 

Marketable  securities 

4,148,589 

Accounts  receivable  — member  assessments 

536,313 

Medical  student  loans  (net  allowance 

for  doubtful  loans  of  $20,000) 

210,296 

Property,  plant,  and  equipment 

Land 

$ 150,000 

Building  and  improvements 

5,479,145 

Furniture  and  fixtures 

693,054 

6,322,199 

Less  allowance  for  depreciation 

(1,879,318) 

4,442,881 

Prepaid  expenses 

97,511 

Other  assets 

632,048 

Investment  in  subsidiaries 

1,276,791 

$1 

2,308,019 

LIABILITIES  AND  FUND  BALANCE 

Accounts  payable  and  accrued  expenses 

$ 

644,764 

Assessments  collected  for  AMA 

13,075 

657,839 

Mortgage  payable 

3,545,764 

Deferred  revenue  from  member  assessments 

2,250,000 

Deferred  revenue— other 

477,696 

Fund  balance 

5,376,720 

$1 

2,308,019 
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Statement  of  Revenue  and  Expenses 
9 months  ended  February  28,  1995 
(Unaudited) 


REVENUE 

Membership  dues 

Publication  sales  and  advertising  income 

Amortization  of  Physicians’  Health  Program 

Investment  income 

Royalty  income 

Rental  income 

Annual  Meeting 

Membership  Directory  sales 

Other  income 


$1,910,938 

216,117 

231,484 

153,554 

161,342 

512,041 

28,919 

8,810 

86,488 

Total  Revenue  3,309,693 


EXPENSES 

Conferences  and  meetings 
Member  services 


General  and  administrative 
Interest 
Depreciation 
Grant-related  expenses 


Excess  of  revenue  over  expenses  before 
federal  income  tax 

Provision  for  federal  income  tax 

Excess  of  revenue  over  expenses 

Fund  balance  at  June  1,  1994 

Fund  balance  at  February  28,  1995 


Total  Expenses 


121,764 

715,244 

837,008 

1,668,780 

244,898 

119,729 

169,123 

3,039,538 

$ 270,155 

(72,000) 

— 

198,155 

5,178,565 

$5,376,720 
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Analysis  of  Expenses  Nine  Months  Ended  February  28 

(Thousands  of  Dollars)  Over 

(Under) 

1994  1995  Budget  Budget 


Compensation 


Salaries 
Pension  plan 

$ 920.7 
101.9 

$ 939.3 
82.8 

$ 976.5 
101.2 

$ (37.2) 
(18.4) 

1,022.6 

1,022.1 

1,077.7 

(55.6) 

Professional  Fees 

Audit 

28.8 

29.0 

26.3 

2.7 

Legal 

52.1 

75.0 

93.7 

(18.7) 

Actuarial 

6.9 

5.3 

6.0 

(•7) 

Special  consultants 

9.4 

1.4 

22.5 

(21.1) 

97.2 

110.7 

148.5 

(37.8) 

Councils  and  Committees 

Public  Relations 

188.9 

126.4 

180.0 

(53.6) 

Legislation 

115.7 

130.2 

127.5 

2.7 

President  & Presidential  Officers 

55.4 

57.0 

56.3 

.7 

AMA  Delegates 

138.3 

121.8 

108.8 

13.0 

MSNJ  Auxiliary 

30.0 

31.5 

30.0 

1.5 

Medical  Education 

23.4 

34.6 

24.0 

10.6 

Board  of  Trustees 

102.4 

133.7 

98.2 

35.5 

Judicial  Council 

.3 

— 

.7 

(■7) 

Reimbursement  of  representatives 

to  meetings 

1.0 

— 

1.5 

(15) 

Other  councils  and  committees 

29.1 

28.4 

27.9 

1.4 

Medical  Student  Association 

9.1 

5.7 

6.0 

(.3) 

Grant  allocation  — MIIX 

(367.5) 

(547.5) 

(547.5) 

— 

326.1 

121.8 

112.5 

9.3 

Member  Services 

Membership  Directory 

20.0 

19.0 

28.5 

(9.5) 

Other  publications 

— 

(•2) 

— 

(.2) 

Annual  Meeting 

118.7 

124.7 

120.8 

3.9 

PLI  expenses 

18.4 

16.7 

33.0 

(16.3) 

New  Jersey  Medicine 

212.3 

217.4 

222.0 

(4.6) 

Physicians’  Health  Program 

312.1 

337.7 

335.2 

2.5 

Grant-related  expenses 

16.2 

169.1 

— 

169.1 

697.1 

884.4 

739.5 

144.9 

General  Administrative  and 
Operating  Expenses 

Building  operations 

(including  depreciation) 

533.1 

498.3 

517.5 

(19.2) 

Insurance 

179.9 

149.4 

193.5 

(44.1) 

Payroll  taxes 

75.1 

78.0 

78.8 

(.8) 

Other  general  office  cost 

153.6 

174.9 

257.2 

(82.3) 

941.7 

900.6 

1,047.9 

(146.4) 

Total 

$3,085.3 

$3,039.6 

$3,125.2 

$ (85.6) 

The  Reference  Committee  recommended  that  the  report  be  tiled. 

House  Action:  The  report  was  filed. 


Committee  on  finance  and  budget 


Matis  A.  Fermaglich,  MD,  Chair 

Reference  Committee  B 


The  Committee  on  Finance  and  Budget  met  on 
Wednesday,  March  29,  1995,  for  the  purpose  of 
reviewing  the  proposed  budget  for  the  1995-1996  fiscal 
year. 

The  proposed  budget  and  the  following  recom- 
mendations were  approved  by  the  Board  of  Trustees 
on  April  9,  1995,  and  are  submitted  to  the  House  of 
Delegates  for  approval. 

Recommendations 

1.  That  the  budget  for  the  fiscal  year  beginning 
June  1,  1995,  and  ending  May  31,  1996,  in  the  amount 
of  $4,575,000  with  $2,700,000  to  be  raised  through 
member  assessments,  be  adopted. 


2.  That  the  1996  assessment  be  set  at  $375  per 
regular  dues-paying  member.  (No  change  from  prior 
year.) 

3.  That  the  1996  assessment  be  set  at  $187.50 
for  the  first  full  year  of  regular  membership.  (No 
change  from  prior  year.) 

4.  That  the  1996  assessment  be  set  at  $60  per 
member  for  affiliate  members.  (No  change  from  prior 
year.) 

5.  That  assessments  for  residents  be  on  a 
multi-year  basis  of  $24,  $45,  $65,  for  one-,  two-  and 
three-year  memberships,  respectively. 

6.  That  assessments  for  medical  students  be 
$10,  $18,  $24,  $30,  for  one-,  two-,  three-  and  four-year 
memberships,  respectively. 


The  Reference  Committee  recommended  the  approval  of  recommendations  1 through  6. 

House  Action:  The  recommendations  were  approved. 
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Statement  of  Revenue  and  Expenses 
Proposed  Budget 

Fiscal  year  ending  May  31,  1996 


Revenue  (other  than  member  assessments) 

Publication  sales  and  advertising  income 

Amortization  of  Physicians’  Health  Program 

Investment  income 

Royalty  income 

Rental  income 

Annual  Meeting 

Membership  Directory  sales 

Miscellaneous  income 

Grant  income 


Expenses 

Conferences  and  meetings 
Member  services 
Publications 

General  and  administrative 

Interest 

Depreciation 

Total  of  expenses  over  revenue  to  be  raised 
through  member  assessments 

Revenue  from  member  assessments 
Fiscal  year  ending  May  31,  1996 

June  1,  1995,  through  May  31,  1996  (a>  $375x7,200 

Charged  to  standing  reserves  of  MSNJ 


$ 220,000 

324.000 
80,000 

245.000 

634.000 
20,000 

45.000 

25.000 

226.000 


Total  Revenue 

$1,819,000 

Total  Program  Expenses 

145.000 

943.000 

336.000 

$1,424,000 

Total  Expenses 

2,630,000 

311.000 

210.000 

$4,575,000 

$2,756,000 

members  = $2,700,000 

56,000 
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Proposed  Budget 

Fiscal  year  ending  May  31,  1996 


Approved 

Estimate 

Proposed 

budget 

for  Y/E 

budget 

1994/1995 

5/31/95 

1995/1996 

Compensation 

Salaries 

$1,302,000 

$1,264,000 

$1,367,000 

Pension  plan 

135,000 

113,000 

130,000 

1,437,000 

1,377,000 

1,497,000 

Professional  Fees 

Audit 

35,000 

38,000 

38,000 

Legal 

125,000 

95,000 

125,000 

Actuarial 

8,000 

8,000 

8,000 

Special  consultants 

30,000 

30,000 

30,000 

198,000 

171,000 

201,000 

Councils  and  Committees 

Public  Relations 

240,000 

230,000 

230,000 

Legislation 

170,000 

180,000 

180,000 

President  and  Presidential  Officers 

75,000 

77,000 

78,000 

AMA  Delegates 

145,000 

140,000 

140,000 

MSNJ  Auxiliary 

40,000 

40,000 

40,000 

Medical  Education 

32,000 

34,000 

28,000 

Board  of  Trustees 

131,000 

140,000 

130,000 

Judicial  Council 

1,000 

1,000 

1,000 

Reimbursement  of  representatives 

to  meetings 

2,000 

1,000 

2,000 

Other  councils  and  committees 

36,000 

36,000 

36,000 

Medical  Student  Association 

8,000 

10,000 

10,000 

Grant  allocation  — MIIX 

(630,000) 

(730,000) 

(730,000) 

250,000 

159,000 

145,000 

Member  Services 

Physicians’  Health  Program 

447,000 

447,000 

475,000 

Annual  Meeting 

161,000 

161,000 

165,000 

Professional  Liability 

44,000 

25,000 

45,000 

Membership  Directory 

38,000 

38,000 

32,000 

Grant-related  expenses 

NA 

NA 

226,000 

690,000 

671,000 

943,000 

Publication 

New  Jersey  Medicine 

296,000 

299,000 

336,000 
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General  Administrative  and 
Operating  Expenses 


Building  operations 


(including  depreciation) 

690,000 

682,000 

724,000 

Insurance 

258,000 

243,000 

259,000 

Payroll  taxes 

105,000 

104,000 

107,000 

Other  general  office  cost 

343,000 

335,000 

363,000 

1,396,000 

1,364,000 

1,453,000 

$4,267,000 

$4,041,000 

$4,575,000 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Council  on  mental  Health 


Thomas  R.  Houseknecht,  md,  Chair 

Reference  Committee  B 


The  Council  on  Mental  Health  has  had  three  meet- 
ings. The  Council  on  Mental  Health  worked  close- 
ly with  the  New  Jersey  Psychiatric  Association  review- 
ing state  and  national  legislation  having  impact  on  the 
delivery  of  mental  health  services.  Areas  of  legislation 
and  regulations  covered  include: 

1.  The  New  Jersey  State  Department  of  Health 
adopting  regulations  for  utilization  review,  including 
retrospective  delivery  of  services  as  much  as  one  year 
after  the  event. 

2.  A series  of  state  bills  dealing  with  repetitive 
predatory  sexual  offenders,  with  particular  attention 
to  involuntary  commitment  to  psychiatric  facilities, 
and  followup  treatment  and  monitoring. 

3.  State  legislation  providing  minimum  benefits 
for  treatment  of  mental  illness  for  all  health  insurance 
coverage. 

4.  Regulation  of  psychoanalysts  without 
medical,  psychological,  or  social  work  licenses,  by  the 
state  Board  of  Licensing  Psychologists.  Legislative  re- 
commendations on  these  bills  were  coordinated  with 
those  recommendations  of  the  New  Jersey  Psychiatric 

The  Reference  Committee  recommended  that  the 

House  Action:  The  report  was  filed. 


Association  and  forwarded  to  the  Council  on  Legisla- 
tion for  review,  modification,  and  implementation. 

The  Council  on  Mental  Health,  with  support 
of  the  Council  on  Legislation,  was  successful  in 
restricting  involuntary  commitment  of  predatory  sex- 
ual offenders  to  designated  special  facilities,  such  as  l: 
Trenton  Forensic  Psychiatric  Hospital  and  the  Re- 
sidential Treatment  Program  at  Avenyl,  thereby  avoid- 
ing associated  risks  of  confinement  to  general 
psychiatric  units. 

The  sexual  offender  laws  were  passed  without 
committee  hearings,  frustrating  efforts  to  recommend 
further  safeguards.  The  Council  on  Mental  Health 
currently  is  working  with  a New  Jersey  Psychiatric 
Association  committee  to  develop  position  papers  on 
the  implementation  of  the  recently  passed  sexual  of- 
fender laws. 

The  Council  on  Mental  Health  reviewed  the 
rapid  development  of  several  managed  care  organiza- 
tions and  the  associated  problems  in  the  delivery  of 
mental  health  services. 

report  be  filed. 
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Council  on  public  Health 


Glenn  P.  Lambert,  MD,  Chair 

Reference  Committee  B 


The  quarterly  meetings  of  the  Council  on  Public  Health  dealt  with  the  following  topics  as  listed  with  recommenda- 
tions and  actions  enumerated. 


Council  on  Public  Health  Activities 


Issue 

AIDS 

Proposal  to  Council 

Legislation  proposed  to  require  HlV-positive 
health  care  workers  obtain  informed  consent 
from  patients. 

Council  Action 

Opposed 

Board  Action 

Endorsed  opposition 

AIDS 

Legislation  to  prohibit  condom  distribution  in 
state  institutions. 

Opposed 

Endorsed  opposition 

AIDS 

Legislation  to  require  certain  crime  perpetrators 
to  have  HIV  testing. 

Endorsed  medical  intent- 
opposed  as  written 

Endorsed  opposition 

AIDS 

Legislation  on  testing  pregnant  women  for  HIV. 

Endorsed  under  guidelines 
established  by  DOH 

Endorsed 

AIDS 

Legislation  that  presumes  HIV  infection  in 
health  care  workers  is  job  related. 

Opposed 

Endorsed  opposition 

AIDS 

Legislation  requiring  adults  and  juveniles  be 
tested  for  HIV/AIDS  after  certain  criminal  acts. 

Supported  with  amendments 

Endorsed 

AIDS 

Legislation  requiring  disclosure  of  HIV/AIDS 
status  to  certain  prison  guards. 

Opposed 

Endorsed  opposition 

AIDS 

Legislation  requiring  notification  of  DMV  of 
patient  in  needle  exchange  program. 

Opposed 

(no  NJ  program) 

Endorsed  opposition 

AIDS 

Legislation  requiring  DOH  to  prepare  an 
information  booklet  for  HIV-positive  pregnant 
women  on  benefits  of  taking  AZT  for  fetal 
benefit;  appropriation  of  $50,000. 

Endorsed 

Endorsed 

AIDS 

Special  Committee  on  AIDS  to  serve  as 
legislative  resource  to  the  Office  of  Legislative 
Services. 

Endorsed 

Endorsed 

AIDS 

MSNJ  to  set  standard  of  obstetrical  care  to 
include  appropriate  counseling  and  HIV  testing 
of  all  pregnant  women  so  that  appropriate 
treatment  can  be  provided  and  that  a concerted 
effort  be  made  in  conjunction  with  DOH. 

Endorsed 

Endorsed 

Cancer 

Legislation  providing  $100,000  funding  for 
Cancer  Registry. 

Endorsed 

Endorsed 
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Opposed 


Endorsed  opposition 


Cancer 

Legislation  providing  funding  for  $1,085,000  for 
cancer  institute. 

Cancer 

Legislation  to  require  insurers  to  provide  benefits 
for  bone  marrow  or  stem  all  transplants. 

Immunizations 

Legislation  to  require  preschool  and  child 
care  center  enrollees  to  have  complete 
immunizations. 

Lead 

Legislation  to  require  screening  of  children 
under  six  years  of  age  for  lead  poisoning. 

Lupus 

Legislation  to  establish  a Lupus  Erythematosus 
Registry. 

Medical  Waste 

Seek  lowering  of  penalties  from  DEPE. 

Premarital 
Syphilis  Testing 

Seek  legislation  to  eliminate  requirement  for 
obtaining  serology  for  marriage  license. 

Smoking/ 

Tobacco 

Legislation  banning  smoking  in  state  correctional 
and  juvenile  facilities. 

Smoking/ 

Tobacco 

Legislation  preventing  sale  of  tobacco  from 
vending  machines. 

NEW  JERSEY  BREATHES  received  a grant 
award  from  The  Robert  Wood  Johnson  Foundation 
of  approximately  $900,000.  The  first  year  of  the  four- 
year  project  began  on  August  1,  1994.  The  project 
director,  JaNoel  Bess,  and  administrative  assistant, 
Susan  House,  have  been  hired.  Five  subcontracts  have 
been  awarded  to  carry  out  major  grant  projects. 
Through  various  activities,  Mrs.  Bess  has  introduced 
the  NEW  JERSEY  BREATHES  program  to  members 
of  the  medical  community,  the  New  Jersey 


Endorsed  with  amendments  Endorsed  as  amended 


Endorsed  with  amendments  Endorsed 


Supported  with  amendment 
to  take  onus  off  physician 
and  follow  AAP/AAFP 
standards 

Endorsed  as  amended 

Opposed 

Endorsed  opposition 

Endorsed 

Endorsed 

Endorsed 

Endorsed 

Opposed 

Endorsed  opposition 

Endorsement  with  removal 
of  exclusion  clause 

Endorsed 

Legislature,  and  others  interested  in  tobacco  control 
as  a means  to  improve  the  health  of  New  Jersey. 

The  Council  on  Public  Health  will  continue  to 
work  closely  with  DOH.  Hopefully,  the  Council  on 
Public  Health  will  have  greater  liaison  with  the  Office 
of  Legislative  Services.  The  Special  Committee  on 
AIDS  will  be  bringing  forward  a position  paper  during 
the  coming  year.  Cooperation  with  the  Committee  on 
Maternal  and  Child  Health  regarding  HIV-positive 
pregnant  women  is  underway.  □ 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Committee  on  Annual  Meeting 


Donald  J.  Holtzman,  MD,  Chair 

Reference  Committee  B 


The  reorganization  meeting  of  the  Committee  on 
Annual  Meeting  was  held  on  Sunday,  October  16, 
1994,  at  the  Executive  Offices  in  Lawrenceville.  The 
new  members  introduced  were  Leigh  Ende,  MD; 
Walter  J.  Kahn,  MD;  Vincent  A.  McDermott,  Jr,  MD; 
Edwin  M.  Trayner,  MD;  and  Mrs.  Jean  Taboada, 
Medical  Society  of  New  Jersey  (MSNJ)  Auxiliary 
member.  Donald  D.  Manzi,  MD,  another  new 
member,  was  unable  to  attend.  The  minutes  were 
distributed  by  mail. 

Substitute  Resolution  #10  dealing  with  social 
functions  at  MSNJ’s  Annual  Meeting  was  discussed. 
In  view  of  correspondence  received  from  Morris 
County  Medical  Society,  Dr.  Palace’s  reception  will 
remain  separate  and  will  not  be  combined  with  any 
other  MSNJ  function. 

Substitute  Resolution  #13  asked  that  the 
format  of  the  Annual  Meeting  be  priority  oriented  and 
more  focused,  and  with  this  in  mind,  it  was  referred 
to  the  Speakers  Committee  for  further  implementa- 
tion. The  Speakers  Committee,  in  turn,  will  report  to 
the  Board  of  Trustees  the  concerns  of  the  House  of 
Delegates.  In  addition  to  our  Speakers,  Henry 
Mineur,  MD,  Edward  Schauer,  MD,  and  Gerald 
Shapiro,  MD,  will  be  active  on  that  Committee,  along 
with  Irving  Ratner,  MD,  who  will  serve  as  a consul- 
tant. 

The  proposed  schedule  for  the  upcoming  meet- 
ing from  Saturday,  April  29,  1995,  through  Wednes- 
day, May  3,  1995,  was  reviewed.  The  Committee  on 
Biomedical  Ethics  will  present  their  program  on  April 
30,  1995,  from  10:00  A M.  to  11:30  A.M. 

The  Academy  of  Medicine  of  New  Jersey  re- 
quested holding  a symposium  on  the  topic,  “HIV 
Management  Strategies:  Approaches  to  HIV  & 
Characteristics  of  Long-Term  Survival.”  This  program 
will  be  scheduled  for  Wednesday,  May  3,  1995,  from 
8:30  A M.  to  1 1:45  A M. 


The  format  for  future  annual  meetings  was 
discussed  at  the  request  of  Fred  M.  Palace,  MD,  and 
it  was  decided  that  tradition  be  maintained,  and  that 
the  inaugural  address  be  given  in  front  of  the  House 
of  Delegates. 

After  an  indepth  discussion  of  available  meet- 
ing facilities  throughout  the  state,  the  recommenda- 
tion was  made  that  the  1996  and  1997  Annual  Meet- 
ings be  heid  at  the  Trump  Taj  Mahal  Casino/Resort. 
The  Committee  on  Annual  Meeting  will  certainly  con- 
sider other  facilities  particularly  in  northern  New 
Jersey  when  they  are  felt  to  be  adequate  to  handle 
the  meeting. 

On  Saturday,  April  29,  1995,  the  Board  of 
Trustees  will  meet  at  3:30  p.m. 

On  Sunday,  April  30,  1995,  registration  opens 
at  8:00  A M.,  and  the  exhibits  open  at  12:30  P.M.;  there 
will  be  educational  programs  in  the  morning.  The 
House  of  Delegates  meets  at  1:30  P.M.  and  Reference 
Committees  meet  at  3:00  pm. 

On  Monday,  May  1,  1995,  two  Reference  Com- 
mittees meet  at  8:00  A.M. 

The  Golden  Merit  Award  Ceremony  will  take 
place  at  12:00  NOON,  and  the  House  of  Delegates  will 
meet  at  1:30  P.M.  for  the  annual  election.  The 
JEMPAC  Political  Forum  will  be  held  at  5:00  P.M.  and 
the  reception  for  Doctor  and  Mrs.  Fred  M.  Palace  will 
be  held  at  7:00  P.M 

On  Tuesday,  May  2,  1995,  the  House  of  Del- 
egates meet  at  8:30  A.M.  and  the  exhibits  close  at  1:00 
P.M.  The  Inaugural  Cocktail  Party  and  Reception  will 
start  at  6:30  P.M. 

On  Wednesday  morning,  May  3,  1995,  there 
will  be  an  education  program  and  the  Board  of  Trust- 
ees will  meet  at  12:30  P.M  □ 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Nominations  for  Emeritus  Membership 


Reference  Committee  B 


The  following  nominations  for  election  to  emeritus  membership  at  the  1995  Annual  Meeting  have  been  received 
from  the  component  societies.  Conforming  to  the  provisions  of  the  Bylaws,  Chapter  I — Membership  Section 
1 —Composition  (d),  all  nominees  have  been  members  in  good  standing  of  a component  society  and  who  by  reason 
of  age  or  infirmity  have  retired  from  the  active  practice  of  medicine,  or  members  of  the  Medical  Society  of  New 
Jersey  who  have  been  disabled  by  reason  of  military  service. 


Atlantic  County 

Edward  R.  Thieler,  III,  MD,  Somers  Point;  age  58 

Bergen  County 

Laurence  R.  Blann,  MD,  Westwood;  age  62 
Peter  J.  Bonanno,  MD,  Tenafly;  age  86 
William  N.  Burke,  MD,  Montvale;  age  68 
Ralph  Clemments,  MD,  Hackensack;  age  72 
Marc  J.  Crilly,  MD,  Ringwood;  age  73 
Thomas  R.  DiDonato,  MD,  Saddle  River;  age  64 
Gerald  D.  Falk,  MD,  Palm  Beach  Gardens,  FL 
(formerly  Paramus);  age  64 
Sheldon  N.  Feinberg,  MD,  Rutherford;  age  65 
Seymour  Fried,  MD,  Englewood;  age  75 
Merle  H.  Kratzman,  MD,  Tenafly;  age  67 
Nathan  I.  Kritzberg,  MD,  Tenafly;  age  66 
Harold  Lakin,  MD,  Old  Tappan;  age  69 
Ernest  N.  Landy,  MD,  Hackensack;  age  65 
Marianne  S.  Ostrand,  MD,  Columbia,  MD 
(formerly  Tenafly);  age  84 
George  H.  Sabel,  MD,  Woodcliff  Lake;  age  58 
Louis  J.  Spizziri,  MD,  Wyckoff;  age  68 
James  D.  Tully,  MD,  Wyckoff;  age  65 
John  B.  Voskian,  MD,  Oradell;  age  71 
William  E.  Williams,  MD,  Rutherford;  age  81 
John  A.  Wood,  MD,  Alpine;  age  73 

Burlington  County 

Ira  L.  Fox,  MD,  Cape  May;  age  53 
Thomas  R.  Houseknecht,  MD,  Moorestown;  age  67 
Remo  B.P.  Leomporra,  MD,  Willingboro;  age  63 
Albert  Mitrotz,  MD,  Mount  Laurel;  age  67 
Ernesto  G.  Trinidad,  MD,  Delanco;  age  66 

Camden  County 

Leon  Boguslaw,  MD,  Cherry  Hill;  age  68 
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Stanley  C.  Leonberg,  Jr,  MD,  Cherry  Hill;  age  69 
Thomas  H.  Trunzo,  MD,  Berlin;  age  75 
Robert  B.  Weimann,  MD,  Haddonfield;  age  64 

Cumberland  County 

Francis  Campagna,  MD,  Vineland;  age  70 

Essex  County 

David  H.  Abel,  MD,  West  Orange;  age  73 
Roberto  S.  Burgaleta,  MD,  Nutley;  age  64 
Martin  Castelbaum,  MD,  West  Caldwell;  age  63 
Kenneth  Dollinger,  MD,  West  Boca  Raton,  FL 
(formerly  Livingston);  age  70 
William  B.  Kantor,  MD,  West  Palm  Beach,  FL 
(formerly  West  Orange);  age  70 
William  S.  Karlen,  MD,  Maplewood;  age  69 
Arthur  C.  Kragen,  MD,  South  Orange;  age  74 
Emil  Neibart,  MD,  South  Orange;  age  69 
Joseph  L.  Pedicini,  MD,  Point  Pleasant 
(formerly  Belleville);  age  74 
Jack  J.  Schwartz,  MD,  Millburn;  age  73 

Gloucester  County 

Ernest  S.  Redfield,  MD,  Woodbury;  age  78 

Hudson  County 

Sheuki  Dibra,  MD,  San  Remo,  IT  (formerly 
Jersey  City);  age  75 

David  Rounseville,  MD,  Toms  River;  age  73 
Vincente  L.  Tabora,  MD,  Jersey  City;  age  64 

Mercer  County 

Alfred  S.  Cook,  J.,  MD,  Princeton;  age  72 
Mark  C.  Eisenstein,  MD,  Trenton;  age  64 
A.  James  Fessler,  Jr,  MD,  Trenton;  age  68 


James  B.  Hastings,  MD,  Princeton;  age  68 
Paul  E.  Van  Horn,  Jr,  MD,  Princeton;  age  66 

Middlesex  County 

Herbert  Bloom,  MD,  New  Brunswick;  age  68 
Bruce  T.  Chodosh,  MD.  Edison;  age  55 
Joseph  A.  Cipolla,  MD,  Scotch  Plains;  age  73 
Shih-Piao  Hsu,  MD,  Metuchen;  age  65 
Mary  Ellen  Kennedy,  MD,  New  Brunswick;  age  68 
Myoung  S.M.  Lee,  MD,  East  Brunswick;  age  66 
Norman  Magid,  MD,  New  Brunswick;  age  65 
Marvin  R.  Mufson,  MD,  Perth  Amboy;  age  67 
Harry  L.  Pine,  MD,  North  Brunswick;  age  68 
Tacettin  S.  Turedi,  MD,  East  Brunswick;  age  68 

Monmouth  County 

William  T.  Caldwell.  MD,  Tinton  Falls;  age  66 
Jay  A.  Cohen,  MD,  Ocean;  age  64 
Richard  R.  Ryan,  MD,  Brielle;  age  64 

Morris  County 

Robert  Ambrose,  MD,  Morristown;  age  64 
Morton  A.  Beer,  MD,  Morristown;  age  75 
Martin  J.  Crotty,  MD,  Denville;  age  69 
Carl  Dubovy,  MD,  Parsippany;  age  62 
Leon  W.  Geller,  MD,  Morristown;  age  72 
Arthur  Gionti.  MD,  South  Hadley,  MA 
(formerly  Denville);  age  63 
Wolfgang  P.  Hartz,  MD,  Mountain  Lakes;  age  68 
Veronique  Hubert,  MD,  Quebec,  CN 
(formerly  Rockaway);  age  61 
Joseph  Migliardi,  MD,  Tampa,  FL 
(formerly  Hillside);  age  65 
Allan  W.  Newcomb,  MD,  Morristown;  age  61 
Irving  Schreiber,  MD,  Denville;  age  64 
Reza  Zarkesh,  MD,  Denville;  age  68 

Ocean  County 

Leonardo  A.  llagan,  MD,  Manahawkin;  age  66 


Aram  M.  Sarajian,  MD,  Brick;  age  88 
Blackwell  Sawyer,  Jr,  MD,  Fort  Myers,  FL 
(formerly  Point  Pleasant);  age  65 
Stanley  W.  Siegler,  MD,  Toms  River;  age  66 

Passaic  County 

George  Becker,  Jr,  MD,  Ridgewood;  age  66 
Louis  Bertolotti,  MD,  Clifton;  age  68 
James  W.  Chaney,  MD,  Paterson;  age  68 
Fernando  C.  Cocca,  MD,  Bloomfield;  age  66 
Vincent  J.  DelGiudice,  MD.  Wayne;  age  74 
Dimitrios  J.  Fotiadis,  MD,  Clifton;  age  70 
Kenneth  W.  Hall,  MD,  Wayne;  age  66 
Isadore  Herman,  MD,  Passaic;  age  82 
Francis  E.  Kelly,  MD,  Wayne;  age  71 
Thomas  Siciliano,  MD,  Clifton;  age  83 

Somerset  County 

Maxwell  Borow,  MD,  Bound  Brook;  age  69 
Dirk  Enthoven.  MD,  Bernardsville;  age  71 
Giesla  Kaeten,  MD,  Raritan;  age  69 
Norbert  Schalet,  MD,  Bridgewater;  age  73 
Edwin  B.  Slomka,  MD,  Somerville;  age  69 
Robert  C.  Wilson,  III,  MD,  Somerville;  age  75 

Union  County 

Arthur  C.  Barletta,  MD,  Elizabeth;  age  72 
Henry  A.  Connolly,  Jr,  MD,  Springfield;  age  66 
John  H.  Cooper,  MD,  Florham  Park;  age  71 
Anthony  A.  Donatelli.  MD,  Palm  Beach  Gardens,  FL 
(formerly  Plainfield);  age  66 
Ronald  I.  Forster,  MD,  Union;  age  63 
Dean  F.  Gray,  MD.  Westfield;  age  66 
Herbert  Langer,  MD,  Westfield;  age  71 
Dominick  A.  Scialabba,  MD.  South  Plainfield;  age  66 
David  M.  Williams,  MD,  Tucson,  AZ 
(formerly  Watchung);  age  68 
Harry  M.  Zutz,  MD,  Maplewood;  age  71 


The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 
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Nominations  for  Emeritus  Membership 
Supplemental  Report  # l 


Reference  Committee  B 


dditional  nominations  for  election  to  emeritus  membership  have  been  received: 


Essex  County 

Anna  M.  Pecora,  MD,  Morristown;  age  67 


Sussex  County 


Alden  B.  Hall,  MD,  Newton;  age  68 
Frank  F.  Liegner,  MD,  Newton;  age  70 


Hunterdon  County 

George  H.  Kurz,  MD,  Flemington;  age  66 


The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 


Nominations  for  Emeritus  Membership 
Supplemental  Report  #2 


Si 


Reference  Committee  B 


dditional  nominations  for  election  to  emeritus  membership  have  been  received: 


Essex  County 

Carl  A.  Gherardi,  MD,  Newark;  age  70 


Middlesex  County 

Benjamin  P.  Capan,  MD,  Piscataway;  age  61 


Hunterdon  County 


Thomas  G.  McElrath,  MD,  Flemington;  age  65 
Walter  E.  Uhlman,  MD,  Flemington;  age  67 


Passaic  County 

Julius  Shier,  MD,  Passaic;  age  81 


The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 
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RESOLUTION  #2 


Introduced  by:  Essex  County  Medical  Society 

Subject:  Liability  Coverage  for  Retired  Physicians 

Referred  to:  Reference  Committee  B 

Whereas,  the  St.  Paul  Fire  and  Marine  In- 
surance Company  announced  plans  to  offer 
professional  liability  coverage  to  retired  physicians 
who  are  former  customers  for  a $100  annual  premium; 
and 

Whereas,  there  are  retired  physicians  who  want 
to  provide  medical  care  on  a voluntary  basis  and  need 
coverage  despite  good  Samaritan  laws  that  vary  by 
state;  and 

Whereas,  this  coverage  would  allow  retired 
physicians  to  lend  their  expertise  without  the  threat 
of  malpractice  looming  over  them;  and 

Whereas,  liability  insurance  would  encourage 
retired  physicians  to  be  active  and  to  provide  voluntary 
medical  services  and  to  become  a resource  to  the 
community;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
( MSNJ ) — request — the — Medical — Inter  Insurance — Ev- 
change — ( MIIX) — te — consider — writing — low-premium 
professional  liability  policies  for  former  customers, 
who  have  retained  a medical  license,  so  the  physicians 
may  provide -voluntary  medical  sendees  in  their  com- 
munity-without-- undue  risk. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  that  the  Medical  Inter-Insurance  Ex- 
change (MIIX)  consider  writing  reduced  premium 
professional  liability  policies  for  former  practitioners  ,, 
who  have  retained  a medical  license  so  that  such 
practitioners  may  provide  pro  bono  services  in  their 
community  without  undue  risk;  and  be  it  futher 

Resolved,  that  the  Board  of  Trustees  investigate  i* 
methods  by  which  other  states  provide  relief  to  pro 
bono  practitioners,  and  support  legislation  to  that  end. 


The  Reference  Committee  recommended  that  Resolution  #2  be  adopted  as  amended. 

House  Action:  Resolution  #2  was  adopted  as  amended  by  the  Reference  Committee. 


km 
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Resolution  #5 


Introduced  by:  Union  County  Medical  Society 

Subject:  Billing  by  the  American  Medical  Association 

Referred  to:  Reference  Committee  B 

Whereas,  the  county  medical  societies  bill  for 
county,  state,  and  American  Medical  Association 
(AMA)  dues;  and 

Whereas,  New  Jersey  is  designed  as  a “B”  state 
because  AMA  dues  are  not  mandatory,  and  for  the 
past  two  years,  “B”  states  have  been  direct-billed  in 
February;  and 

Whereas,  the  Medical  Society  of  New  Jersey 
(MSNJ)  remits  all  AMA  dues  received  in  a timely 
manner;  and 

Whereas,  the  county  medical  societies  have  ex- 
perienced problems  because  physicians  have  received 
bills  from  the  AMA  after  they  have  had  their  dues 
remitted;  and 

Whereas,  in  1994,  repeated  telephone  calls  to 
the  AMA  regarding  paid  members  finally  elicited  the 

The  Reference  Committee  recommended  that  Resolution  #5  be  adopted. 

House  Action:  Resolution  #5  was  adopted. 


information  that  by  April,  dues  received  in  January 
had  not  been  posted;  and 

Whereas,  AMA  members  previously  exempted 
or  in  reduced  categories  also  were  being  billed;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  submit  a resolution  to  the  American  Medical 
Association  (AMA)  that  direct  billing  to  “B”  states 
be  delayed  until  May  1 (or  until  the  membership  dues 
have  been  posted,  whichever  comes  first);  and  be  it 
further 

Resolved,  that  MSNJ  make  every  effort  to  en- 
courage the  AMA  to  update  its  lists  promptly  to 
ensure  cordial  relations  among  county,  state,  and  na- 
tional societies  and  their  members. 


RESOLUTION  #6 


Introduced  by:  Union  County  Medical  Society 

Subject:  Direct  Fee-for-Service 

Referred  to:  Reference  Committee  B 

Whereas,  physicians  have  a right  to  expect 
equitable  payment  for  services  rendered;  and 

Whereas,  private  practice  is  overly  burdened 
with  innumerable  requests  for  information  and  re- 
cords from  insurers  and  managed  care  entities  before 
payment  is  approved;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  petition  the  commissioner  of  insurance  and 
the  New  Jersey  Legislature  to  restructure  current  laws 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #6  was  adopted. 


and/or  regulations  in  New  Jersey  so  that  physicians’ 
fees  are  the  direct  responsibility  of  the  patient  to 
whom  services  are  rendered  and  any  reimbursement 
from  an  insurer  to  the  patient  is  a matter  between 
the  insurer  and  the  patient;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  American  Medical  Association  (AMA)  for  im- 
plementation on  a national  basis. 

Resolution  #6  be  rejected. 
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Resolution  #9 


Introduced  by:  Union  County  Medical  Society 

Subject:  Premium  Dollars  for  Health  Care 

Referred  to:  Reference  Committee  B 

Whereas,  health  insurance,  either  as  an  indem- 
nity plan  or  as  managed  care,  has  been  established 
in  the  state  of  New  Jersey  to  enable  the  public  to 
obtain  and  pay  for  health  care;  and 

Whereas,  health  care  providers  have  had  to 
limit  their  fees  and  charges  regardless  of  the 
providers’  expenses;  and 

Whereas,  the  insurance  companies  should  not 
be  allowed  to  exploit  the  policyholders  and/or  the 
health  care  providers;  and 

Whereas,  efficiency  should  be  promoted  in  the 
provision  of  health  insurance;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
(•MSNJ)  petition  the  Legislature  to  pass  a law  requir- 
ing health  insurers  to  allocate  75  percent  of  tfoe- 
premium  dollar  to  direct  patient  health  care. 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  petition  the  Legislature  to  pass  a law  requiring 
(width  insurers  to  publish- the  percentage  of- premium 
dollars  allocated  to  direct  patient  health  care. 

Resolved,  that  MSNJ  collect  -and  dtssemhmte  such 
information  to  its  members  annually. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  petition  the  Legislature  to  pass  a law  requiring 
health  insurers  to  expend  at  least  85  percent  of  premium 
dollars  to  direct  patient  health  care;  and  be  it  futher 
Resolved,  that  MSNJ  also  petition  the  Legislature 
to  pass  a law  requiring  health  insurers  to  publish  the 
percentage  of  premium  dollars  expended  to  direct  patient 
health  care;  and  be  it  futher 

Resolved,  that  MSNJ  collect  and  disseminate  such 
information  to  its  members  annually. 


The  Reference  Committee  recommended  that  Resolution  #8  be  adopted  as  amended  (in  italics). 

House  Action:  Resolution  #9  was  adopted  as  amended  by  the  House  of  Delegates  (in  bold  italics). 
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Resolution  #17 


Essex  County 


Introduced  by:  Mark  T.  Olesnicky,  MD,  Delegate, 

Subject:  Generic  Versus  Proprietary  Drugs 

Referred  to:  Reference  Committee  B 

Whereas,  the  generic  or  nonproprietary  name 
of  a drug  refers  to  the  active  chemical  ingredient  of 
the  drug  and  not  to  the  finished  product  that  is  sup- 
plied to  the  patient;  and 

Whereas,  in  order  that  it  may  be  dispensed,  the 
trade  name  manufacturer,  by  way  of  a specific 
formulation,  processes  the  drug  to  its  final  form;  and 

Whereas,  a manufacturer’s  preparation  of  a 
tablet  form  of  a drug  may  contain  many  variables,  such 
as  the  crystalline  size,  the  nature  of  the  excipients,  the 
coloring  agents  and  flavors,  the  tableting  pressures, 
the  coating  films,  and  the  orientation  within  the  tablet; 
and 

Whereas,  the  same  generic  chemical  classi- 
fication of  a compound  may  emerge  in  any  one  of 
several  forms,  it  becomes  apparent  that  a generic- 
named  drug  supplied  by  one  manufacturer  may  differ 
to  a significant  degree  from  the  same  generic-named 
drug  supplied  by  another;  and 

Whereas,  if  the  physician  is  compelled  to 
prescribe  by  generic  name,  he  would  have  no  control 
as  to  which  drug  is  used  by  the  pharmacist  in  filling 
the  prescription;  and 

Whereas,  the  coating,  the  disintegration  time, 
and  solubility,  the  choice  of  vehicle  or  base,  and  other 
factors  may  be  extremely  important  to  the  physician 
who  selects  a drug  for  a specific  reaction  in  his  patient; 
and 

Whereas,  the  myth  of  generic  equivalence  was 
exploded  long  ago  and  there  is  as  much  difference 
between  drugs  with  the  same  generic  name  as  there 
is  between  people  with  the  same  family  name,  and  in 
the  marketplace  there  are  high-quality  products  and 
low-quality  products  and  many  grades  in  between;  and 


Whereas,  medical,  pharmaceutical,  and  other 
scientific  annals  extending  back  more  than  30  years, 
contain  many  convincing  reports  of  investigations  that 
persistently  support  the  contention  that  generic  identi- 
ty does  not  necessarily  assure  equal  therapeutic  effec- 
tiveness; and 

Whereas,  successive  refills  of  the  same 
prescription  with  products  of  different  manufacturers 
could  lead  to  variations  in  therapeutic  response  that 
may  mislead  the  physician  and  not  be  in  the  best 
interest  of  the  patient;  and 

Whereas,  patients  may  attempt  to  hold  physi- 
cians’ responsible  for  reactions  to  drugs  that  were 
substituted  for  the  originally  prescribed  drugs;  and 
Whereas,  generic  prescribing  would  not 
necessarily  result  in  a saving  to  the  patient  because 
it  would  allow  the  pharmacist  to  furnish  the  patient 
with  the  manufactured  drug  the  pharmacist  has 
chosen,  which  might  be  more  or  less  expensive  than 
the  brand  name  drug  the  physician  would  have 
selected;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  set  policy  that  the  treating  physician  should 
have  the  choice  in  all  private  paid,  insurance  paid,  and 
government  paid  programs  of  deciding  whether  or  not 
to  prescribe  generically  or  by  brand  name;  and  be  it 
further 

Resolved,  that  MSNJ  support  the  policy  of 
freedom  of  choice  of  drugs  by  physicians  in  order  to 
enable  physicians  to  best  serve  their  patients;  and  be 
it  further 

Resolved,  that  this  resolution  be  sent  by  MSNJ 
to  all  appropriate  leigslators  if  and  when  legislation 
or  regulations  on  generic  prescribing  or  substitution 
are  being  considered. 


The  Reference  Committee  noted  that  Resolution  #17  reflects  existing  policy. 
The  Reference  Committee  recommended  that  Resolution  #17  be  rejected. 

House  Action:  Resolution  #17  was  reaffirmed  as  existing  MSNJ  policy. 


Tr  46 


Resolution  # i 9 


Introduced  by:  James  Q.  Atkinson,  III,  MD,  Delegate,  Burlington  County 

Subject:  Copy  and  Review  of  Office  Medical  Records 

Referred  to:  Reference  Committee  B 

Whereas,  copying  of  records  entails  some  ex- 
pense of  time  and  materials  and  a signed  consent 
except  for  emergency  medical  care;  and 

Whereas,  the  state  Board  of  Medical  Ex- 
aminers has  allowed  a fee  for  copying  records  regard- 
less of  reason;  and 

Whereas,  patients  are  changing  jobs,  health 
insurance,  and  their  physicians  at  an  amazing  rate  and, 
therefore,  often  needing  a copy  of  their  records;  and 
Whereas,  remote  office  utilization  review  and / 
or  quality  assurance  is  becoming  commonplace;  and 
Whereas,  insurance  underwriters  are  request- 
ing records  more  often;  and 

Whereas,  more  people  are  involved  in  litiga- 
tion; and 

The  Reference  Committee  recommended  that  Resolution  #19  be  referred  to  the  Board  of  Trustees  with 
the  suggestion  that  guidelines  be  published  in  New  Jersey  Medicine. 

House  Action:  Resolution  #19  was  referred  to  the  Board  of  Trustees  with  the  suggestion  that  guidelines 
by  published  in  New  Jersey  Medicine. 


Whereas,  utilization  review/quality  assurance 
agencies,  insurance  underwriters,  and  attorneys  often 
are  requiring  a complete  copy  of  a patient’s  records 
regardless  of  the  dates  involved;  and 

Whereas,  these  medical  records  may  be  re- 
quested and  reviewed  by  dozens  of  authorities  over 
time  with  great  risk  of  illegal  disclosure;  and 

Whereas,  attorneys  frequently  subpoena  physi- 
cians for  their  records  with  the  intent  of  avoiding 
paying  a copying  fee;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  the  state  Legislature  to  set  standards 
for  copy  and  review  of  office  medical  records  by  third 
parties. 
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RESOLUTION  #24 


Introduced  by: 
Subject: 

Referred  to: 


Richard  H.  Sharrett,  MD,  Delegate,  Union  County 

Endorsement  of  Physicians  Health  Care  Associates  (PHCA)  and  Commitment  to  Education 
in  the  Role  of  Health  Care  Cooperatives 

Reference  Committee  B 


Whereas,  the  Medical  Society  of  New  Jersey 
(MSNJ)  has  endorsed  the  physician-owned  HMO, 
Physician  Healthcare  Plan  of  New  Jersey,  Inc. 
(PHPNJ);  and 

Whereas,  Physicians  Health  Care  Associates 
(PHCA)  is  a physician-owned  PPO  in  New  Jersey;  and 
Whereas,  PHCS  is  uniquely  related  by  contact 
to  JustCare,  a health  care  cooperative  agency  that 


brings  representatives  of  both  buyer  and  seller  groups 
in  the  health  care  market;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  endorse  the  Physicians  Health  Care  As- 
sociates (PHCA);  and  be  it  further 

Resolved,  that  MSNJ  commit  its  support  to 
educational  programs  on  the  role  of  the  health  care 
cooperative  in  New  Jersey. 


The  Reference  Committee  recommended  that  Resolution  #24  be  referred  to  the  Board  of  Trustees  for 
prompt  consideration. 

House  Action:  Resolution  #24  was  referred  to  the  Board  of  Trustees  for  prompt  consideration. 


RESOLUTION  #25 


Introduced  by:  Passaic  County  Medical  Society 

Subject:  Occupational  Safety  and  Health  Administration 

Referred  to:  Reference  Committee  B 

Whereas,  the  federal  Occupational  Safety  and 
Health  Administration  was  created  as  a means  to 
protect  workers  in  the  traditionally  high-risk  industries 
of  manufacturing,  construction,  mining,  and  the  like; 
and 

Whereas,  the  private  practitioner's  office  does 
not  pose  high  risks  to  employees  since  sound  medical 
practice  already  addresses  risks  to  employees  when 
they  are  providing  patient  care;  now  therefore  be  it 

The  Reference  Committee  recommended  that  Resolution  #25  be  adopted. 

House  Action:  Resolution  #25  was  adopted. 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  urge  the  New  Jersey  Congressional  Delega- 
tion and  the  American  Medical  Association  (AMA) 
to  seek  legislation  granting  an  exemption  for  medical 
practices  from  Occupational  Safety  and  Health  Ad- 
ministration (OSHA)  guidelines. 


Tr  48 


Resolution  #26 


Introduced  by:  Passaic  County  Medical  Society 

Subject:  Elimination  of  Medical  Waste  Regulations 

Referred  to:  Reference  Committee  B 

Whereas,  the  Whitman  administration  is  com- 
mitted to  reducing  unnecessarily  burdensome,  govern- 
ment-imposed regulations  as  well  as  reworking  the 
regulations  imposed  by  the  New  Jersey  State  Depart- 
ment of  Environmental  Protection;  and 

Whereas,  the  Medical  Society  of  New  Jersey 
previously  has  called  for  a decrease  in  medical  waste 
penalties,  the  exemption  of  practitioners  producing 
less  than  200  pounds  of  medical  waste  per  year  from 
state  and  federal  medical  waste  laws,  and  the  imposi- 
tion of  any  registration  fees  on  a practice  rather  than 
on  individual  office  locations;  now  therefore  be  it 

Resolved,  t-hat  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  to  have  the  onerous  and  burdensome 

4 

The  Reference  Committee  recommended  that  Resolution  #26  be  adopted  as  amended  (in  italics). 

House  Action:  Resolution  #26  was  adopted  as  amended  by  the  House  of  Delegates  (in  bold  italics). 


RESOLUTION  #36 


Jaws — and — regulations — governing — medical — waste 
ameliorated  or,  if  possible,  eliminated,  through  joint 
action  with  the  governor,  Legislature , and  the  com- 
missioner of  environmental  protection. 

Resolved,  that  the  Medical  Socieft  of  New  Jersey 
(MSNJ)  seek  to  ameliorate  anti ‘nr  eliminate  the  onerous 
and  burdensome  laws  ami  regulations  governing  medteaJ- 
waste-  generated  by  physicians ' offices. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  to  ameliorate  and/or  eliminate  the  onerous 
and  burdensome  laws  and  regulations  governing  medical 
waste  generated  by  physicians'  and  school  nurses'  offices. 


Introduced  by: 
Subject: 
Referred  to: 


Mercer  County  Medical  Society 
Attachment  to  Patient  Chart  and  Records 
Reference  Committee  B 


Whereas,  it  is  common  practice  for  certain 
hospital  persons  such  as  utilization  reviewers  or  dis- 
charge planners  to  attach  self-adhesive  note  labels 
and/or  clip  small  messages  to  a chart;  and 

Whereas,  these  messages  raise  questions  about 
patient  care  or  suggest  a plan  of  action;  and 

Whereas,  physicians  are  expected  to  act  on 
these  suggestions  and  recommendations;  and 

The  Reference  Committee  felt  that  the  maintenance 
individual  hospital  policy. 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #36  was  rejected. 


Whereas,  this  is  practicing  medicine;  and 
Whereas,  the  hospital  chart  may  be  subject  to 
review;  now  therefore  be  it 

Resolved,  that  all  notes  attached  to  a patient 
chart  during  the  hospital  stay  should  be  made  part  of 
the  permanent  record  and  not  removed  from  the  chart 
at  the  time  of  discharge. 

of  patient  charts  and  records  should  be  guided  by 
Resolution  #36  be  rejected. 
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MAI  Til 


Resolution  #44 


Introduced  by:  Union  County  Medical  Society 

Subject:  Managed  Care  Complaint  Bureau 

Referred  to:  Reference  Committee  B 

Whereas,  managed  care  is  progressively  limit- 
ing physicians’  ability  to  practice  according  to  their 
best  judgment;  and 

Whereas,  there  is  a possibility  that  patients’ 
best  interests  will  not  always  be  served;  and 

Whereas,  egregious  abuses  may  be  prevented 
by  the  power  of  public  opinion;  and 

Whereas,  the  state  of  New  Jersey  will  require 
documentation  about  the  type,  frequency,  and  severity 
of  such  abuses;  and 

Whereas,  the  managed  care  entities  will  realize 
€ that  there  is  someone  looking  over  their  shoulder;  and 

a 


Whereas,  this  will  be  an  effective  public  rela- 
tions vehicle  for  the  Medical  Society  of  New  Jersey 
with  physicians  and  the  general  public;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  establish  a complaint  bureau  with  a toll-free 
800  telephone  number  that  is  well  advertised  in 
newspapers  throughout  the  state,  to  receive  and  docu- 
ment complaints  from  patients  and  physicians  con- 
cerning managed  care. 


The  Reference  Committee  recommended  that  Resolution  #44  be  adopted. 

House  Action:  Resolution  #44  was  referred  to  the  Board  of  Trustees  for  consideration. 


RESOLUTION  #46 


Introduced  by: 
Subject: 
Referred  to: 


Henriette  E.  Abel,  MD,  Delegate,  New  Jersey  Dermatological  Society 
Medication  Supply 
Reference  Committee  B 


Whereas,  some  providers  of  prescription  drug 
plans  require  that  the  patient  obtain  a three-month 
supply  of  medications  to  avoid  financial  penalty;  and 
Whereas,  in  many  cases,  a three-month  supply 
of  medications  is  medically  unwise  and  may  be  waste- 
ful if  a drug  is  discontinued;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  formally  request  that  the  providers  of  these 
prescription  drug  plans  reconsider  the  requirement 
that  the  patient  obtain — a three-month — supply  of 
medications  to  avoid  financial  penalty. 

Resolved,  that  the  Medical  Society’  of  New  Jersey- 
(MSNJ)  formally  request  that  the -providers  of  prescrip- 


tion drug  plans  clarify  and  publicize  their  plan  guidelines- 
goveming  the  short-  and  long-tenn  usage  of  medications, 
Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  formally  request  that  the  providers  of  prescrip- 
tion drug  plans  clarify  and  publicize  their  plan  guidelines 
governing  the  short-  and  long-term  usage  of  medications; 
and  be  it  further 

Resolved,  that  MSNJ  formally  request  that  the 
providers  of  these  prescription  drug  plans  reconsider  the 
requirement  that  the  patient  obtain  a three-month  supply 
of  medications  to  avoid  financial  penalty ; and  be  it  further 
Resolved,  that  the  AMA  Delegation  present  a 
resolution  to  the  AMA  House  of  Delegates  on  this  topic. 


The  Reference  Committee  recommended  that  Resolution  #46  be  adopted  as  amended  (in  italics). 

House  Action:  Resolution  #46  was  adopted  as  amended  by  the  House  of  Delegates  (in  bold  italics). 


Tr  50 


Council  on  Medical  Services 


Richard  H.  Sharrett,  MD,  Chair 

Reference  Committee  C 


Panel  discussion  on  HMOs  and  managed  care.  The  Board 
of  Trustees  approved  the  Council  on  Medical 
Services’  recommendation  authorizing  the  Council  on 
Medical  Services  to  proceed  with  a program  or  dis- 
cussion with  HMOs  on  their  particular  organizations. 

A subcommittee  was  appointed  to  organize 
such  a forum.  After  several  meetings  with  the  New 
Jersey  State  Department  of  Health  (DOH),  a program 
was  developed.  DOH  agreed  to  be  a cosponsor.  This 
program  took  place  on  March  15,  1995. 

Problems  physicians  have  encountered  with  managed 
care  and  HMOs.  The  Council  on  Medical  Services  has 
reviewed  problems  encountered  by  a physician  with 
a major  HMO.  This  problem  concerned  “gap  in- 
surance” purchased  for  Medicare  recipients  and  then 
adjusting  its  fee  schedule  downward  in  order  to  avoid 
paying  the  20  percent  copay  of  a Medicare-approved 
allowance. 

The  Council  on  Medical  Services  met  and  dis- 
cussed a problem  a physician  is  having  with  managed 
care  and  HMO  companies  because  of  a charge  of 
sexual  assault  on  two  patients.  The  charge  was  dis- 
missed by  the  prosecutor.  The  innocent  physician  has 
been  deleted  from  the  managed  care  and  HMO  com- 
pany rosters  and  is  unable  to  be  reinstated.  Alter  some 
discussion  with  the  physician,  the  Council  on  Medical 


Services  referred  this  matter  to  the  General  Counsel 
of  the  Medical  Society  of  New  Jersey  (MSNJ)  for 
review  and  recommendations. 

MSNJ's  position  statement  on  regulation  of  HMOs.  The 
Council  on  Medical  Services  reviewed  the  position 
statement  of  regulations  of  HMOs.  Several  recom- 
mendations and  changes  were  submitted  to  the  Board 
of  Trustees  for  their  approval. 

Resolution  #27— Use  of  Health  Insurance  Form  in  New 
Jersey.  The  1994  House  of  Delegates  approved  the 
resolution  that  MSNJ  petition  the  Legislature  to  in- 
troduce and  pass  a law  requiring  a single  claim  form 
to  be  used  by  all  insurance  companies.  The  House  of 
Delegates  also  recommends  that  MSNJ  work  with 
New  Jersey  health  insurance  companies  to  choose  and 
adopt  this  form.  The  Board  of  Trustees  also  is  request- 
ing that  the  Council  on  Medical  Services  either  design 
or  select  the  form  to  be  used. 

After  some  discussion,  the  Council  on  Medical 
Services  recommended  that  MSNJ  adopt  a universal 
claim  reporting  form  that  is  identical  to  the  current 
HCFA  1500.  Since  Medicaid  in  New  Jersey  does  not 
use  the  HCFA  1500  claim  form,  the  Board  of  Trustees 
should  urge  them  to  adopt  usage  of  the  HCFA  claim 
form.  □ 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Resolution  #3 


Introduced  by:  Essex  County  Medical  Society 

Subject:  Insurance  Prenotification 

Referred  to:  Reference  Committee  C 

Whereas,  New  Jersey  health  insurance  regula- 
tions currently  allow  a carrier  to  reject  claims  for 
payment  for  emergency  care  unless  the  carrier  has 
been  notified  in  a timely  fashion  after  care  has  been 
given;  and 

Whereas,  timely  notification  is  taken  to  be  with- 
in 48  hours  after  acute  emergency  care  has  been  given, 
even  if  the  patient  is  unconscious  and  cannot  provide 
the  name  of  the  carrier,  or  within  30  days  after  de- 
livery even  if  the  mother  and  baby  are  critically  ill  and 
no  one  has  had  the  opportunity  to  act  on  their  behalf; 

and 

5 

Whereas,  failure  of  such  timely  notification  has 
r 

) placed  many  patients  in  grave  financial  jeopardy;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  communicate  with  the  presidents  of  medical 
m staffs  of  all  hospitals  in  New  Jersey  advising  them  of 
(1  -the  requirement  for  precerttfieafton  or  prenotilicatton- 
of  illness  in  case  of  emergencies,  by  which  insurance 
companies  can  reject  claims  for-hospital  bills  and  for 
physician  services  unless  the  insurance  company  has 
been  notified  in  a timely  fashion  after  emergency 
treatment  has  been  given;  and  be  it  further 


Resolved,  that  MSNJ -petition  the  commissioner 
of  insurance  to  study  the  use  of  mandated  precertifica 
tion  and  to  establish  a mechanism  to  review  com- 
plaints. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  communicate  with  the  presidents  of  medical 
staffs  of  all  hospitals  in  New  Jersey,  advising  them  of 
the  requirement  for  notification  of  illness  and/or 
preadmission  review  in  case  of  emergencies,  by  which 
insurance  companies  can  reject  claims  for  hospital  bills 
and  for  physician  services,  unless  the  insurance  com- 
pany has  been  notified  in  a timely  fashion  after 
emergency  treatment  has  been  given;  and  be  it  further 
Resolved,  that  MSNJ  petition  the  commissioner 
of  insurance  to  rule  that  if  a patient  is  unconscious 
or  incapacitated,  prenotification  is  automatically  waiv- 
ed until  48  hours  after  the  carrier  has  been  identified 
to  the  provider;  and  be  it  further 

Resolved,  that  MSNJ  petition  the  commissioner 
of  insurance  to  study  the  use  of  mandated  precertifica- 
tion and  to  establish  a mechanism  to  review  com- 
plaints. 


The  Reference  Committee  recommended  that  the  Substitute  Resolution  be  adopted. 

House  Action:  Resolution  #3  was  adopted  as  amended  by  the  House  of  Delegates  (the  addition  of  the  third 
resolved). 


Tr  52 


Resolution  #4 


Introduced  by: 
Subject: 
Referred  to: 


Essex  County  Medical  Society 

National  Committee  for  Quality  Assurance 

Reference  Committee  C 


Whereas,  the  National  Committee  for  Quality 
Assurance  (NCQA)  is  an  organization  established  by 
managed  care  organizations  to  demonstrate  quality 
assurance  to  employers;  and 

Whereas,  NCQA  is  not  physician  oriented, 
despite  a belated  invitation  to  the  American  Medical 
Association  (AMA)  to  seat  a physician  on  the  NCQA 
board;  and 

Whereas,  NCQA  charges  approximately 
$100,000  per  HMO  review;  and 

Whereas,  such  monies  could  be  spent  better  on 
patient  care;  and 

Whereas,  this  could  represent  a hardship  to 
small,  physician-run  managed  care  organizations;  and 
Whereas,  NCQA  rates  an  HMO  on  its  number 
of  board  certified  physicians;  and 

Whereas,  there  are  other  groups  in  the  busi- 
ness of  managed  care  quality  assurance;  and 


Whereas,  the  Medical  Society  of  New  Jersey 
(MSNJ)  in  its  “Position  Statement  on  Regulations  of 
HMOs”  states,  “To  promote  high-quality  care  and 
high  value,  HMOs  should  be  required  to  participate 
in  the  National  Committee  for  Quality  Assurance 
(NCQA)  accreditation  program  or  an  equivalent,  and 
publicly  disclose  the  results”;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  shall  not  recommend  the  National  Commi-tte-e 
for  Quality  Assurance  (NCQA)  as  a mandate  for 
managed  care  organization  review  to  any-  legislative,  » 
administrative,  of-  managed -care— organization. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  shall  withdraw  specific  endorsement  of  the 
National  Committee  for  Quality  Assurance  (NCQA)  14 
as  a mandate  for  managed  care  organization  review 
to  any  legislative,  administrative,  or  managed  care 
organization. 


The  Reference  Committee  recommended  that  the  Substitute  Resolution  be  adopted. 

House  Action:  Substitute  Resolution  #4  was  adopted. 
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UAL  Til 


Resolution  #8 


Introduced  by:  Barry  S.  Prystowsky,  MD,  Delegate,  Essex  County 

Subject:  Early  Hospital  Discharge  of  Newborns 

Referred  to:  Reference  Committee  C 


Whereas,  women  often  are  in  pain  after  de- 
livery and  neither  physically  nor  psychologically  ready 
for  discharge;  and 

Whereas,  complications  of  the  newborn  often 
do  not  present  within  the  first  24  hours  after  delivery, 
e.g.  hyperbilirubinemia,  certain  types  of  congenital 
heart  disease,  breastfeeding  difficulties,  inability  to 
perform  routine  state  testing;  and 

Whereas,  ongoing  research  on  complications  of 
delivery  and  life-threatening  disorders  that  do  not 
present  within  24  hours  of  life  will  take  years  to 
complete  because  of  low  incidence;  and 

Whereas,  physician-members  currently  caring 
for  mothers  and  newborns  already  are  having  difficulty 
coordinating  followup  and  home  nursing  services;  and 
Whereas,  the  insurance  companies  in  New 
Jersey  have  set  predetermined  time  frames  on  pay- 
ment for  delivery  in  the  hospital,  independent  of 
physician  decision;  and 


Whereas,  the  system  of  insurance  payment 
based  on  physician  determination  of  length  of  stay 
after  delivery  has  a long  established  record  of  ex- 
cellence; now  therefore  be  it 

Resolved,  that  insurance  companies  be  advised 
by  the  Medical  Society  of  New  Jersey  (MSNJ)  of  the 
potential  medical  complications  in  sending  newborns 
home  too  early  after  delivery;  and  be  it  further 

Resolved,  that  MSNJ  petition  the  commissioners 
of  insurance  and  health,  the-governor,  and  appropriate 
legislators  to  regulate  early  discharge  of  mothers  and 
newborns  in  accordance  with  appropriate  medical 
policies. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  opposes  the  early  discharge  of  newborns;  and 
be  it  further 

Resolved,  that  MSNJ  endorses  pending  legisla- 
tion regarding  early  discharge  of  mothers  and 
newborns. 


The  Reference  Committee  recommended  that  the  Substitution  Resolution  be  adopted. 

House  Action:  Substitute  Resolution  #8  was  adopted. 


Resolution  # l l 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Composition  of  the  HMO  Advisory 

Referred  to:  Reference  Committee  C 

Whereas,  managed  care  is  an  important  part 
of  health  care;  and 

Whereas,  the  New  Jersey  State  Department  of 
Health  (DOH)  is  in  the  process  of  deciding  important 
issues  regarding  managed  care;  and 

Whereas,  the  DOH  HMO  Advisory  Committee 
consists  mostly  of  managed  care  companies,  with  the 
Medical  Society  of  New  Jersey  having  only  one  seat; 
now  therefore  be  it 


Committee 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  petition  the-New -Jersey  State  Department  of 
Health  (DOH)  tha^at-  least  one  half  of  its  HMO 
Advisory  Committee- he  practicing- -physicians  recom 
mended  by  MSNJ. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  the  commissioner  of  health  to  ap- 
point additional  practicing  physicians,  as  recom- 
mended by  MSNJ,  to  its  HMO  Advisory  Committee. 


The  Reference  Committee  recommended  that  Resolution  #11  be  adopted  as  amended. 

House  Action:  Resolution  #11  was  adopted  as  amended  by  the  Reference  Committee. 

l 


Tr  55 


HJU-TlLtrxprr 


RESOLUTION  #13 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Truth  in  Advertising  for  Managed 

Referred  to:  Reference  Committee  C 

Whereas,  managed  care  and  a multitude  of 
health  care  plans  have  proliferated  in  recent  years 
with  varying  types  of  coverage  and  cost;  and 

Whereas,  the  public  has  become  accustomed  to 
the  present  health  care  delivery  system  and  the  system 
of  payment  and  reimbursement  as  well  as  its  quality 
of  coverage;  and 

Whereas,  the  introduction  of  these  newer  plans 
often  are  dissimilar  in  nature  and  confusing  to  the 
general  public;  and 

„ Whereas,  a misunderstanding  of  the  limitations 

and  deletions  in  coverage  and  care  significantly  will 
impact  their  medical  management;  now  therefore  be 

I il 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSW): 

( 1 ) Recommend — regulations — that — require — a- 

f summary  format  for  all  health  care  plans  in  New 

0 

(;  Jersey  to  describe  their  limitations,  deletions,  and  in 

elusions  to  include  all  coverage  of  services  upon  re- 
quest to  all  perspective  and  present  enrolleosr 

(2)  Describe  gatekeeper  functions  in  easily  un 
derstandable  terms  so  that  the  public  may  understand 
hew — these — functions — may — hmrt — accessibility — te 
specialized  care,  as  well  as  the  accountability'  of  utiliza- 


tion review  procedures  as  they  will  impact  upon 
primary  care  providers,  be  they  independent-  and/or 
e-mpkryed  by  a health  care  plan. 

(3)  Provide  that  through  regulator)'  review,  all 
advertised  health  care  plans  provide  accurate  state- 
ments of  care  to  include  limitations,  deletions,  and 
inclusions,  under  penalty  for  intentionally  and  unin- 
-tentionally  misleading  perspective  or  contracted  com 
sumers. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  recommends  regulations  that: 

1.  Require  all  health  care  plans  in  New  Jersey 
to  provide  to  all  prospective  and  present  enrollees  a 
standardized  summary  that  describes  the  plan’s  limita- 
tions, deletions,  inclusions,  and  medical  loss  ratio. 

2.  Include  a description  of  gatekeeper  func- 
tions so  that  the  public  may  understand  how  these 
functions  may  limit  accessibility  to  specialized  care,  as 
well  as  the  accountability  of  utilization  review 
procedures  as  they  will  impact  upon  primary  care 
providers,  whether  they  are  independent  and/or 
employed  by  a health  care  plan. 

3.  Provide  regulatory  review  of  the  compliance 
by  health  care  plans  with  the  above  two  regulations. 


The  Reference  Committee  recommended  that  the  Substitute  Resolution  be  adopted. 

House  Action:  Substitute  Resolution  #13  was  adopted. 
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Resolution  #14 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Physician  Advocacy 

Referred  to:  Reference  Committee  C 

Whereas,  physicians  are  and  ought  to  remain 
the  appropriate  advocate  for  their  patients  well-being; 
and 

Whereas,  in  that  role  of  advocacy,  physicians 
may  find  themselves  in  the  position  of  conflict  with 
HMOs  with  which  they  are  affiliated;  and 

Whereas,  physicians  may  fear  that  such  ap- 
propriate patient  advocacy  may  unjustly  result  in 

HMO  reprisals  against  them;  now  therefore  be  it 
Resolved,  that  the  Medical  Society'  of  New  Jersey 
fMSNJ)  petition  the  commissioner  of  health  to  enaet- 
specific  regulations  that  would  ensure  that  physician 


advocates  are  held  harmless  and  that,  in  the  event 
inappropriate  actions  are  taken  against  them,  that 
appropriate  punitive — ac-don — be  taken — against — tde- 

HMO. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  petition  the  commissioner  of  health  and  the 
commissioner  of  insurance  to  enact  specific  regula- 
tions that  would  protect  physicians  from  being 
penalized  by  an  HMO  for  acting  as  patient  advocates. 


l 


The  Reference  Committee  recommended  that  the  Substitute  Resolution  be  adopted. 

House  Action:  Substitute  Resolution  #14  was  adopted. 
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RESOLUTION  #18 


Introduced  by:  James  Q.  Atkinson,  III,  MD,  Delegate,  Burlington  County 

Subject:  Prohibit  Transfer  of  Patients  for  Insurance  Purposes 

Referred  to:  Reference  Committee  C 


Whereas,  patients’  employers  frequently 
choose  their  health  insurer;  and 

Whereas,  these  insurers  frequently  “deselect” 
hospitals;  and 

Whereas,  seriously  ill  patients  usually  go  to  the 
nearest  hospital  and  are  given  emergency  medical  care 
and/or  admitted;  and 

Whereas,  these  nonparticipating  hospitals  and 
their  medical  staff  treat  these  patients  without  regard 
to  payment;  and 

Whereas,  the  health  insurers  may  arbitrarily 
not  pay  the  nonparticipating  hospital  and/or  its 
medical  staff;  and 

Whereas,  the  health  insurers  frequently  request 


the  patient  be  transferred  to  a participating  hospital 
for  economic  reasons;  and 

Whereas,  the  transfer  of  Medicare  and/or 
Medicaid  patients  for  economic  reasons  is  considered 
illegal  “dumping”;  now  therefore  be  it 

Resolved,  that  the  New  Jersey  state  com- 

missioner of  health  be  requested  to  prohibit  transfer 
of  patients  upon  the  request  of  an  insurer  to  another 
institution  for  economic  reasons;  and  be  it  further 
Resolved,  that  the  New  Jersey  state  com- 

missioner of  health  be  urged  to  mediate  any  dispute 
regarding  payment  for  a patient’s  medical  care  who 
is  treated  and/or  admitted  as  an  emergency  to  a non- 
participating hospital. 


The  Reference  Committee  recommended  that  Resolution  #18  be  adopted. 

House  Action:  Resolution  #18  was  adopted. 


RESOLUTION  #29 


Introduced  by: 
Subject: 
Referred  to: 


Robert  H.  Stackpole,  MD,  Delegate,  Union  County 
Precertification  by  FAX 
Reference  Committee  C 


Whereas,  precertification  of  elective  hospital 
admissions  is  a common  requirement;  and 

Whereas,  one  of  the  main  complaints  in  regard 
to  precertification  is  getting  a busy  signal,  and  another 
is  being  put  on  hold  for  a lengthy  period  of  time; 
and 

Whereas,  some  health  plans,  such  as  Oxford, 
will  accept  nonurgent  precertification  requests  by 
FAX;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 


(MSNJ)  request  the  New  Jersey  State  Department  of 
Health  and  the  New  Jersey  State  Department  of  In- 
surance to  require  that  all  HMOs  and  insurance  com- 
panies agree  to  accept  nonurgent  precertification  re- 
quests by  FAX;  and  be  it  further 

Resolved,  that  if  the  HMO  does  not  decline 
authorization,  in  writing,  within  two  working  days  of 
receiving  the  request  for  precertification, 
authorization  will  be  granted  automatically. 


The  Reference  Committee  recommended  that  Resolution  #29  be  adopted  as  amended. 

House  Action:  Resolution  #29  was  adopted  as  amended  by  the  Reference  Committee  (addition  of  the  second 
resolved). 
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Resolution  #31 


Introduced  by: 
Subject: 
Referred  to: 


Ocean  County  Medical  Society 
Milliman  and  Robertson  Guidelines 
Reference  Committee  C 


Whereas,  the  Milliman  and  Robertson 
guidelines  for  length  of  stay  has  been  unilaterally 
adopted  by  New  Jersey  Blue  Cross/Blue  Shield;  and 
Whereas,  unilateral  signifies  without  the  input 
of  organized  medicine  or  recognized  medical  experts; 
and 

Whereas,  New  Jersey  Blue  Cross/Blue  Shield 
has  in  the  past  enjoyed  a good  working  relationship 
with  the  physicians  of  New  Jersey;  and 

Whereas,  Resolution  #21,  Milliman  and 
Robertson  Guidelines,  was  adopted  by  the  Medical 
Society  of  New  Jersey  1994  House  of  Delegates  and 
as  Resolution  #710  was  adopted  by  the  1994  Ameri- 
can Medical  Association  House  of  Delegates  but  yet 
continues  to  be  widely  used  in  hospitals  without  any 
indication  of  abolishment;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  use  all  of  its  influence  to  stop  the  utilization 
of  the  Milliman  and  Robertson  guidelines;  and  be  it 
further 


Resolved,  that  MSNJ  demand  that  any  third- 
party  payor  include  organized  medicine,  specifically 
MSNJ  and  New  Jersey  specialty  societies,  in  the  de- 
velopment of  criteria  regarding  medical  care  and 
length  of  stay  protocols;  and  be  it  further 

Resolved,  that  MSNJ  offer  its  support  amicus  in 
any  court  action  deemed  appropriate  by  the  MSNJ 
Board  of  Trustees  stemming  solely  from  adherence  to 
Milliman  and  Robertson  guidelines;  and  be  it  further 
Resolved,  that  MSNJ  alert  the  director  of  con- 
sumer and  regulatory  affairs  of  the  New  Jersey  State 
Department  of  Insurance  regarding  the  potential 
adverse  effect  of  these  guidelines  on  patient  safety; 
and  be  it  further 

Resolved,  that  this  resolution  be  resubmitted  to 
the  American  Medical  Association  (AMA)  House  of 
Delegates. 


The  Reference  Committee  noted  the  similarity  of  Resolution  #31  and  Substitute  Resolution  #21,  adopted 
as  amended  by  the  1994  House  of  Delegates,  and  felt  Resolution  #31  was  unnecessary. 

The  Reference  Committee  recommended  that  Resolution  #31  be  rejected. 

House  Action:  Resolution  #31  was  reaffirmed  as  existing  MSNJ  policy. 


Tr  59 


Dr- 


Resolution  #35 


Introduced  by:  Mercer  County  Medical  Society 

Subject:  Recorded  Dialogue  with  Managed  Care  Plans 

Referred  to:  Reference  Committee  C 


Whereas,  physicians  rendering  services  in 
managed  care  plans  frequently  must  obtain 
authorization  from  plans  in  which  they  practice  to 
refer,  order  tests,  or  provide  certain  services;  and 
Whereas,  this  decision  on  patient  care  is  de- 
termined on  the  basis  of  nonrecorded  dialogues;  and 
Whereas,  this  is  the  practice  of  medicine  that 
is  subject  to  review  and  potential  litigation;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  fequest-  legislation  or  regulation  to  require 
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that  all  telephone  calls  to  all  managed  care  plans 
seeking  prior  authorization  for  services  be  recorded-,  ; e 
logged,  and  stored  for  a two  year  period;  and  be  it 
further 

Resolved,  that  these  records  should  be  accessible 
for  review  by  physician,  patient,  and  plan. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  legislation  or  regulation  to  permit 
physicians,  seeking  prior  authorization  for  services 
from  managed  care  plans,  to  tape,  record,  log,  and 
store  all  telephone  calls. 

as  amended. 

Committee. 


The  Reference  Committee  recommended  that  Resolution  #35  be  adopted 

House  Action:  Resolution  #35  was  adopted  as  amended  by  the  Reference 
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Resolution  # 4 1 


Introduced  by:  Kutumba  S.  Pitta,  MD,  Delegate,  Ocean  County;  Victor  C.  Tauro,  MB,  Delegate,  Ocean  County 

Subject:  Establishment  of  Regional  Review  Panel 

Referred  to:  Reference  Committee  C 


Whereas,  managed  care  organizations  are 
emerging  rapidly  in  the  state  of  New  Jersey;  and 
Whereas,  independent  reviewers  of  paid  con- 
sultants are  being  used  by  the  insurance  companies 
to  control  the  costs  of  health  care;  and 

Whereas,  insurance  companies  including  many 
HMOs  hire  their  own  paid  consultants  to  evaluate 
some  of  the  denials  of  covered  medical  inpatient  as 
well  as  outpatient  and  office-covered  medical  services; 
and 

Whereas,  creation  of  a nonprofit  regional  re- 
view panel  is  more  objective  and  best  relied  on  than 
an  insurance  company’s  own  paid  consultant  re- 
viewers; and 

Whereas,  the  New  Jersey  State  Department  of 
Health  has  the  authority  to  regulate  HMOs  in  the 
state  of  New  Jersey  at  the  present  time;  and 


Whereas,  an  establishment  of  independent  con- 
sultants should  not  cause  any  more  hardship  or  con- 
cern of  any  higher  premiums  since  the  insurance  com- 
panies already  are  paying  their  own  consultant  re- 
viewers; now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  that  New  Jersey  State  Department 
of  Health  (DOH)  to  develop  an  independent  review 
panel  for  HMOs  consisting  of  consumers,  health  care 
professionals,  and  insurance  companies  to  put  an  ob- 
jective review  panel  in  place;  and  be  it  further 

Resolved,  that  MSNJ,  if  necessary  request 
legislation  to  establish  an  independent  review 
mechanism. 


Resolution  #41  was  not  accepted  as  a late  resolution. 


RESOLUTION  #45 


Introduced  by:  Henriette  E.  Abel,  MD,  Delegate,  New  Jersey  Dermatological  Society 

Subject:  Ambulatory  Care  Utilization  Management  Guidelines 

Referred  to:  Reference  Committee  C 

Whereas,  recent  directives  of  March  21,  1995, 
state  that  claims  for  services  that  do  not  meet  medical- 
ly necessary  criteria  will  not  be  paid  and  participating 
providers  cannot  bill  the  patient  for  services  so  des- 
ignated; and 

Whereas,  practitioners  need  to  know  what 
services  will  be  deemed  medically  unnecessary  and 
therefore  not  reimbursable  from  Blue  Cross  Blue 
Shield;  and 

Whereas,  patients  may  request  services  deemed 

The  Reference  Committee  recommended  that  Resolution  #45  be  adopted. 

House  Action:  Resolution  #45  was  adopted. 
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to  be  medically  unnecessary  and  participating 
providers  need  to  know  if  such  services  can  be 
performed  by  patient  request  and  billed  directly  to  the 
patient;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  a copy  of  the  Ambulatory  Care  Utili- 
zation Management  Guidelines  from  Blue  Cross  Blue 
Shield,  and  disseminate  the  information  to  the  MSNJ 
membership. 


Council  on  Public  relations 


Edi 


Charles  M.  Moss,  MD,  Chair 

Reference  Committee  D 


Throughout  the  past  year,  the  Medical  Society  of 
New  Jersey  (MSNJ)  remained,  and  indeed,  even 
strengthened  its  credibility  as  the  prominent  voice  in 
New  Jersey  regarding  the  health  care  system  and 
general  health  and  medical-related  issues.  As  one 
would  expect,  the  year  was  dominated  by  discussion 
and  debate  over  health  system  reforms  proposed  by 
President  Clinton  and  Congress  as  well  as  the  chang- 
ing dynamics  in  the  state’s  health  system  resulting 
from  the  growth  of  managed  care. 

MSNJ  further  advanced  its  leading  role  in  de- 
fining the  state’s  public  health  agenda  and  will  in- 
crease its  presence  in  the  area  in  1995.  Public  relations 
activities,  formulated  by  the  Council  on  Public  Rela- 
tions and  MWW/Strategic  Communications  (MWW/ 
SC),  supplemented  the  efforts  of  MSNJ’s  1994 
legislative  agenda  in  Trenton  on  such  issues  as  tort 
reform  and  protecting  the  privacy  rights  of  physicians. 
What’s  more,  through  the  NEW  JERSEY  BREATHES 
project,  MSNJ  has  dramatically  stepped  up  its  efforts 
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to  eradicate  smoking  among  children  and  young  adults  1 8, 
and  other  susceptible  population  groups.  Additionally, 
efforts  on  other  topics,  such  as  publicly  supporting  , |a 
efforts  to  provide  pregnant  women  counseling  regard- 
ing HIV  testing  to  reduce  the  chance  of  transmitting  o 
the  disease  to  the  newborn,  displayed  MSNJ’s 
leadership  role  in  addressing  a tremendously  sensitive  p 
public  issue. 

Of  course,  the  prevalent  topic  for  1994,  and  for 
1995,  is  the  changing  health  system  environment  due 
to  the  growth  of  managed  care.  While  the  New  Jersey 
State  Department  of  Health  and  Commissioner  Len 
Fishman  continue  to  discuss  updating  the  guidelines 
that  regulate  HMOs  and  other  managed  care 
networks,  MSNJ  has,  and  will  continue,  to  speak  ag- 
gressively through  the  media  about  preserving  quality 
care  and  the  rights  of  patients. 

The  following  is  a review  of  the  highlights  and 
articles  of  the  topics  and  issues  for  which  MSNJ  re- 
ceived media  coverage  in  1994. 


Managed  Care 

The  New  York  Times:  “Blue  Cross  says  it  plans 
clinics  in  New  Jersey— insurer  would  provide  its  own 
managed  care.”  Front  page,  metro  section.  May  20, 
1994. 

Asbury  Park  Press:  “Insurer  to  open  health 
clinics.  Some  medical  experts  fear  that  Blue  Cross 
plan  could  put  profits  ahead  of  patient  care.”  May  20, 
1994. 

New  Jersey  Nens’ork:  “Inside  Trenton:  Interview 
with  Fred  M.  Palace,  MD.” 

The  Record:  “Universal  care  and  caution  by 
Fred  M.  Palace.”  Opinion  and  editorial.  May  22,  1994. 

The  Record:  “State  planning  to  rewrite 

managed  care  rule  book.”  Front  page,  June  29,  1994. 

Burlington  County  Times:  “HMO  rules  to  be 
revised.”  July  5,  1994. 

The  New  York  Times:  “Peace  talks  set  up  be- 
tween insurers  and  doctors.”  August  10,  1994. 

The  Star-Ledger:  “Key  doctor  group  calling  on 


state  for  HMO  regulations.”  Front  page,  October  1 1, 
1994. 

The  Times:  “Regulating  HMOs.”  Editorial,  Oc- 
tober 17,  1994. 

The  Express  Times:  “Task  force  to  diagnose 
quality  of  HMO  patients’  care.”  July  6,  1994. 

Quality  Care 

The  Courier  News:  “Will  insurers  of  patients 
decide  on  treatment?”  Opinion/editorial  by  Paul  A. 
Armstrong,  Esquire,  and  Neil  Weisfeld,  JD,  MSHyg, 
MSNJ,  director,  research,  education,  and  regulatory 
affairs. 

The  Star-Ledger:  “Insurer  limitation  on 

maternity  stay  is  reshaping  care.”  Front  page,  Sunday 
edition,  June  5,  1994. 

Gloucester  County  Times:  “NJ  enters  hospital 
stay  battle.”  July  5,  1994. 

Asbury  Park  Press:  “Maternity  misgivings— 
birthing  policies  are  posing  grave  questions.” 
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Editorial,  August  30,  1994. 

The  Times:  “Fed  up  with  insurers,  NJ  doctors 
form  own  HMO.”  July  3,  1994. 

Tort  Reform 

The  Record:  “It’s  a prescription  doctors  sup- 
port.” Opinion/editorial  by  Ismail  Kazem,  MD,  June 
8,  1994. 

Jersey  Journal:  “Whitman  lawyers  back  limit  on 
lawsuit  awards.”  September  15,  1994. 

Gloucester  County  Times:  “Find  a way  to  curtail 
our  lawsuit  madness.”  September  25,  1994. 

Physicians'  Rights 

WNET-TV  (PBS):  “HIV  infected  doctors  don’t 
have  to  tell  their  patients  if  they  have  AIDS.”  August 
19,  1994. 

The  Record:  “Protecting  privacy  at  work.” 
Feature  article,  August  8,  1994. 

The  Record:  “Trenton  must  do  more  to  stop 
dangerous  doctors.”  Editorial,  December  27,  1994. 

Tobacco  Control/NEW  JERSEY  BREATHES 

The  Star-Ledger:  “Senate  clears  tighter  restric- 
tions on  tobacco  use  by  or  near  minors.”  May  24,  1994. 

Today's  Sunbeam:  “Ethics  versus  profits  some 
pharmacists  pass  on  selling  smokes.”  August  18,  1994. 

New  Jersey  Network  TV:  “The  Robert  Wood 
Johnson  Foundation  Grant  Award.”  August  15,  1994. 

The  Star-Ledger:  “Rapping  about  smoking— ad 
creators  come  to  Perth  Amboy  for  ideas  from  stu- 
dents.” November  9,  1994. 

The  Record:  “Keeping  kids  off  nicotine.” 
Editorial,  November  17,  1994. 


Letters  to  the  Editor 

North  Jersey  Herald  & News:  “Violent  protests 
justly  restricted.”  By  Joseph  Fennelly,  MD,  June  23, 
1994. 

The  Record:  “Doctors  must  be  protected  from 
frivolous  charges.”  By  Vincent  A.  Maressa,  JD,  MSNJ, 
executive  director,  October  4,  1994. 

The  Times:  “Praises  ban  on  cigarette 

machines."  By  Fred  M.  Palace,  MD,  October  17,  1994. 

The  Star-Ledger:  “MD  clarified  the  AZT  story.” 
By  Fawrence  Frenkel,  MD.  December  10,  1994. 

The  Record:  “The  debate  over  TB  at  the  Pines.” 
By  John  Mudry,  MD,  July  14,  1994. 

Physician  Profiles 

North  Jersey  Herald  & News:  “Doctor  dedicated 
to  women's  health.”  Anthony  P.  Caggiano,  MD, 
September  26,  1994. 

Sunday  Courier  News:  “Plainfield  pediatrician 
wins  award  from  state  Society.”  Forraine  Faneuville 
Jones,  MD,  June  12,  1994. 

The  Star-Ledger:  “Medicine  still  holds  wonder 
for  longtime  doctor."  Fred  M.  Palace,  May  29,  1994. 

Public  Health  Initiatives 

The  Press  of  Atlantic  City:  "Disabilities  group 
pushes  $160  M bond  issue.”  October  12,  1994. 

Nutley  Sun:  “Public  invited  to  health  fair  at 
NHS.”  September  15,  1994. 

Asbury  Park  Press:  “Tax  refunds  may  aid  breast 
cancer  fight.”  September  30,  1994. 

The  Star-Ledger:  “Caring  for  children."  Nov- 
ember 5,  1994. 

The  Record:  “Doctors  question  flu  vaccina- 
tions.” November  4,  1994. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Council  on  Legislation 
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Bessie  M.  Sullivan,  MD,  Chair  ! « 

Reference  Committee  D 


This  report  presents  a summary  of  the  status  of 
legislative  measures  of  the  first  half  of  the  206th 
Legislature.  The  Council  on  Legislation  met  three 
times  since  the  compilation  of  its  previous  annual 
report  and  supplemental  report  #1. 

The  Medical  Society  of  New  Jersey  (MSNJ)  has 
adopted  the  following  regular  range  of  official  posi- 
tions concerning  proposed  legislation: 

Active  support:  Support  for  the  measure. 

Active  opposition:  Opposition  for  the  measure. 
Support  with  amendment:  To  indicate  that  the  ap- 
proval of  MSNJ  is  subject  to  the  revision  of  the 
specified  unsatisfactory  elements  of  the  bill. 

No  position:  Considered,  but  not  regarded  as 
significant  or  relevant  to  the  proper  interest  of  MSNJ. 

Refer:  Requiring  input  from  any  of  MSNJ  coun- 
cils and  committees  and  New  Jersey  specialty  societies 
before  consideration  by  the  Council  on  Legislation. 

The  Council  on  Legislation  developed  a 
mechanism  to  accelerate  communications  between  the 
Board  of  Trustees  and  the  Council  on  Legislation.  The 
following  process  will  be  used  when  a response  to  the 
Board  of  Trustees  is  needed  prior  to  a meeting  of  the 
Council  on  Legislation: 

1.  An  Executive  Subcommittee  of  the  Council 
on  Legislation  will  be  established. 

2.  The  Executive  Subcommittee  will  com- 
municate via  teleconferencing. 

3.  The  Executive  Subcommittee  will  consist  of 
six  members  to  be  designated  by  the  chair. 

4.  The  teleconferencing  or  presence  of  three 
members  of  the  Executive  Subcommittee  constitutes 
a quorum. 

5.  All  members  of  the  Council  on  Legislation 
will  be  informed  via  FAX  of  any  emergency  com- 
munications so  that  they  in  turn  may  communicate 
with  the  designated  Executive  Subcommittee. 

The  Council  on  Legislation  continues  to  invite 
those  individuals  directly  associated  with  MSNJ,  i.e. 
representatives  from  MSNJ  councils  and  committees, 
New  Jersey  specialty  societies,  MSNJ  Auxiliary 
members.  New  Jersey  Society  of  Medical  Assistants, 
and  the  New  Jersey  Medical  Group  Management  As- 
sociation to  all  Council  on  Legislation  meetings. 


The  following  is  a list  of  bills  of  the  1994-1995 
Legislature  that  were  reviewed  after  the  meeting  of 
the  1994  House  of  Delegates.  The  positions  noted 
were  approved  by  the  Board  of  Trustees  as  recom- 
mended by  the  Council  on  Legislation. 

The  bills  are  separated  into  the  subjects  of  I 
health  care  reform,  insurance,  tort  reform,  and  public 
health  and  related  issues  are  further  categorized  as 
Active  or  Bills  of  Interest.  This  distinction  was  made 
to  prioritize  legislative  issues. 

The  following  is  a brief  description  of  each  of 
the  bills  listed  in  the  Table: 

Health  Care  Reform 

S-1350— Designated  the  “Health  Maintenance 
Organization  Act  of  1994.”  This  bill  regulates  the 
establishment  and  operation  of  HMOs  and  repeals  the 
current  “Health  Maintenance  Organizations  Act.”  Ac- 
tive support. 

S-1402— Exempts  certain  health  care  coopera- 
tive ventures  from  certain  antitrust  prohibitions.  Ac- 
tive support. 

S-1404— Establishes  Statewide  Independent 
Managed  Care  Appeals  Panel  in  DOH.  Active  sup- 
port. 

S-1414— Provides  open  enrollment  period  to 
hospitals  wishing  to  join  network  established  by  health 
insurer  and  prohibits  health  insurer  from  denying 
provider  participation  if  provider  meets  the  terms  of 
contract.  Active  support. 

S-1499— Exempts  teaching  hospitals  and 
hospitals  of  significant  size  from  certificate  of  need 
requirement  for  cardiac  catheterization  services.  Ac- 
tive support. 

SCR-69/ACR-82— Memorializes  Congress  to 
include  its  members  and  employees  in  whatever  na- 
tional health  care  legislation  it  passes  in  1994  or  there- 
after. Active  support. 

A-2224— Requires  health  insurers  to  provide  48 
hours  inpatient  care  following  delivery  for  mother  and 
newly  born  child  in  licensed  health  care  facility.  Active 
support. 
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A-2251  — Establishes  certain  standards  for 
medical  savings  accounts  and  allows  for  a deduction 
from  gross  income  for  income  deposited  in  or  received 
as  interest,  dividends,  or  gain  on  such  accounts  under 
certain  circumstances.  Active  support. 

S-698— Provides  psychologists  privileges  at 
hospitals.  Active  opposition. 

S-883/A-1578— Prohibits  health  care  providers 
from  referring  patients  to  health  care  services  in  which 
they  have  a financial  interest.  Active  opposition. 

SCR-48— Establishes  “New  Jersey  Legislative 
Commission  on  Health  Care  Financing.”  Active  op- 
position. 

A-603  — Regulates  utilization  review  organiza- 
tions and  independent  medical  examiners.  Active  op- 
position. 

A-1587  — Requires  commissioner  of  health  be  a 
physician  or  registered  professional  nurse.  Active  op- 
position. 

S-702  — Requires  hospitals  to  disclose  financial 
relationships  with  for-profit  subsidiaries  and  report 
monies  received  from  private  nonprofit  entities.  Bills 
of  interest. 

S- 1449/A- 1885— “Life  and  Health  Insurance 
and  Health  Maintenance  Organization  Form  De- 
regulation Act.”  Bills  of  interest. 

A-2003  — Prohibits  HMOs  from  denying 

provider  participation  to  orthotists  and  prosthetists 
willing  to  meet  the  terms  of  contract.  Bill  of  interest. 

AR-79  — Memorializes  U.S.  Congress  to  oppose 
reduction  of  Medicare  reimbursements  to  hospitals  as 
part  of  national  health  care  reform.  Bill  of  interest. 

Insurance 

S-354/A-206— Increases  fees  for  medical  wit- 
nesses in  workers’  compensation  cases.  Active  support. 

S-494  — Provides  for  continuation  of  certain 
small  employer  health  benefits  plans.  Active  support. 

S-689— Permits  certain  small  groups  to  com- 
bine for  purpose  of  self-insuring  or  purchasing  tradi- 
tional insurance  for  health  benefits.  Active  support. 

S-866/A-2452  — Expands  eligibility  to  purchase 
small  employer  health  insurance.  Active  support. 

S-1014/A-2130— Mandates  health  insurance 
benefits  for  childhood  immunization  and  screening 
and  treatment  of  lead  poisoning.  Active  support. 

S-1277  — Adds  two  insurance  producers  to  New 
Jersey  Individual  Health  Coverage  Program  board  of 
directors.  Active  support. 

S-1358/A-1969  — Prohibits  insurers  from  deny- 


ing health  benefits  to  victims  of  domestic  violence. 

Active  support. 

S-1566/A-2231  — Requires  insurers  to  provide 
coverage  for  Papanicolaou  smears.  Active  support. 

A-1754— Concerns  coverage  for  workers’  com- 
pensation medical  treatment.  Active  support. 

A-1830  — Directs  commissioner  of  insurance  to 
establish  standardized  claim  forms  to  be  used  with  all 
health  insurers.  Active  support. 

S-268  — Provides  that  licensed  clinical  social 
workers  are  eligible  for  reimbursement  under  certain 
health  insurance  policies.  Active  opposition. 

S-700/A-2161 —Allows  municipality  to  impose 
fee  on  hospital  user.  Active  opposition. 

A-I806  — Requires  health  insurers  to  provide 
coverage  for  bone  density  tests  in  connection  with 
diagnosis  or  treatment  of  osteoporosis.  Active  opposi- 
tion. 

S-569  — Increases  membership  of  New  Jersey 
Small  Employer  Health  Benefits  Program  Board  of 
Directors.  Support  with  amendment,  that  a practicing 
physician  be  appointed  to  the  New  Jersey  Small 
Employer  Health  Benefits  Program  Board  of  Direc- 
tors. 

S-641— Adds  three  insurance  producers  and 
one  small  employer  representative  to  New  Jersey 
Small  Employer  Health  Benefits  Program  Board  of 
Directors.  Support  with  amendment,  that  a practicing 
physician  be  appointed  to  the  New  Jersey  Small 
Employer  Health  Benefits  Program  Board  of  Direc- 
tors. 

S-768— Requires  clinical  laboratories  to  dis- 
close fees  to  third-party  payers.  Support  with  amend- 
ment, to  include  the  disclosure  of  fees  to  providers 
and  patients. 

S-1320/A-1997  — Requires  health  insurers  to 
offer  to  provide  benefits  for  treatment  of  cancer  by 
dose-intensive  chemotherapy/autologous  bone  marrow 
transplants  or  stem  cell  transplants  under  certain  con- 
ditions. Support  with  amendment,  to  include  recogni- 
tion of  medically  appropriate  indications  for  bone 
marrow  transplantation,  and  create  a panel  to  review 
decisions,  with  qualified  physicians  and  other  com- 
munity members,  to  review  cases  not  specifically  iden- 
tified in  the  bill. 

A-l  175  — Increases  PAAD  income  eligibility 
limits  by  amount  of  Social  Security  cost-of-living  in- 
crease, requires  use  of  interchangeable  drug  products, 
and  reduces  copayment.  Support  with  amendment,  to 
delete  the  requirement  that  a generically  equivalent 
drug  be  substituted,  when  available. 
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Bills  of  Interest 

S-613  — Provides  PERS  accidental  disability  re- 
tirement to  members  permanently  and  totally  disabled 
as  a result  of  fall  aggravated  by  a pre-existing  medical 
condition. 

S-703— Authorizes  commissioner  of  human 
services  to  annually  revise  copayment  in  PAAD  pro- 
gram if  necessary. 

S-754/A-2050— Eliminates  reimbursements  by 
designated  municipalities  for  inpatient  hospitalization 
costs  for  general  assistance  recipients. 

S-948— Requires  coverage  for  home  treatment 
of  hemophilia  under  certain  individual  health  benefits 
plans. 

S-960  — Requires  health  insurers  to  cover  Lyme 
disease. 

S-964— Extends  eligibility  for  PAAD  to 
persons  disabled  under  certain  federal  programs. 

S- 1098/A- 1326  — Exempts  medical  transcrip- 
tionist  from  the  “unemployment  compensation  law.” 

A-1037— Provides  tax  credit  for  certain  corpor- 
ate taxpayers  that  provide  health  care  benefits  to 
employees. 

A-1038  — Provides  gross  income  tax  credit  for 
certain  small  business  employers  that  provide  health 
care  benefits  to  employees. 

A-1397  — Concerns  use  and  disclosure  of  cer- 
tain medical  records  information  by  insurers  and 
employers. 

A-1471  — Reduces  PAAD  copayment  for  cer- 
tain persons. 

A-1515— Concerns  applicability  of  coinsurance 
and  deductibles  under  individual  health  benefits  plans. 

A-1600— “Free  Market  Automobile  Insurance 

Act.” 

A-1632  — Permits  choice  of  provider  for  treat- 
ment of  diseases  and  conditions  covered  under  small 
employer  health  benefits  plans. 


A-1758— Requires  health  insurers  and  HMOs 
to  pay  for  aesthetic  rehabilitation  services. 

A-1783  — Requires  health  insurance  coverage 
for  liver  transplants  and  intestine  transplants. 

A-1794  — Excludes  certain  nursing  services  from 
unemployment  compensation  and  temporary  disability 
insurance  contributions. 

A-2122  — Prohibits  Medicaid  reimbursement 
for  fertility  services,  procedures,  or  drugs. 

Tort  Reform 

S-290/S-764— Provides  exclusion  from  strict 
liability  for  product  sellers  in  product  liability  actions. 

Active  support. 

S-765  — Eliminates  joint  and  several  liability; 
allows  recovery  of  attorney  fees  and  costs  in 
negligence  and  strict  liability  actions.  Active  support. 

S-1338  — Provides  civil  immunity  for  certain 
hospital  workers.  Active  support. 

S-1406— Expands  ability  of  the  court  to  order 
payment  of  attorney  fees  and  costs  by  parties  who  file 
frivolous  lawsuits.  Active  support. 

S-1493  — Requires  affidavit  for  malpractice  ac- 
tions by  a neutral  licensed  person  showing  that  treat- 
ment was  unacceptable.  Active  support. 

S-1495  — Provides  exclusion  from  strict  liability 
for  product  sellers  in  product  liability  actions.  Active 
support. 

S-1496  — Establishes  standards  for  the  awarding 
of  punitive  damages  in  civil  cases.  Active  support. 

S-1497  — Concerns  the  liability  of  certain  health 
care  providers  for  harm  caused  by  certain  medical 
devices.  Active  support. 

A-999  — Provides  exclusion  from  strict  liability 
for  product  sellers  in  product  liability  actions.  Active 
support. 

A-1573  — Changes  standard  of  proof  for  dis- 


Table.  MSNJ  positions 

on  legislation. 

Active  Bills: 

Active  Bills: 

Active  Bills: 

Support  w/ 

Category 

Active  Support 

Active  Opposition 

Amendment 

Bills  of  Jnterest 

Health  Care 

S- 1350 

S-698 

S-702 

Reform 

S- 1402 

S-883/A-1578 

S- 1449/A- 1885 

S-1404 

SCR-48 

A-2003 

S- 1414 

A-603 

AR-79 

S- 1499 

SCR-69/ACR-82 

A-2224 

A-2251 

A-1587 

' f 


Category 

Insurance 


Tort  Reform 


Public  Health 
Related  Issues 


* Enacted 


Active  Bills: 

Active  Bills: 

Active  Bills: 

Support  w / 

Active  Support 

Active  Opposition 

Amendment 

Bills  of  Interest 

S-354/A-206 

S-268 

S-569 

S-613 

S-494 

S-700/A-2161 

S-641* 

S-703 

S-689 

A- 1806 

S-768 

S-754/A-2050 

S-866/A-2452* 

S- 1320/A- 1997 

S-948 

S-1014/A-2130 

A-1175 

S-960 

S- 1 277 

S-964 

S- 1358/A- 1969 

S- 1098/A- 1326 

S-1566/A-2231 

A- 1037 

A- 1754 

A- 1038 

A-1830 

A-1397 

A- 1471 

A- 1515 

A- 1600 

A- 1632 

A- 1758 

A- 1783 

A- 1794 

A-2122 

S-290/S-764 

A-803 

S-1409 

S-424 

S-765 

S-1494 

S-1476/A-2286 

S- 1338 

SJR-26 

S-1406 

A- 1331 

S-1493 

A- 1485 

S-1495 

S-1496 

S-1497 

A-999 

A-1573 

S-287/A-1519 

S-649/A-1437 

S-270/A-818 

S-406/A-2079 

S-56 1/A- 1621 

S-75 1/A- 1410 

S-673 

S-543 

S-701 

S-985 

S-699 

S-758 

S-807/A-1499* 

S-1013/A-920 

S-859/A-1791 

S-924 

S-847 

S-1015/A-641 

A- 1669 

S-987 

S-867 

S- 1079/A- 1756 

S-988 

S-895 

S-1206 

S-1094/A-686 

S-9 14/A- 1359 

S- 1237/A- 1747 

S- 1293/A- 1985 

S-941 

S-1407 

S-1408 

S-1016 

SCR-72/ACR-80 

S-1482/A-88 

S- 1 186 

A-417 

S- 1 55  l/A-23 12 

S-1217/A-1602* 

A- 13 15 

S- 1563/A- 1701* 

S-1278/A-1982 

A- 1683 

SR-19/AR-24 

S-1281 

A-1717 

A-626 

S- 1333/A- 1860 

A- 1784 

A-1148 

S-1394 

A-1426 

S- 15 74/A- 1480 

A- 1440 

S-1792/A-932 

A-1457 

SR-45 

A-2118 

A-308 

A-2129 

A-758 

A-2142 

A-1182 

A-2212 

A- 1274 

AJR-34 

A- 1726 

AR-87 

A-1836 

A- 1841 

A-2004 

Tr  67 


cipl inary  proceedings  against  physicians,  podiatrists, 
and  dentists.  Active  support. 

A-803  — Suspends  professional,  occupational,  or 
business  licenses,  certificate,  registration,  or  permit 
upon  conviction  for  a drug  offense.  Active  opposition. 

S-1409—  Requires  certain  physicians  to  obtain 
medical  malpractice  insurance  or  letter  of  credit.  Sup- 
port with  amendment,  to  combine  S-1409  with  S-1494, 
a bill  that  eliminates  certain  joint  and  several  liability. 

S-1494— Eliminates  certain  joint  and  several 
liability.  Support  with  amendment,  to  combine  S-1494 
with  S-1409,  a bill  that  requires  certain  physicians  to 
obtain  medical  malpractice  insurance  or  letter  of 
credit. 

Bills  of  Interest 

S-424— Provides  that  contingent  fee  arrange- 
ment in  negligence  actions  are  void  as  against  public 
policy  and  unenforceable. 

S-1476/A-2286— Revives  certain  civil  actions 
barred  by  the  statute  of  limitations. 

SJR-26— Creates  a Tort  Liability  Study  Com- 
mission. 

1 

< A-1331  — Limits  accountants’  liability  to  third 

2 parties. 

A-1485  — Provides  that  the  losing  party  in  a civil 
action  pays  the  winning  party’s  attorney  fees. 

Public  Health  and  Related  Issues 

S-287/A-1519— Prohibits  smoking  in  shopping 
malls  with  certain  exceptions.  Active  support. 

S-561/A-1621  — Exempts  cardiac  catheterization 
services  from  certificate  of  need  requirement.  Active 

support. 

S-701  — Exempts  home  infusion  therapy  from 
restrictions  on  referral  of  patients.  Active  support. 

S-807/A-1499— Establishes  criminal  penalties 
for  the  breaking  and  entering  or  physical  disturbance 
of  a research  facility.  Active  support. 

S-847  — Modifies  reporting  duties  of  physicians 
and  driver  licensing  requirements  for  persons  with 
certain  neurological  disorders.  Active  support. 

S-867— Classifies  interference  with  access  to  a 
health  care  facility  or  physician’s  office  as  a disorderly 
persons  offense.  Active  support. 

S-895  — Establishes  Domestic  Violence  Re- 
source Centers;  appropriates  $3,000,000.  Active  sup- 
port. 

S-914/A-1359— Authorizes  municipalities  to 


enact  ordinances  restricting  the  placement  of  tobacco 
vending  machines.  Active  support. 

S-941 — Provides  criminal  and  civil  penalties  for 
blocking  access  to  certain  health  care  facilities  in  cer- 
tain circumstances.  Active  support. 

S-1016— Prohibits  certain  tobacco-related 
promotions.  Active  support. 

S-l  186— Authorizes  Public  Health  Council  to 
regulate  sale  of  tobacco  products  to  minors,  increases 
licensing  fee  for  retail  tobacco  dealers  and  vending 
machines,  and  dedicates  revenues  to  local  enforce- 
ment. Active  support. 

S-1217/A-1602  — Requires  victim  notification  in 
domestic  violence  matters  under  certain  circum- 
stances; allows  psychiatric  examinations  of  defendants 
in  domestic  violence  matters.  Active  support. 

S-1278/A-1982  — Permits  a corporation  business 
tax  credit  for  health  care  providers  who  purchase 
handicapped-accessible  patient  examination  tables  to 
comply  with  requirements  of  federal  law.  Active  sup- 
port. 

S-1281  — Establishes  a Human  Tissue  and 
Human  Organ  Transplant  Advisory  Council.  Active 
support. 

S-l  333/A- 1860  — Provides  for  the  creation  of 
limited  liability  partnerships.  Active  support. 

S-1394— Creates  Graduate  and  Undergraduate 
Medical  and  Health  Professions  Education  Study 
Commission.  Active  support. 

S-1574/A-1480  — Permits  police  and  firefighters 
to  perform  cardiac  defibrillation.  Active  support. 

S-1792/A-932  — Requires  public  hearings  and 
study  prior  to  closing  of  state  psychiatric  hospital. 
Active  support. 

SR-45  — Urges  state  medical  examiner  to  adopt 
regulations  to  accommodate  needs  of  parents  who 
wish  to  donate  their  child’s  organs.  Active  support. 

A-308— Authorizes  drug  testing  for  school  bus 
drivers.  Active  support. 

A-758— Establishes  a domestic  violence  central 
registry;  appropriates  $90,000.  Active  support. 

A-l  182  — Restores  certificate  of  need  appli- 
cation fees  to  pre-July  1,  1991,  levels.  Active  support. 

A-1274— Exempts  hospital  basic  primary  care 
services  from  the  certificate  of  need  requirement.  Ac- 
tive support. 

A-1726  — Requires  nurses  and  home  health 
aides  to  be  tested  annually  for  tuberculosis.  Active 
support. 

A-1836  — Provides  time  limits  and  requires 
notification  of  certain  investigations  conducted  by  cer- 
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tain  professional  and  occupational  boards.  Active  sup- 
port. 

A-1841 —Authorizes  the  Public  Health  Council 
to  regulate  sanitary  conditions  in  tattoo  parlors.  Active 

support. 

A-2004— Extends  requirement  to  complete  an 

I approved  boat  safety  course  to  persons  born  on  or 
after  January  1,  1979,  and  persons  found  guilty  of 
operating  a power  vessel  under  the  influence  of  intox- 
icating  liquors  or  drugs.  Active  support. 

S-649/A-1437— Requires  public  school  health 
services  to  be  provided  by  a certified  school  nurse. 
Active  opposition. 

S-751/A-1410  — Requires  health  care  workers 
infected  with  HIV  or  hepatitis  B virus  to  obtain  in- 
formed consent  from  their  patients  before  performing 
exposure-prone  procedures.  Active  opposition. 

S-985  — Changes  prescription  forms  to  facilitate 
use  of  generic  drugs.  Active  opposition. 

S-1013/A-920- Appropriates  $100,000  to  DOH 
for  cancer  registry  and  $1,085,000  for  grant  to  breast 
cancer  program  at  Cancer  Institute  of  New  Jersey. 
Active  opposition. 

S-1015/A-641 — Exempts  physical  and  occupa- 
tional therapists  from  the  provisions  of  the  “Orthotist 
and  Prosthetist  Licensing  Act."  Active  opposition. 

S-1079/A-1756— The  “Nutritionist  Licensing 
Act";  provides  for  the  regulation  of  the  practice  of 
nutrition  and  establishes  licensure  standards  for  nutri- 
tionists. Active  opposition. 

S-1206—  Permits  chiropractor  to  certify  person 
as  handicapped  for  purposes  of  handicapped  parking. 
Active  opposition. 

S- 1 237/A- 1747  — Permits  licensed  psychologists 
to  perform  competency  evaluations  in  criminal  cases. 

Active  opposition. 

S- 1407  — Provides  for  use  of  certain  health  care 
facilities  and  appropriate  privileges  for  licensed  op- 
tometrists. Active  opposition. 

SCR-72/ACR-80— Determines  that  DLPS  re- 
gulation regarding  autopsies  by  the  state  medical  ex- 
aminer is  inconsistent  with  legislative  intent.  Active 
opposition. 

A-417  — Establishes  a lupus  erythematosus  re- 
gistry in  DOH.  Active  opposition. 

A- 13 1 5 — Prohibits  condom  distribution  in  state 
institutions.  Active  opposition. 

A-1683  — Prohibits  prescribing  or  dispensing  of 
prescription  drugs  that  have  not  been  approved  by 
FDA  or  DOH.  Active  opposition. 

A-1717  — Requires  all  prescriptions  be  on 


nonreproducible  and  non-erasable  paper  and  amends 
criminal  code  on  forgery  and  theft  of  prescriptions. 

Active  opposition. 

A-1784  — Establishes  the  “Practicing  Marriage 
and  Family  Therapy  Act";  updates  law  governing  mar- 
riage counselors.  Active  opposition. 

S-270/A-818— Establishes  the  “Alcohol  and 
Drug  Counselor  Licensing  Act,”  appropriates  $95,000. 
Support  with  amendment,  that  a requirement  be 
added  of  at  least  a bachelor's  degree  for  licensure. 

S-673  — Extends  requirement  to  complete  an 
approved  boat  safety  course  to  persons  21  years  of 
age  or  younger  and  persons  found  guilty  of  operating 
a power  vessel  under  the  influence  of  intoxicating 
liquors  or  drugs.  Support  with  amendment,  to  require 
that  all  persons  operating  a power  vessel  on  the  tidal 
or  nontidal  waters  complete  a boat  safety  course. 

S-699— Allows  a blood  donor  to  direct  his 
blood  to  a specific  recipient.  Support  with  amend- 
ment, to  require  that  a blood  donor's  consent  be 
obtained  before  a designated  donation  is  redirected 
to  a different  person. 

S-859/A-1791 — Permits  physicians  to  dispense 
up  to  a ten-day  supply  of  drugs  and  increases  allow- 
able administrative  costs.  Support  with  amendment, 
that  the  limitation  on  administrative  costs  be  deleted. 

A- 1669— Requires  testing  pregnant  women  for 
HIV.  Support  with  amendment,  that  if  the  state 
laboratory  performs  the  test,  a nominal  fee  would  be 
charged;  a person  should  not  be  denied  prenatal  care 
if  not  tested;  and  confidentially  rules  should  apply  and 
fines  should  be  issued  just  like  in  any  other  case. 

Bills  of  Interest 

S-406/A-2079— Establishes  the  Children's  Im- 
munization and  Lead  Screening  Program  in  DOH  and 
appropriates  $6  million. 

S-543  — Permits  manicurists  to  remove 
superfluous  hair. 

S-758  — Establishes  “Americans  with  Dis- 
abilities Act  Compliance  Fund"  in  DHS. 

S-924— Allows  for  the  denial,  suspension,  or 
revocation  of  driver’s  or  professional  license  for  non- 
payment of  child  support. 

S-987  — Revises  titles  and  duties  of  certain  local 
health  officers. 

S-988— Authorizes  commissioner  of  DHS  to 
designate  general  hospital  psychiatric  units  for  treat- 
ment of  involuntarily  committed  persons. 

S-1094/A-686— Provides  criminal  and  civil 
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penalties  for  blocking  access  to  passages,  building, 
facilities,  lawful  meetings,  processions,  gatherings,  and 
other  lawful  activities. 

S-1293/A-1985  — Requires  public  school  sex 
education  and  AIDS  education  programs  to  stress 
abstinence. 

S-14-8— Requires  physicians  to  report  out-of- 
state  licensure  disciplinary  actions  to  state  Board  of 
Medical  Examiners. 

S-1482/A-88  — Designated  the  “Health  Care 
Temporary  Services  Agency  Licensure  Act.” 

S-1551/A-23I2  — Creates  supportive  housing 
program  and  fund  to  assist  certain  persons  with  HIV 
or  AIDS;  appropriates  $2  million. 

S-I563/A-1701  — Establishes  the  New  Jersey 
Breast  Cancer  Research  Fund,  and  provides  for  a tax 
return  checkoff  for  donations  to  the  fund. 

SR-19/AR-24— Urges  FDA  to  lift  ban  on  RU 
486  and  approve  its  use  in  this  country. 

A-626— Establishes  the  Professional,  Occupa- 
tional and  Trades  Licensing  Review  Commission. 

A-l  148  — Prohibits  surrogate  parenting  agree- 
ments for  consideration  as  a crime  of  the  third  degree. 

A-1426— Eliminates  age  restrictions  on  blood 
donors. 

A-1440— Creates  the  Consolidated  State 
Laboratory. 

A-1457— Requires  certificate  of  need  for  trans- 
fer of  ownership  interest  in  a hospital  by  change  in 
membership  of  corporation. 

A-21 18  — Permits  a physician  to  prescribe  con- 


trolled drugs  in  any  quantity  when  medically  indicated 
for  pain  in  patients  with  terminal  illness  or  chronic 
disorders. 

A-2129— Directs  DHS  to  establish  certification 
system  for  certain  providers  of  sex  offender  treatment. 

A-2142  — Creates  the  offense  of  murder  of  a 

fetus. 

A-2212  — Establishes  Division  of  Consumer  Af- 
fairs as  enforcement  authority  over  fraudulent 
academic  degrees.  I 

AJR-34— Directs  commissioner  of  health  to  ap-  t 
prove  certificate  of  need  to  enable  Saddle  Brook 
Hospital  to  operate  acute  care  facility. 

AR-87— Memorializes  Congress  to  enact 
OSHA  reform  legislation. 

Of  the  bills  reported  to  the  House  of  Delegates 
from  the  First  Session  of  the  206th  Legislature,  the 
following  were  signed  into  law: 

S-419/A-1371  — Revises  definition  of  hospital 
revenue  cap  during  transition  year  in  Health  Care 
Reform  Act  of  1992.  Active  support. 

A-635— Makes  various  changes  to  the  New 
Jersey  Small  Employer  Health  Benefits  Program.  Sup- 
port with  amendment. 

S-188/A-1785— Designated  the  New  Jersey 
Task  Force  on  Child  Abuse  and  Neglect  Act.  Support 
with  amendment. 

S-459/A-270  — Clarifies  hospital  patient’s  right 
to  choose  private  duty  nursing.  Support  with  amend- 
ment. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Council  on  Legislation 
Supplemental  Report  # 1 


Bessie  M.  Sullivan,  MD,  Chair 

Reference  Committee  D 


At  12  o'clock  noon,  Tuesday,  January  10,  1995,  the 
Senate  and  General  Assembly  met  for  organiza- 
tion of  the  Second  Annual  Session  of  the  206th  New 
Jersey  State  Legislature.  As  the  Legislature  presently 
is  constituted,  the  Senate  has  a total  of  40  members 
consisting  of  24  Republicans  and  16  Democrats.  The 
Assembly  has  a total  of  80  members  consisting  of  52 
Republicans  and  28  Democrats. 

Current  Legislation 

The  Council  on  Legislation  offers  Supplemen- 
tal Report  #1  covering  items  dealt  with  since  the 
compilation  of  its  Annual  Report.  The  positions  noted 
were  approved  by  the  Board  of  Trustees  as  recom- 
mended by  the  Council  on  Legislation. 

The  bills  are  separated  into  the  subjects  of 
health  care  reform,  insurance,  tort  reform,  and  public 
health  and  related  issues  and  are  further  categorized 
as  Active  or  Bills  of  Interest.  This  distinction  was  made 
to  prioritize  legislative  issues. 

The  following  is  a brief  description  of  each  of 
the  bills  listed  in  the  Table: 

Health  Care  Reform 

S-1698/A-2396  — Permits  school  to  accept  re- 
sults of  physical  examination  of  pupils  by  a nurse 
practitioner/clinical  nurse  specialist.  Active  opposition. 

Bills  of  Interest 

S-1750/A-2402— The  "Veterans  Alternative 
Health  Care  Assessment  and  Demonstration  Act." 

A-2258  — Requires  health  care  facilities  to 
provide  copy  of  bill  to  patients. 

Insurance 

S-1669  — Allows  insureds  to  assign  health  and 
dental  benefits  to  providers  of  choice.  Active  support. 

S-l 738  — Requires  health  insurers  to  disclose 
how  they  establish  usual,  customary,  and  reasonable 
fees  for  health  care  providers.  Active  support. 


A-2536— Prohibits  HMO  from  limiting  a 
female  enrollee’s  direct  access  to  an  obstetrician/ 
gynecologist. 

S-986  — Requires  health  insurers  to  provide 
benefits  for  treatment  of  mental  illness  and  establishes 
minimum  benefit  levels.  Support  with  amendment, 
that  minimum  benefits  for  all  insurance  coverage  writ- 
ten in  the  state  not  become  the  standard  or  ceiling 
for  benefits. 

A-2265 — Includes  mental  health  expenses 
under  lifetime  limit  for  major  medical  expenses  in 
state  health  benefits  program.  Support  with  amend- 
ment, to  pertain  to  all  health  carriers  and  not  just  the 
state  health  benefits  program. 

A-2500— Establishes  the  Mandated  Health 
Benefits  Advisory  Commission.  Support  with  amend- 
ment, to  include  four  physician  members  from  MSNJ 
on  the  commission. 

Bills  of  Interest 

S-1364  and  1613  — Permits  automobile  insurers 
to  offer  PIP  medical  expense  benefits  through  op- 
tional managed  care  arrangements. 

S-l 592  — Requires  HMOs  to  permit  enrollees 
to  continue  to  be  treated  by  a physician  no  longer 
employed  by  or  under  contract  with  the  HMO  under 
certain  circumstances. 

A-2350— Specifies  percent  of  gross  income  that 
HMOs  must  use  for  direct  provision  of  health  care 
services  to  enrollees. 

Tort  Reform 

S-l 714/A-23 11  — Provides  immunity  for  volun- 
teer licensed  health  care  professionals  and  free  stand- 
ing clinics  and  creates  volunteer  physician  license. 

Active  support. 

Public  Health  and  Related  Issues 

S-1200/A-2234— Requires  DHS  license  com- 
munity mental  health  agencies.  Active  support. 
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Table.  MSNJ  positions 

on  legislation. 

Active  Bills: 

Active  Bills: 

Active  Bills: 

Support  w/ 

Category 

Active  Support 

Active  Opposition 

Amendment 

Bills  of  Interest 

Health  Care 

S-1698/A-2396 

S-1750/A-2402 

Reform 

A-2258 

Insurance 

S-1669 

S-986 

S-1364  and  1613 

S-1738 

A-2265 

S-1592 

A-2536 

A-2500 

A-2350 

Tort  Reform 

S-1714/A-231 1 

Public  Health  and 

S-1200/A-2234 

S-1346 

S-1344 

S-935/A-2071 

Related  Issues 

S-1355/A-2046 

S-1517 

S-1465 

S- 14 15 

S-1478 

S-1612/A-2211 

S- 1469/A- 1691 

S-1530 

S-1719/A-2399 

A-2134 

A-2036 

S-1602 

A-1530 

A-2446 

A-2221 

S-1605 

A-2014 

A-2472 

S-1611 

A-2474 

S- 1 761 

A-2487 

A-2299 

A-2304 

A-2316 

A-2482 

A-2495 

A-2507 

A-2517 

S-1355/A-2046— Designated  the  “Clean  Indoor 
Air  Act.”  Active  support. 

S-1478— Prohibits  sale  of  tobacco  at  State 
Capitol  complex.  Active  support. 

S-1719/A-2399— Requires  skateboarders  and 
roller  skaters  to  wear  helmets  and  personal  protection 
equipment.  Active  support. 

A-1530— Establishes  notification  procedures 
for  civil  commitment  of  certain  individuals.  Active 
support. 

A-2014— Requires  DOH  to  prepare  an  in- 
formation booklet  for  HIV-infected  pregnant  women 
on  benefits  of  taking  AZT;  appropriates  $50,000.  Ac- 
tive support. 

S-1346— Creates  presumption  that  HIV  infec- 
tion of  health  care  workers  is  job  related.  Active  op- 
position. 

S-1517— Requires  DMV  be  notified  of  licensed 
drivers  participating  in  any  needle  exchange  program. 

Active  opposition. 

S-1612/A-221 1 —Amends  “Uniform 
Anatomical  Gift  Act”  to  increase  human  body  part 
donation.  Active  opposition. 

A-2134— Requires  disclosure  of  certain  prison 
guards  of  AIDS  status  of  inmates.  Active  opposition. 

A-2446— Deletes  requirement  for  mandatory 
reporting  of  identifying  information  about  diagnosed 


cases  of  AIDS  and  HIV  infection.  Active  opposition. 

A-2472  — Requires  physicians  who  have  no 
hospital  privileges  to  pay  surcharge  to  state  Board  of 
Medical  Examiners  (BME)  to  cover  cost  of  inspecting 
their  offices.  Active  opposition. 

A-2474— Requires  BME  to  provide  toll-free 
telephone  service  and  easy-to-read  complaint  form 
regarding  health  care  practitioners.  Active  opposition. 

A-2487  — Permits  pharmacists  to  change 
prescription  dosage  forms.  Active  opposition. 

S-1344— Requires  all  children  attending 
preschools  and  child  care  centers  to  be  immunized. 
Support  with  amendment,  to  encourage  parents  to 
obtain  more  than  one  immunization  and  to  conform 
to  current  sanitary  codes  for  elementary  children. 

S-1465— Prohibits  sale  of  tobacco  products  in 
vending  machines  with  certain  exceptions.  Support 
with  amendment,  to  remove  the  exemptions  for  the 
placement  of  tobacco  product  vending  machines  inside 
private  social  clubs  for  adults,  tobacco  shops,  and  bars 
including  bar  areas  of  restaurants,  casinos,  and  liquor 
stores. 

S-1469/A-1691  — Requires  adults  and  juveniles 
to  be  tested  for  AIDS  and  HIV  infection  under  cir- 
cumstances involving  the  commission  of  certain  crimi- 
nal offenses  or  acts.  Support  with  amendment,  those 
instances  where  a police  officer  has  been  struck  with 
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a hypodermic  needle  or  other  sharp  implement  or 
exposed  to  blood  or  blood-tinged  body  secretions 
should  allow  for  testing;  however,  other  bodily  fluids 
should  be  deleted  since  there  is  no  scientific  evidence 
of  transmission.  Additionally,  the  need  for  confiden- 
tiality needs  to  be  stressed  and  made  more  clear. 

A-2036— Prohibits  sale  of  tobacco  products  in 
vending  machines  with  certain  exceptions.  Support 
with  amendment,  to  remove  the  exemptions  for  the 
placement  of  tobacco  product  vending  machines  inside 
certain  workplaces,  private  social  clubs  for  adults,  to- 
bacco shops,  and  bars  including  bar  areas  of 
restaurants,  casinos,  and  liquor  stores. 

A-2221  — Mandates  testing  of  children  for  lead 
toxicity  as  condition  for  certain  school,  nursery  school, 
or  child  care  attendance. 

Bills  of  Interest 

S-935/A-2071  — Revises  branch  office  certificate 
requirements  for  optometrists. 

S-1415  — Prohibits  manufacturers  and  whole- 
sale distributors  of  tobacco  products  from  making 
political  contributions. 

S-1530— Bans  smoking  in  state  correctional 
and  juvenile  detention  facilities. 


S-1602  — Allows  adoptees  to  gain  access  to 
nonidentifying  developmental  and  medical  history  in- 
formation. 

S-1605  — Establishes  a state  board  of  audiology, 
speech-language  pathology,  and  hearing  aid  dispens- 
ing. 

S-161 1 —Exempts  physicians  who  exceed  the 
speed  limit  while  responding  to  emergency  calls  from 
penalties. 

S-1761  — Establishes  the  Experimental  Drug 
Study  Commission. 

A-2299— Establishes  hospital  alliance  pilot  pro- 
gram in  DMVS  to  provide  services  to  veterans. 

A-2304— Establishes  a child  death  and  critical 
incident  review  board  in  DHS. 

A-2316— Establishes  the  Office  on  Women’s 
Health  in  DOH. 

A-2482— Restores  PAAD  copayment  to  $2. 

A-2495— Extends  hypodermic  needle  and  syr- 
inge prescription  time  from  six  months  to  one  year. 

A-2507  — Authorizes  attorney  general  to  sue 
cigarette  manufacturers  to  recover  costs  incurred  by 
Medicaid  program. 

A-2517  — Allows  state  medical  examiner  to  sign 
corrections  to  death  certificates. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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RESOLUTION  #16 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Tort  Reform 

Referred  to:  Reference  Committee  D 

Whereas,  there  has  been  a significant  increase 
in  malpractice  cases  over  the  past  ten  years;  and 
Whereas,  approximately  95  percent  of  these 
cases  have  been  dropped,  dismissed,  or  adjudicated 
in  favor  of  the  defendant  attesting  to  their  ques- 
tionable merit;  and 

Whereas,  these  cases  have  unnecessarily 
burdened  the  courts  and  significantly  increased  health 
care  costs  directly  and  indirectly  by  encouraging  the 
practice  of  defensive  medicine;  and 

Whereas,  every  patient  has  a right  to  bring  suit 
for  legitimate  injury;  however,  the  public  also  has  a 
right  to  demand  that  unbridled  irresponsible  litigants 
become  accountable  for  their  actions;  now  therefore 
be  it 
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y 
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Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  enactment  of  legislation  that  provides  °* 
that  the  plaintiff  pay  expenses,  i.c.  court  costs,  legal  tl( 
fees,  lost  wages,  to  the  defendant  and  -his  insurance 
company  when  a malpractice  claim  is  unsuccessful;  P; 
and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  i P 
forwarded — te — the — American — Medical — Association  ! P 
(-AM A)  so  it  may  lobby  to  introduce  and  suppoft  the- 
passage  of  a federal-law  to  accomplish  this  tort  reform-.  ' 

Resolved,  that  the  Medical  Society  of  New  Jersey  : 1 
support  legislation  to  eliminate  frivolous  malpractice 
lawsuits. 


The  Reference  Committee  recommended  that  the  Substitute  Resolution  be  adopted. 

House  Action:  Substitute  Resolution  #16  was  adopted. 

i 
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R E S 0 L U T I 


Introduced  by:  James  Q.  Atkinson,  III,  MD,  Delegate, 

Subject:  Same  Specialty  Review 

Referred  to:  Reference  Committee  D 

Whereas,  a patient  may  be  offered  medical  care 
by  a specialist;  and 

Whereas,  utilization  review  and  quality  as- 
surance are  performed  by  nonphysicians;  and 

Whereas,  the  only  appeal  of  an  adverse  de- 
cision usually  is  made  to  a primary  care  physician 
medical  director;  and 

Whereas,  adverse  decisions  affect  not  only  pay- 
ment for  the  procedure  but  also  adversely  affect  the 


ON  #20 


Burlington  County 


specialist’s  relationship  with  the  patient,  payor,  institu- 
tion, and  medical  community;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  the  enactment  of  legislation  to  assure 
that  any  specialist  physician  who  receives  an  adverse 
decision  by  utilization  review  and/or  quality  assurance 
be  granted  a right  of  appeal  to  a review  by  a physician 
licensed  in  the  state  of  New  Jersey  and  board  certified 
in  the  same  specialty. 


The  Reference  Committee  recommended  that  Resolution  #20  be  adopted  with  an  editorial  change  (in  italics). 

House  Action:  Resolution  #20  was  adopted  as  amended  by  the  Reference  Committee. 
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Resolution  #21 


Introduced  by: 
Subject: 
Referred  to: 


James  Q.  Atkinson,  III,  MD,  Delegate,  Burlington  County 
Patient  Protection  for  Course  of  Treatment 
Reference  Committee  D 


Whereas,  a patient  may  start  a special  course 
of  treatment  such  as  pregnancy,  chemotherapy,  radia- 
tion therapy,  organ  transplant,  etc.,  that  requires  a 
special  relationship  between  a patient  and  his 
participating  providers;  and 

Whereas,  a change  to  other  health  care 
providers  might  adversely  affect  the  health  of  the 
patient;  and 

Whereas,  only  this  patient's  health  insurance 
was  changed  after  starting  this  special  course  of  treat- 
ment; and 

Whereas,  this  patient  could  otherwise  continue 
with  this  special  course  of  treatment  except  that  the 
providers  now  have  been  designated  nonparticipating; 
and 

Whereas,  these  now  nonparticipating  providers 
would  accept  the  usual  and  customary  fee  offered  by 
this  health  insurance  company  to  its  participating 
providers;  and 


Whereas,  the  New  Jersey  State  Department  of 
Health  could  publish  a list  of  these  special  courses  of 
treatment  and  their  duration;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
(-MSNJ)  seek  legislation  to  require  that  whenever  a 
patient  needs  special  continuing  care  and  changes 
health  insurers,  the  law  should  require  that  the  sue- 
-eeeding  carrier  reimburse  providers  on  the  same  basis 
as  the  preceding  earner. 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  legislation  to  require  that  whenever  a 
patient  needs  special  continuing  care  and  changes 
health  insurers,  the  law  should  require  that  the  suc- 
ceeding carrier  reimburses  current  treating  non- 
participating providers  on  the  same  basis  as  the 
participating  provider. 


The  Reference  Committee  recommended  that  Resolution  #21  be  adopted  as  amended. 

House  Action:  Resolution  #21  was  adopted  as  amended  by  the  Reference  Committee. 


Resolution  #22 


Introduced  by:  James  Q.  Atkinson,  III,  MD,  Delegate,  Burlington  County 

Subject:  New  Jersey  Licensure  for  Health  Insurance  Medical  Directors 

Referred  to:  Reference  Committee  D 


Whereas,  health  insurance  medical  directors 
routinely  deny  coverage  for  medical  care  of  New 
Jersey  residents;  and 

Whereas,  denying  payment  for  medical  care  is 
for  practical  purposes  denying  medical  care;  and 

Whereas,  denying  medical  care  is  a medical 
decision  and  therefore  practicing  medicine;  and 

Whereas,  the  State  Board  of  Medical  Ex- 


aminers is  responsible  for  the  licensure  and  regulation 
of  the  practice  of  medicine  in  New  Jersey;  now  there-  [ 
fore  be  it  t 

Resolved,  that  the  Medical  Society  of  New  Jersey  | 
(MSNJ)  seek  the  enactment  of  legislation  to  mandate 
that  all  decisions  to  deny  coverage  by  a health  insurer 
must  be  made  by  a physician  medical  director  licensed 
in  the  state  of  New  Jersey. 


The  Reference  Committee  recommended  that  Resolution  #22  be  adopted. 

House  Action:  Resolution  #22  was  adopted. 


RESOLUTION  #23 


Introduced  by:  James  Q.  Atkinson,  III,  MD,  Delegate,  Burlington  County 

Subject:  Limit  Retroactive  Denials 

Referred  to:  Reference  Committee  D 


Whereas,  health  insurers  are  increasingly  deny- 
ing payment  for  part  or  all  of  a hospitalization;  and 
Whereas,  many  of  these  admissions  have  been 
preapproved  and/or  referred  by  a capitated  primary 
care  physician;  and 

Whereas,  many  of  these  reviews  and  denials 
are  done  months  after  discharge;  and 

Whereas,  the  hospital  staff,  physician,  and  pa- 
tient have  no  opportunity  to  expedite  discharge  after 
the  fact;  and 

Whereas,  the  hospital  staff,  physician,  and  pa- 
tient cannot  recall  the  circumstances  months  later  and 
adequately  appeal  the  denial;  and 


Whereas,  the  patient  frequently  receives  a bill 
for  these  services;  and 

Whereas,  Medicare,  Medicaid,  and  Aetna 
provide  concurrent  review  and  may  offer  the  patient 
a “grace  day”  to  expedite  discharge;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  the  enactment  of  legislation  to  require 
that  retroactive  denials  by  health  insurers  be  limited 
in  three  ways:  within  30  days  of  discharge,  20  percent 
of  admissions  (by  that  insurer  to  that  hospital),  and 
the  patient  may  not  be  billed  (if  notified  after  dis- 
charge). 


The  Reference  Committee  recommended  that  Resolution  #23  be  referred  to  the  Board  of  Trustees  for 
further  study  and  appropriate  action. 

House  Action:  Resolution  #23  was  referred  to  the  Board  of  Trustees  for  further  study  and  appropriate 

action. 

Tr  76 


RESOLUTION  #27 


Introduced  by:  Passaic  County  Medical  Society 

Subject:  Managed  Care  Companies  and  Uncompensated  Care 


Referred  to:  Reference  Committee  D 

Whereas,  the  managed  care  industry  is  ex- 
periencing unprecedented  growth  along  the  substan- 
tial increases  in  revenues  through  the  collection  of 
premiums;  and 

Whereas,  physicians  and  hospitals,  who  are  see- 
ing their  revenues  decrease,  are  expected— and  even 
legislated  — to  provide  care  for  uninsured  patients; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  -the  New  Jersey  Legislat-ure-  and  the 


commissioner  of  health's  Advisory  Committee — en- 
HMO  Regulations  to  mandate  managed  care  com- 
panies licensed  in  New  Jersey- to  fund  the  uncompen- 
sated care-  provided  by  New  Jersey  hospitals  and  physi- 
■cians: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  pursue  the  enactment  of  legislation  to  secure 
a sound  and  workable  process  to  reimburse  hospitals 
and  physicians  for  the  care  of  uninsured  patients. 


The  Reference  Committee  considered  Resolution  #27  and  Resolution  #28  jointly  because  of  the  similarity 
of  the  subject  matter.  The  Reference  Committee  recommended  that  the  Substitute  Resolution  be  adopted. 

House  Action:  The  Substitute  Resolution  was  adopted  for  Resolution  #27  and  Resolution  #28. 


RESOLUTION  #28 


Introduced  by:  Passaic  County  Medical  Society;  Ocean 

Subject:  Physicians'  Uncompensated  Care 

Referred  to:  Reference  Committee  D 

Whereas,  the  Board  of  Trustees  of  the  Medical 
Society  of  New  Jersey  (MSNJ)  has  urged  expansion 
of  the  Uncompensated  Care  Trust  Fund  compensa- 
tion to  cover  physicians’  services;  and 

Whereas,  the  House  of  Delegates  of  MSNJ 
endorsed  "Health  Access  New  Jersey”  and  advocated 
remuneration  for  physician  services  currently 
rendered  pro  bono  in  hospitals  throughout  New 
Jersey;  and 

Whereas,  the  House  of  Delegates  of  MSNJ 
adopted  a resolution  supporting  immediate  relief  to 
patients  and  physicians  by  a process  of  financing 

See  Resolution  #27. 


County  Medical  Society 


health  care  of  uninsured  and  underinsured  patients; 
and 

Whereas,  the  Essential  Health  Services  Com- 
mission, which  was  to  be  the  facilitator  in  achieving 
a process  for  reimbursing  physicians  for  care  of  the 
uninsured,  has  been  closed  down  by  the  Whitman 
administration;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  pursue  the  enactment  of  legislation  to  secure 
a-sound-and  workable  process  to  reimburse- physicians 
for  the  care  of  uninsured  patients. 
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RESOLUTION  #34 


Introduced  by:  Ocean  County  Medical  Society 

Subject:  MSNJ-Generated  FAX  Network 

Referred  to:  Reference  Committee  D 

Whereas,  the  face  of  medical  care  is  changing; 

and 

Whereas,  the  voice  of  practicing  physicians  is 
not  being  heard;  and 

Whereas,  no  effective  mechanism  exists  to 
communicate  the  concerns  of  organized  medicine  to 
the  “troops  of  the  field”;  and 

Whereas,  the  forces  arraigned  against  physi- 
cians are  powerful  and  influential;  now  therefore  be 
it 


111 

St 

ll 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  establish  a FAX  communications  network  for  ci 
its  membership;  and  be  it  further 

Resolved,  that  the  network  include  the  names,  c 
addresses,  and  telephone  and  FAX  numbers  of  j 
legislators  to  whom  MSNJ  membership  should  ( 
respond;  and  be  it  further  , 

Resolved,  that  the  Council  on  Legislation  and 
MSNJ  lobbyist  give  instructions  on  the  verbiage  and 
intent  that  needs  to  be  conveyed  to  the  legislators.  , 


The  Reference  Committee  recommended  that  Resolution  #34  be  adopted. 

House  Action:  Resolution  #34  was  adopted. 


RESOLUTION  #38 


Introduced  by:  Ocean  County  Medical  Society 

Subject:  Board  Eligibility 

Referred  to:  Reference  Committee  D 

Whereas,  physicians  may  further  be  threatened 
by  certain  parties  in  slowly  stripping  away  at  their 
credentials,  such  as  with  board  eligibility;  and 

Whereas,  removal  of  board  eligibility  may  sub- 
ject an  established  physician  to  the  risk  of  loss,  from 
office  practice,  hospital  practice,  managed  care  con- 
tracting, and  in  taking  a board  certification  examina- 
tion; and 

Whereas,  the  Medical  Society  of  New  Jersey’s 
1994  House  of  Delegates  adopted  and  amended  Re- 
solution #6  where  the  American  Medical  Association 
delegation  is  asked  to  petition  all  specialty  boards 
against  stripping  away  lifetime  board  eligibility  from 
physicians  so  as  to  allow  board  eligibility  to  remain 
fluid  and  constant,  so  as  to  allow  board  examinations 


at  any  time  during  the  years  of  practice,  allowing 
access  to  an  insured  population  based  on  com- 
prehensive evaluation  of  all  credentials;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  consider  lifetime  specialty  board  eligibility  a 
priority;  and  be  it  further 

Resolved,  that  MSNJ  request  the  specialty 
boards  to  amend  their  criteria  so  that  board  eligibility 
remains  for  the  life  of  a physician  once  the  physician 
has  completed  an  ACGME-approved  residency  pro- 
gram, has  maintained  continuous  active  hospital  staff 
privileges,  has  continuous  private  practice,  and  has 
earned  continuing  medical  education  credits  of  150 
credits  every  three  years  throughout  his  career. 


The  Reference  Committee  recommended  that  Resolution  #38  be  adopted  as  amended  (in  italics). 

House  Action:  Resolution  #38  was  adopted  as  amended  by  the  Reference  Committee. 
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RESOLUTION  #40 


Introduced  by: 
Subject: 
Referred  to: 


Kutumba  S.  Pitta,  MD,  Delegate,  Ocean  County;  Victor  C.  Tauro,  NID,  Delegate,  Ocean  County 
Subacute  Care  Rehabilitation  Facilities 
Reference  Committee  D 


Whereas,  there  are  newly  emerging  subacute 
care  rehabilitation  facilities  in  the  state  of  New  Jersey; 

Whereas,  several  nursing  home  facilities  are 
converting  and  being  run  as  subacute  care  rehabilita- 
tion facilities  without  even  being  certified  by  at  least 
Certification  Accreditation  Rehabilitation  Facilities 
(CARDF)  or  using  CARF  standards;  and 

Whereas,  comprehensive  quality  of  care  in- 
volves multidisciplinary  teamwork  like  physical  thera- 
py, occupational  therapy,  recreational  speech,  and 
psychological  therapy,  is  in  accordance  with  CARF 
standards;  and 

Whereas,  quality  of  care  is  best  served  by 
specialized  and  fully  trained  physicians  like  physiatrists 
rather  than  untrained,  inadequately  trained  medical 
doctors  or  nonmedical  doctors,  who  lack  the 
specialized  medical  education  and  residency  training 


who  now  have  been  asked  to  run  those  facilities;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  legislation  to  require  Certification  Ac- 
creditation Rehabilitation  Facilities  (CARF)  certifica- 
tion through  the  New  Jersey  State  Department  of 
Insurance  applicable  to  all  third-party  payors  including 
all  FIMOs  and  Medicare,  and  that  the  accreditation 
and  reimbursement  of  subacute  care  facilities  only  be 
permitted  when  they  are  solely  managed  by  the 
specially  trained,  board  certified,  or  eligible 
physiatrists  as  consultants;  and  be  it  further 

Resolved,  that  those  facilities  have  to  meet  at 
least  CARF  standards  and  those  to  be  certified  by 
CARF  should  maintain  adequate  quality  of  care  of 
those  subacute  care  rehabilitation  standards. 


Resolution  #40  was  not  accepted  as  a late  resolution. 
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ELECTION  RESULTS 


1995  Annual  Meeting 


Office 

Term 

From 

To 

Nominee/County 

PRESIDENT-ELECT 

1 year 

5/95 

5/96 

Anthony  P.  Caggiano,  Jr,  MD,  Essex 

1ST  VICE-PRESIDENT 

1 year 

5/95 

5/96 

Carl  Restivo,  Jr,  MD,  Hudson 

2ND  VICE-PRESIDENT 

1 year 

5/95 

5/96 

R.  Gregory  Sachs,  MD,  Union 

SECRETARY 

3 years 

5/95 

5/98 

George  J.  Hill,  MD,  Essex 

TREASURER 

3 years 

5/95 

5/98 

Eileen  M.  Moynihan,  MD,  Camden 

TRUSTEES 

1st  District 

1 year 

5/95 

5/96 

Bessie  M.  Sullivan,  MD,  Union* 

1st  District 

3 years 

5/95 

5/98 

Mark  T.  Olesnicky,  MD,  Essex 

2nd  District 

3 years 

5/95 

5/98 

Robert  S.  Rigolosi,  MD,  Bergen 

5th  District 

3 years 

5/95 

5/98 

Churchill  L.  Blakey,  MD,  Gloucester 

JUDICIAL  COUNCILORS 

2nd  District 

3 years 

5/95 

5/98 

Michael  H.  Bernstein,  MD,  Passaic 

5th  District 

3 years 

5/95 

5/98 

Gastone  A.  Milano,  MD,  Atlantic 

AMA  DELEGATES 

2 years 

1/96 

12/97 

Joseph  N.  Micale,  MD,  Hudson 

2 years 

1/96 

12/97 

Joseph  A.  Riggs,  MD,  Camden 

2 years 

1/96 

12/97 

A.  Ralph  Kristeller,  MD,  Union 

AMA  ALTERNATE  DELEGATES 

1 year 

1/96 

12/96 

S.  Manzoor  Abidi,  MD,  Burlingtonf 

2 years 

1/96 

12/97 

George  T.  Hare,  MD,  Camden 

2 years 

1/96 

12/97 

Patricia  G.  Klein,  MD,  Bergen 

2 years 

1/96 

12/97 

Mark  T.  Olesnicky,  MD,  Essex 

ADMINISTRATIVE  COUNCILS 

2 years 

1/96 

12/97 

Fred  M.  Palace,  MD,  Morris 

Legislation 

5th  District 

2 years 

5/95 

5/97 

Narasimhaloo  Venugopal,  MD,  Cumberland 

6th  Member 

2 years 

5/95 

5/97 

Frank  Sparandero,  MD,  Somerset 

Medical  Services 

5th  District 

2 years 

5/95 

5/97 

Gerald  S.  Packman,  MD,  Cumberland 

6th  Member 

2 years 

5/95 

5/97 

Carol  Shaw  Hamilton,  MD,  Hudson 

*Elected  to  fill  unexpired  term  of  R.  Gregory  Sachs,  MD,  who  was  elected  to  Second  Vice-President. 
tElected  to  fill  unexpired  term  of  A.  Ralph  Kristeller,  MD,  who  was  elected  AMA  delegate. 
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Mental  Health 


3rd  District 

2 years 

5/95 

5/97 

Joseph  G.  Vitolo,  MD,  Middlesex 

6th  Member 

2 years 

5/95 

5/97 

Albert  M.  Bromberg,  MD,  Union 

Public  Health 

1st  District 

1 years 

5/95 

5/96 

No  candidate 

5th  District 

2 years 

5/95 

5/97 

Satish  P.  Shah,  MD,  Cumberland 

6th  Member 

2 years 

5/95 

5/97 

Lorraine  A.  Sims,  MD,  Morris 

Public  Relations 

2nd  District 

2 years 

5/95 

5/97 

Joseph  R.  Friedlander,  MD,  Bergen 

5th  District 

2 years 

5/95 

5/97 

No  candidate 

STANDING  COMMITTEES 


Annual  Meeting 

1 year 

5/95 

5/96 

Nancy  L.  Mueller,  MD,  Bergen^ 

2 years 

5/95 

5/97 

Russ  C.  Camangian,  MD,  Hudson 

Finance  and  Budget 

2 years 

5/95 

5/97 

Vito  M.  Gulli,  MD,  Monmouth 

Medical  Education 

1 year 

5/95 

5/96 

Robert  A.  Fuhrman,  MD,  Union# 

2 years 

5/95 

5/97 

Frederic  F.  Primich,  MD,  Middlesex 

Membership  Services 

2 years 

5/95 

5/97 

Gilbert  R.  Sugarman,  MD,  Essex 

Publication 

2 years 

5/95 

5/97 

David  J.  Sharon,  MD,  Monmouth 

^Elected  to  fill  vacancy  created  by  the  death  of  Jeffrey  M.  Solomon,  MD. 

#Elected  to  fill  vacancy  created  by  unexpired  term  of  Richard  S.  Rhee,  MD,  who  resigned. 


CLASSIFIED 


SPACE  USE  IS 
FOR  MSNJ  MEMBERS  ONLY 

Copy  deadline:  5th  of  preceding 
month;  Payment  in  advance;  $5.00 
first  25  words,  100  each  additional. 
Count  as  one  word  all  single  words, 
two  initials  of  name,  each  abbrevia- 
tion, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count 
name  and  address  as  five  words, 
telephone  number  as  one  word, 
Box  No.  000,  NEW  JERSEY 
MEDICINE  as  five  words.  Please 
send  all  inquiries  and  Box  No. 
replies  to  NEW  JERSEY 
MEDICINE,  Advertising  Office, 
370  Morris  Avenue,  Trenton,  NJ 
08611.  609-393-7196. 

INTERNIST— Experienced.  Primary 
care,  legal  consultations,  occupational 
health  and  disability  reviews.  Seeks  part- 
time,  Central,  NJ  office  or  administrative 
work.  Reply  to  Box  No.  106,  NEW 
JERSEY  MEDICINE. 

RADIOLOGIST— Board  Certified. 
Available  for  part-time  services.  Ex- 
perienced, top-notch  background,  and  ex- 
cellent references.  Being  semi-retired,  I 
can  read  your  films  or  provide  flexible 
coverage  hours.  Central  New  Jersey  or 
adjacent  Pennsylvania  area  preferred. 
Please  send  reply  to  Box  No.  099,  NEW 
JERSEY  MEDICINE. 

FAMILY  PRACTICE/INTERNAL 
MEDICINE  PHYSICIAN  — Board 
Certified  to  join  an  established  physician. 
Central  New  Jersey,  30  minutes  from 
Manhattan.  Great  income  potential  with 
teaching  appointment  available.  Send  CV 
to:  Box  No.  112,  NEW  JERSEY 

MEDICINE. 

PHYSICIAN  — Kids  and  Career?  YES! 
P/T  days.  Family  Practice/Occupational 
Medical  Center  located  in  South  Jersey 
near  Echelon  Mall.  Board  Certified  Fam/ 
Int.  This  established  medical  center  is 
hopeful  to  find  a personable  physician 
who  enjoys  working  in  an  attractive  sur- 
round with  right  hand  staff  and  team 
player  spirit.  No  inpt  care.  Comp,  salary, 
mal  cov  + benefits.  Send  CV  to  P.O.  Box 
2072,  Medford  Lakes,  NJ  08055. 


RADIOLOGIST  NEEDED -Interested 
in  Moonlighting,  Leasing  or  Purchasing 
a Radiology  practice?  Please  call  Mid- 
State  Radiology,  908-651-1110. 

OFFICE  EQUIPMENT/FURNITURE 
FOR  SALE — Chairs,  tables,  lamps,  small 
refrig,  exam  tables,  cabinets,  Olymus  flex, 
sig,  Burdick  EKG,  Spirometer,  fax, 
copier.  Picker  x-ray  and  double  view  box. 
Phone  201-391-8905,  days;  or 
201-391-2620  evenings. 

EQUIPMENT  FOR  SALE-Gem- 
profiler  chemistry  analyzer  by  Schiap- 
parelli  Biosystems  Inc.  Excellent  working 
condition,  does  most  chemistries  except 
electrolytes.  Computer,  printer,  auto- 
matic pipetter  and  complete  operating 
instructions  included.  Price  $5,000.  Also 
Ciba  Corning  644-Na.,  K,  Cl  analyzer. 
Excellent  working  condition.  Only  con- 
trols, electrolytes  and  reagent  pack 
needed  to  set  up.  Simple  to  operate,  with 
minimal  maintenance.  Price  $750.00. 
Write  Box  No.  105,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE— Busy  Family 
Physician/Allergist  retiring  and  moving 
South.  Good  opportunity  for  a part  time 
associate  to  assume  established  practice 
with  lots  of  potential.  Offering  practice 
for  sale  with  historical  residence,  office, 
and  physical  therapy  department,  includ- 
ing an  indoor  pool,  and  gymnasium  for 
rehabilitation.  All  located  on  a pic- 
turesque lake  and  golf  course  with 
membership  and  shares  in  exclusive 
country  club  community.  Many  amenities 
too  numerous  to  list.  This  spacious  home 
and  office  are  located  in  desirable  NW 
Bergen  County,  NJ.  Price  negotiable. 
Please  call  for  details.  201-236-0787. 

PRACTICE  FOR  SALE -Home/Office/ 
Practice.  Well  established  Family  Prac- 
tice and  Internal  Medicine  in  Southwest 
New  Jersey.  Terms  negotiable.  Turn  key 
operation.  Reply  to  Box  No.  110,  NEW 
JERSEY  MEDICINE. 

RETIRING  — Orange/Essex  County. 
Two  and  Vz  story  frame  building.  Office/ 
Upper  apartment.  Available  09-01-95  or 
sooner.  Phone  201-674-0158  or  731-7475. 
Asking  $110,000. 


PROFESSIONAL  BUILDING  — 

Hillsboro,  NJ.  Medical  and  dental  offices 
for  sale  or  rent.  Located  on  busy  thor-  j 
oughfare.  Other  successful  practices  in 
building.  Sale  price  or  rent  negotiable.  ^ 
Call  215-860-4146. 

!j  r< 

OFFICE  SPACE- Edison  Medi-Plex  " 
Building  opposite  J.F.K.  Hospital,  fully  c 
equipped,  turn  key.  Rent:  day,  half  day,  f 
night.  Call  908-494-6300.  t 

C 

OFFICE  SPACE-Edison,  NJ.  1214  „ 

square  feet.  Private  bath,  off  street  park-  (, 
ing,  near  all  highways  and  hospitals. 
Previous  physiotherapy  office.  Call  . 
908-549-7712. 

j 

OFFICE  SPACE  — Englewood.  Consul- 
tation and/or  treatment  room  available. 
One  block  from  Englewood  Hospital  on 
“Doctors  Row.  Flexible  hours.  Call  1 
201-567-0076.  : 

OFFICE  SUBLET  AVAILABLE  — 

Across  the  street  from  St.  Barnabas 
Hospital  in  Livingston,  NJ.  Fully 
furnished.  Call  201-326-8895. 

OFFICE  SPACE  — Millbum,  Medical 
Arts  Building,  Millburn  Avenue.  Fully 
equipped,  turn  key.  Rent,  day,  Vz  day, 
night.  Call  201-376-8670. 

SHARED  OFFICE  SPACE -Princeton/ 
New  Brunswick.  Ideal  for  new  physicians 
or  for  a satellite  in  this  growing  area. 
Fully  furnished  “generic”  office  available 
on  a per  session  basis.  $250  per  month 
for  one  afternoon  or  morning  per  week. 
$450  for  a full  day  or  2 sessions.  Highly 
visible  on  Route  27.  Brand  new.  Call 
908-422-9600. 

COTTAGE  — Seaside  Park,  NJ.  Available 
215  and  217  “K”  Court,  on  Bay,  new 
bulkhead.  Cottage  on  one  lot.  Fantastic 
view.  Asking  $450,000.  Call  for  appoint- 
ment. 201-731-7475. 

CLASSIFIED  ADVERTISING  IN- 
FORMATION—Please  send  all  inquiries 
and  Box  No.  replies  to  NEW  JERSEY 
MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  08611.  Call 
609-393-7196  for  space  availability  and 
eligibility.  Use  For  MSNJ  Members. 


PROFESSIONAL  LIABILITY 


MALPRACTICE  VERDICTS 


No  c-section.  In  late  1971,  dur- 
ing a woman’s  first  pregnancy,  the 
patient’s  obstetrician  noted  an 
anthropoid  pelvis  reflecting  a nar- 
row pelvic  area,  rendering  the 
woman  a potential  candidate  for 
cesarean  section.  The  pregnancy 
progressed  unremarkably,  except 
that  the  patient  suffered  a fall 
onto  her  buttocks  during  the  fifth 
month.  Two  weeks  before  the  end 
of  term,  x-ray  pelvimetry  was 
performed.  The  test  indicated 
that  the  pelvis  was  adequate. 

At  the  time  of  labor,  the  ob- 
stetrician observed  a frank  breach 
presentation  in  which  the  legs 
were  inverted.  During  vaginal 
delivery  the  baby  suffered  a 
subdural  hematoma.  The  boy 
weighed  8 pounds,  2 ounces,  and 
the  circumference  of  the  head 
was  14.25  inches,  at  the  90th 
percentile.  On  the  patient  record 
signed  by  the  physician,  a box 
marked  spontaneous  delivery  was 
checked. 

Evacuation  surgery  was  per- 
formed to  relieve  the  hematoma. 
Moderate  mental  retardation 
ensued.  At  age  2,  the  child  suf- 
fered grand  mal  seizures  and  was 
placed  on  phenobarbital  and 
other  antiseizure  medications. 
The  child’s  IQ  was  tested  at  55, 
and  he  was  institutionalized  for 
large  portions  of  his  childhood. 
Eventually  the  IQ  was  tested  at 
71. 

The  child  further  experienced 
facial  paralysis  on  the  right  side 
and  blindness  in  one  eye.  Both 
conditions  are  permanent.  Other 
complaints  included  a cosmetic 
indentation  on  the  side  of  the  face 
and  an  altered  gait. 

Upon  reaching  adulthood  the 
child  brought  a malpractice  action 
in  New  Jersey  against  the  ob- 
stetrician. The  claim  was  that  the 
physician  should  have  delivered 
the  plaintiff  by  cesarean  section. 


At  the  time  of  trial  the  plaintiff 
was  23  years  old,  and  the  physi- 
cian was  deceased. 

An  expert  obstetrician  testified 
on  behalf  of  the  plaintiff  that  the 
original  examination  result,  frank 
breach,  and  untested  birth  canal 
all  militated  in  favor  of  a c-sec- 
tion. The  expert  noted  the 
absence  of  any  record  indicating 
that  the  patient’s  obstetrician  had 
measured  the  abdomen  to  esti- 
mate fetal  weight  during  the  late 
stages  of  pregnancy. 

The  expert  further  explained 
that  several  distortion  factors 
were  involved  in  interpreting 
pelvimetry  results  at  the  time, 
and  that  fetal  weight  coidd  in- 
crease significantly  during  the 
final  two  weeks.  Consequently, 
related  the  expert,  the  x-ray  re- 
sults should  not  have  been  relied 
on  as  dispositive. 

Moreover,  the  plaintiff  pointed 
to  a medical  text  current  at  the 
time  that  described  spontaneous 
delivery  as  rare  in  cases  of  frank 
breach.  The  plaintiff  also  noted  an 
entry  in  the  record  indicating 
ecchymosis  on  the  buttocks, 
which  would  suggest  trauma. 

But  the  defense  asserted  that 
the  hematoma  probably  was 
caused  by  the  patient’s  fall,  not  by 
circumstances  associated  with  the 
delivery  itself.  To  rebut  this  argu- 
ment, the  plaintiff  presented  the 
testimony  of  the  neurosurgeon 
who  had  operated  on  the  baby. 
The  surgeon  stated  that  the 
hematoma  was  bright  red  with 
blood,  reflecting  a recent  bleed. 
He  further  advised  the  court  that 
never  before  had  he  testified  on 
behalf  of  a plaintiff  in  a malprac- 
tice action. 

The  plaintiff  contended  that  the 
retardation  would  mean  a dif- 
ference of  $750,000  to  $1  million 
in  lifetime  earnings,  as  well  as  loss 
of  enjoyment  of  life  and  the  need 


for  professional  care  if  his 
parents,  with  whom  he  then  re- 
sided, were  to  predecease  him. 
The  jury  found  for  the  plaintiff 
and  awarded  $4  million. 

Complications  following  birth. 
During  a vaginal  delivery  the  pa- 
tient’s sister  and  husband  were 
present.  At  a trial  for  malpractice 
later  alleged  against  the  obstetri- 
cian in  New  Jersey,  the  sister  re- 
counted that  she  observed  the 
physician  using  very  significant 
force,  the  patient  recalled  feeling 
strong  traction  for  a short  period, 
and  the  husband  related  that  he 
was  not  watching. 

The  child  subsequently  was 
diagnosed  with  severe  Erb  s palsy 
on  the  right  side.  An  expert  ob- 
stetrician testified  for  the  plaintiff 
that  the  only  likely  etiology  was 
a tearing  of  the  brachial  plexus 
nerves  caused  by  excessive  trac- 
tion, even  if  brief  in  duration,  or 
by  lateral  traction  that  was  not 
indicated.  The  expert’s  opinion 
was  that  the  traction  was  applied 
when  a shoulder  dystocia  was  en- 
countered. 

At  the  time  of  trial  the  child 
was  seven  years  old.  Five  years 
earlier  he  underwent  surgery  to 
improve  shoulder  rotation  and 
was  placed  in  an  upper  body  cast 
for  several  months.  A pediatric 
neurologist  testified  on  the  plain- 
tiff’s behalf  that  use  of  the  right 
arm  and  hand  were  restricted, 
that  there  still  was  restricted  rota- 
tion of  the  right  arm,  and  that  the 
hand  was  weak. 

Pi  •esenee  of  a shoulder  dystocia 
was  denied  by  the  defense,  which 
asserted  that  the  injury  probably 
occurred  in  utero  as  a result  of 
fetal  compression  syndrome.  An 
expert  obstetrician  testified  for 
the  defense  that  a shoulder 
dystocia  would  have  been  re- 
corded in  the  notes;  it  was  not. 

The  defense  expert  was  con- 
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fronted  by  plaintiff  s counsel, 
however,  with  a medical  article 
reporting  a study  in  which  27  per- 
cent of  shoulder  dystocia  cases 
were  not  diagnosed  at  the  time. 
Also,  the  plaintiff  s own  expert 
stated  that  fetal  compression  syn- 
drome would  not  explain  the 
actual  tearing  of  the  nerves,  as 
opposed  to  a mere  stretching  of 
the  nerves. 

Delivering  a verdict  for  the 
plaintiff,  the  jury  assessed  dam- 
ages at  $2  million  for  the  child 
and  $360,000  for  the  parents  for 
loss  of  services. 

No  recollection  of  night  in 
question.  At  1:45  AM.  police 
found  a 47-year-old  man  lying  un- 
conscious on  a road  and  emitting, 
as  the  officers  later  recalled,  the 
odor  of  alcohol.  The  police  trans- 
ported the  individual  to  a hospital 
emergency  department,  where  he 
comported  himself  in  an  unruly 
manner.  The  officers  then  took 
him  to  the  station  house  to  spend 
the  night. 

The  next  day  the  man  was 
taken  by  friends  back  to  the 
emergency  department.  He  was 
discharged.  One  and  one-half 
days  later  he  was  taken  by  his 
wife  to  another  hospital,  where  an 
epidural  hematoma  was  diag- 
nosed and  a craniotomy  was 
performed. 

The  patient  sued  the  first 
hospital,  and  the  two  physicians 
who  attended  him  there,  for 
malpractice.  At  trial  in  New 
Jersey,  the  wife  related  that  she 
took  him  to  the  second  hospital 
when  he  complained  of  head 
pain,  an  unsteady  gait,  and  vomit- 
ing. The  plaintiff  contended  that 
the  patient  suffered  a closed  head 
trauma  on  the  first  night,  and  that 
the  defendant  physicians  failed  to 
perform  adequate  examinations. 
The  resulting  delay  in  diagnosis, 
the  plaintiff  asserted,  caused 
permanent  motor  deficits,  which, 
although  slight,  were  sufficient  to 
prevent  him  from  continuing  to 
pursue  his  occupation  as  a mason. 

The  physician  who  attended 
the  patient  during  the  second  visit 
insisted  that  he  had  recom- 


mended an  x-ray,  but  the  patient 
had  refused  the  test. 

Two  expert  emergency  physi- 
cians testified  for  the  defense  that 
a trauma  resulting  in  an  epidural 
hematoma  would  leave  a “battle 
sign,”  or  clearly  visible  marking 
behind  the  ear  caused  by  a pool- 
ing of  blood,  which  was  not  ob- 
served until  the  visit  to  the 
second  hospital.  This  sequence  of 
events,  these  experts  related,  in- 
dicate that  the  trauma  occurred  in 
the  interim. 

The  plaintiff  stated  that  he  was 
unable  to  recall  events  occurring 
during  the  first  night  in  question. 
His  recollection  of  the  subse- 
quent days  also  may  have  been 
shaky.  The  jury  found  that  he  had 
not  proved  that  he  suffered  a 
head  trauma  before  either  visit  to 
the  first  hospital.  A verdict  was 
entered  for  the  defense. 

Punctured  lung.  When  a mam- 
mogram revealed  a suspicious 
lump,  a woman  in  her  early  40s 
visited  a general  surgeon  on  the 
evening  before  Thanksgiving. 
Performing  a needle  biopsy,  the 
surgeon  pierced  the  lung  with  the 
needle,  causing  a pneumothorax. 

During  a subsequent  New 
Jersey  malpractice  action,  the  pa- 
tient claimed  that  the  surgeon 
sent  her  home  despite  complaints 
of  severe  pain,  which  persisted 
through  the  holiday.  On  Friday, 
the  surgeon’s  partner  hospitalized 
her.  This  hospital  stay  lasted  ten 
days.  An  additional  stay  was  in- 
itiated when  the  patient  de- 
veloped pneumonia  and  a hemo- 
thorax. The  pain,  said  the  plain- 
tiff, persisted  for  three  to  four 
months.  The  lump  was  benign. 

Although  the  physician  con- 
tended that  he  listened  to  the  pa- 
tient s lung  sounds  with  a 
stethoscope  before  discharging 
her,  and  that  the  lung  sounds 
were  normal,  an  expert  for  the 
plaintiff  testified  that  an  x-ray  was 
needed  to  make  the  diagnosis  and 
should  have  been  performed. 

While  the  case  was  pending, 
the  patient  died  of  unrelated 
causes.  The  jury  found  for  the 
plaintiff  and  awarded  $76,869. 


Orthopedic  surgery.  A painful 
osteochondroma  in  the  proximal 
area  of  the  fibula  of  a woman  in 
her  early  20s  was  being  surgically  i , 
removed  by  an  orthopedic  sur- 
geon. During  the  surgery  the 
peroneal  nerve  was  traumatized. 
The  patient  brought  a New  Jersey 
malpractice  action  against  the 
physician. 

According  to  the  plaintiff,  the 
injury  resulted  in  paralysis  of  the 
muscles  controlling  the  four 
lesser  toes,  preventing  dorsiflex- 
ion  of  those  toes,  plus  a com- 
promising of  the  muscle  control- 
ling the  dorsiflexion  of  the  great 
toe.  Severe  and  permanent  weak- 
ness of  the  muscles  controlling 
dorsiflexion  of  the  foot  also  were 
asserted.  The  patient  stated  that 
she  stumbled  frequently  and  fell 
occasionally.  These  problems 
were  described  as  permanent. 

An  expert  orthopedist  testified 
for  the  plaintiff  that  the  peroneal 
nerve  was  within  the  operating 
field  and  that  the  surgeon  should 
have  isolated,  protected,  and 
retracted  it  during  the  procedure. 
Medical  texts  were  invoked  to 
show  that  care  must  be  taken  to 
avoid  injuring  the  nerve  during 
surgery  in  the  area  of  the  prox- 
imal fibula. 

Diverse  explanations  were  of- 
fered by  the  defense.  An  expert 
orthopedist  testified  for  the  de- 
fense that  the  injury  probably  oc- 
curred during  the  operation,  but 
in  the  absence  of  negligence. 
The  defendant  denied  that  the 
peroneal  nerve  was  within  the 
operative  field.  A resident  who 
assisted  during  the  procedure  re- 
lated that  injury  to  the  nerve  was 
unlikely  because  the  procedure 
mostly  involved  blunt  dissection. 
The  resident  conceded  that  the 
nerve  ran  very  close  to  the 
growth,  thus  appearing  to  con- 
tradict the  surgeon's  assertion 
that  the  nerve  was  outside  the 
field. 

No  economic  claims  were  made 
by  the  plaintiff.  The  jury  found  in 
her  favor  and  awarded  $500,000. 

□ James  E.  George,  MD,  JD, 
Neil  E.  Weisfeld,  JD,  MSHyg 
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BOOK  REVIEWS 


KEY  TOPICS  IN  OTOLARYNGOLOGY 


YOU  CAN  GO  HOME  AGAIN 


Roland  N;  McRae  R;  McCombe 
A.  Oxford,  England,  BIOS  Scien- 
tific Publishers,  1995.  As  the  name 
of  this  small  hook  implies,  Key 
Topics  in  Otolaryngology  covers 
100  major  subjects  pertinent  to 
modern  clinical  practice  in 
otolaryngology.  The  book  was 
published  in  England,  primarily 
for  the  purpose  of  preparing 
physicians  taking  examinations  in 
otolaryngology.  However,  it  turns 
out  to  be  an  excellent  introduc- 
tion to  the  specialty  for  medical 
students.  It  certainly  would  be 
very  useful  for  people  in  all  other 
specialties  that  may  need  knowl- 
edge in  otolaryngology.  It  also 
could  be  helpful  to  someone 
working  in  an  emergency  room  or 
in  another  specialist’s  office.  If 


Monica  McGoldrick.  New  York, 
NY,  W.W.  Norton  & Co.,  1995. 
This  328-page  book  of  ten 
chapters  is  packed  with  informa- 
tion about  families  and  genealogy. 
The  author  is  cofounder  and 
director  of  The  Family  Institute, 
Metuchen,  and  co-author  of 
Genograms  in  Family  Assessment. 
She  is  co-author  of  four  other 
books  pertaining  to  therapy,  some 
focusing  on  death  and  life  cycles 
seen  from  the  family’s  evolu- 
tionary point  of  view. 

Ms.  McGoldrick  presents  geno- 
grams in  detail — generation  dia- 
grams that  go  beyond  “who  begat 
whom”  to  include  the  usual  dates 
of  birth,  marriages,  moves,  and 
deaths  as  the  first  level  but  also 
move  to  education,  occupation, 
psychological  and  physical  health, 
attributes,  successes,  and  failures 
and  “relationship  patterns  in  the 
family — closeness,  conflict,  or 
cutoff.  A genogram  generally  is 
drawn  from  the  point  of  view  of 
a key  person  or  the  nuclear  fami- 
ly, going  back  in  time  at  least  two 


the  book  were  present  in  a 
general  practitioner’s  office  or  an 
internist’s  office,  it  would  provide 
these  practitioners  access  to  the 
most  pertinent  points  in  whatever 
subject  in  which  they  were  in- 
terested. 

This  book  is  not  meant  to  be 
a comprehensive  textbook,  which 
it  is  not;  however,  it  is  extremely 
useful  in  all  major  points  covered. 

I do  not  recommend  this  book 
for  a practitioner  of  otolaryn- 
gology, because  in  review  of  this 
book,  I feel  that  a practitioner  of 
otolaryngology  should  be  knowl- 
edgeable in  the  points  covered.  I 
strongly  recommend  this  book  for 
medical  students  and  practi- 
tioners in  every  other  specialty  of 
medicine.  □ Harold  Arlen,  MD 


generations  and  forward  to  the 
children  and  grandchildren  of  the 
key  person  or  people.  Predictable 
patterns  of  conflict  and  emotional 
alliances  can  be  recognized. 

This  book.  You  Can  Go  Home 
Again,  Reconnecting  with  your 
Family,  does  not  read  like  a lec- 
ture or  text.  It  is  absorbing  for  the 
wealth  of  study  that  will  make  you 
want  to  relate  to  your  own  clan. 
Over  30  famous  families  are  dis- 
cussed, with  fascinating  insights. 

The  final  chapter,  “Reconnect- 
ing, talks  of  resynthesizing  your 
role  in  your  own  family  with  the 
insight  you  have  gained.  Take  this 
book  on  vacation  or  to  bed  with 
you  for  a few  hours,  and  mention 
it  to  a friend;  it  is  captivating. 

The  author  concludes  with  the 
statement,  “But  if  you  want  to 
reconnect  with  your  family,  you 
will  need  to  develop  a kind  of 
empathy  that  recognizes  that  you 
and  your  family  belong  to  each 
other.  That  is  the  art,  the 
message,  and  the  success  of  this 
author.  □ Morris  Soled,  MD 
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Lower  Malpractice  Premiums 
with  Managed  Care? 

The  Joseph  A.  Britton  Agency  can  help  make 
it  happen!  If  Managed  Healthcare  is  making 
you  consider  joining: 

• an  IPA, 

• a large  single  or  multi-specialty  group, 

• a staff  model  HMO,  or 

• a PPO 

your  professional  liability  insurance  costs 
could  actually  go  down! 

With  over  25  years  of  experience,  the  Britton 
Agency  has  proven  exceptional  in  packaging 
malpractice  insurance.  Our  professional  staff 
and  size  ensure  you  the  benefits  of  special- 
ized and  personal  service  while  offering  you 
insurance  at  the  lowest  cost. 

Call  us  today  for  a free  consultation. 

Your  career  can  depend  on  it! 

Joseph  A.  Britton  Agency,  Inc. 

Healthcare  & Professional  Liability  insurance 
855  Mountain  Avenue,  Mountainside,  N!  07092 
908-654-6464  • Fax  908-654-1 422  • 1-800-462-3401 
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Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 

For  more  information,  please  contact 

Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  and  Dover  • Delaware 
New  York  • New  York 
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LETTERS  AND  VIEWPOINTS 


GERIATRICS  MEDICINE: 


SCREAM  FOR  HELP 


Geriatrics  medicine  has  many 
meanings.  Our  definition  relates 
to  the  providing  of  primary  care 
for  seniors  only,  i.e.  Medicare  pa- 
tients. Under  the  current  Medi- 
care reimbursement  system,  a 
geriatrician  in  private  practice 
faces  many  struggles  to  survive. 
Medicare  managed  care  will  not 
offer  a brighter  alternative.  On 
the  contrary,  the  geriatrician,  who 
was  barely  surviving  during  the 
fee-for-service  system,  will  not  be 
able  to  remain  independent  under 
the  managed  care  system  of 
capitation. 

In  the  fee-for-service  environ- 
ment, there  is  a greater  reim- 
bursement for  procedure-orient- 
ed visits,  e.g.  endoscopy,  cardiac 
procedures,  and  that  is  one  reason 
why  most  physicians  choose  a 
specialty  with  a proeedurally  or- 
iented emphasis,  such  as  or- 
thopedics, dermatology,  ophthal- 
mology, cardiology,  or  gastroen- 
terology. In  these  fields,  the 
salaries  are  greater  than  those  in- 
volved in  primary  care.  In 
particular,  geriatricians  are  poorly 
reimbursed  by  Medicare,  in  com- 
parison to  internists  who  have  tra- 
ditionally received  higher  pay- 
ments, e.g.  insurance  companies, 
private  pay.  This  forces  the 
primary  care  physician  to  not  ac- 
cept assignment.  However,  the 
definition  of  a geriatrician  in- 
cludes the  taking  of  assignment, 
since  most  senior  citizens  have  a 
limited  income.  Thus,  a geriatri- 
cian is  expected  to  accept 
Medicare  assignment.  In  this  con- 
text, a geriatrician  who  is  ded- 
icated to  senior  citizens,  faces  a 
major  struggle  to  maintain  a 
private  practice. 

This  is  not  the  only  burden  fac- 
ing the  geriatrician.  A geriatrician 
uses  ancillary  personnel,  such  as 
case  managers,  social  workers, 
psychologists,  physician  extend- 


ers, e.g.  nurse  practitioners,  and 
physician  assistants,  which  all  in- 
crease the  costs  to  run  an  office. 
Another  huge,  time-consuming 
factor  is  the  large  number  of  daily 
telephone  calls  from  patients, 
caregivers,  visiting  nurses,  and 
family  members.  These  calls  are 
not  reimbursed  and  frequently 
can  number  over  50  per  day  and 
can  consume  hours  of  time  by  the 
practicing  geriatrician.  Medicare 
and  other  insurance  carriers  do 
not  even  consider  this  aspect  of 
health  care  to  be  worth  reimburs- 
ing. Nonetheless,  these  telephone 
calls,  social  issues,  family  meet- 
ings, and  counseling  sessions, 
which  are  all  medically  necessary 
as  part  of  a comprehensive 
geriatrics  office,  increase  the 
already  high  overhead  to  suc- 
cessfully maintain  a geriatrics 
practice. 

Thus,  most  geriatric  practices 
are  strongly  hospital  and/or  uni- 
versity based  and  supported. 
Rarely  is  a primary  geriatric  office 
maintained  as  a private  practice. 

What  will  happen  to  such 
private  practitioners  of  geriatrics 
medicine?  The  future  geriatrician 
will  be  capitated,  with  an  average 
capitation  fee  of  $25  per  patient 
per  month  (PPPM).  This  is  not  far 
from  the  capitation  of  younger 
populations.  ILS.  Health  Care  of- 
fers $25  PPPM  above  the  age  of 
65  and  $24  PPPM  for  younger 
patients.  A typical  40-year-old  pa- 
tient might  visit  the  doctor  one 
time  per  year.  Thus,  for  the 
primary  care  physician  this 
capitation  is  attractive  for  the 
younger  patient.  However,  a typi- 
cal 80-year-old  patient  will  visit 
the  doctor  eight  times  or  more 
per  year  and  will  have  more  fre- 
quent hospitalizations,  telephone 
calls,  psychosocial  issues,  longer 
office  visits,  multiple  medical 
problems,  and  polypharmacy.  In 
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this  context,  the  capitation  fee  of 
$25  PPPM  will  never  cover  the 
costs  to  maintain  the  office  prac- 
tice of  geriatrics.  Moreover,  if 
geriatrics  has  a high  percentage  of 
frail  elderly,  traditionally  those 
over  age  85,  the  situation  no 
doubt  will  lead  to  a loss  of  in- 
come. 

We  predict  that  the  future  com- 
ing of  Medicare  managed  care 
will  force  all  geriatrics  offices  to 
be  owned  by  insurance  com- 

I agree  with  the  overall  concept 
of  what  ultra-idealistic,  old-timer- 
sounding Richard  J.  Wein,  MD, 
writes  in  “Letters  and  View- 
points” (NJ  MED  92:297-298, 
1995),  namely  that  today’s  doctors 
act  far  differently  from  his  (and 
my)  era.  But  when  he  charac- 
terizes the  essence  of  medicine  as 
“that  indefinable  aspect  of  loving 
what  you  do,  I bristle  at  these 
words. 

Dr.  Wein  appears  to  be  ob- 
livious to  the  fact  that  a goodly 
number  of  his  medical  colleagues 
are  not  completely  happy  with 
what  they  are  doing  for  a living. 
Rather  than  asking  physicians, 
“Why  did  you  become  a doctor?” 
I propose  the  more  practical 
query,  a two-parter:  “How  happy 
are  you  practicing  your  special- 
ty?” and  “If  you  had  it  to  do  over, 
would  you  change  anything? 

I was  not  happy  in  private 
pediatric  practice  and  was  ready 
to  quit  after  15  years.  By  expand- 
ing from  a two-man  to  a three- 
man  group,  I barely  managed  to 
survive  another  decade;  I left  to 
become  full-time  medical  director 
of  the  state’s  first  Blue  Cross- 
sponsored  HMO  (Mercer  Medi- 
group). 

I can  think  of  at  least  seven 
physicians  who  also  were  dis- 
enchanted with  their  specialties, 
including  three  pediatricians:  one 
physician  left  a solo  practice  to 
become  medical  director  of  a local 
neighborhood  health  center;  one 
physician  joined  a pharmaceutical 
company;  and  one  pediatrician 
became  an  emergency  room 


panies,  HMOs,  and  hospitals. 

We  would  like  to  attract  the 
attention  of  health  care  planners 
in  government  and  private  in- 
dustry to  the  fact  that  in  the 
future  managed  care  arena  there 
will  be  no  private  practice  of 
geriatrics.  This  system  will  only 
jeopardize  and  reduce  the  quality 
of  care  offered  to  our  senior 
citizens.  □ Joel  S.  Gross,  MD; 
Joshua  R.  Shua-Haim,  MD 


physician.  An  obstetrician/ 
gynecologist  in  a busy  two-man 
group  also  became  an  emergency 
room  physician.  A general  practi- 
tioner quit  to  take  a psychiatric 
residency  and  became  a practic- 
ing psychiatrist.  Two  internists 
never  openly  expressed  discon- 
tent with  their  practices  but 
promptly  retired  on  reaching  65 
and  never  seemed  happier.  It  was 
as  if  a great  burden  had  been 
lifted  from  their  shoulders. 

If  one  aspect  is  missing  from 
the  traditional  medical  school  cur- 
riculum, it  is  a practical  overview 
of  the  various  specialty  choices 
available.  It  is  almost  as  if  the 
school  authorities  are  saying, 
“We’ve  spent  three  years  spoon- 
feeding you  a balanced  medical 
education.  Now  it  is  up  to  you  to 
decide  what  type  of  doctor  you 
want  to  be  the  rest  of  your  life. 
You  have  until  March  15  to  make 
up  your  mind.  They  avoid  saying 
that  this  decision  will  profoundly 
affect  the  rest  of  your  life — 
professionally,  personally,  emo- 
tionally, and  financially,  and  will 
affect  the  marital/familial  connec- 
tion. 

A couple  of  years  ago  I asked 
myself  the  question,  “Knowing 
what  I know  now,  if  I had  a 
second  chance,  would  I become 
a physician  again?  The  honest 
answer  was  yes.  Then  the  nitty- 
gritty  question  became:  “What 
specialty  would  I pick  the  second 
time  around?”  I really  didn’t  have 
the  faintest  idea  and  was  spurred 
to  investigate  all  the  options. 

As  a result  of  my  research,  I 
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recommend  Anita  Taylor’s  How  to 
Choose  a Medical  Specialty  and 
Glaxo  s Pathway  Evaluation  Pro- 
gram/Specialty Profiles.  Finally, 
today’s  medical  students  face  the 
uncertainty  of  the  greatest 
challenge  ever  to  the  viability  of 
traditional  fee-for-service  health 
care  delivery.  It  seems  quite  clear 
that  within  the  next  few  years 
more  people  will  be  covered  by 
managed  care  health  systems  than 
by  fee-for-service  providers.  The 
bottom  line  is  that  medical 


FAMILY  PHYSICIANS 


In  the  August  Newswatch  (. NJ 
MED  92,  1995),  there  was  a dis- 
cussion of  the  results  from  a 
survey  disseminated  by  MSNJ  to 
family  physicians;  it  is  to  this 
article  that  I am  responding  on 
behalf  of  the  New  Jersey 
Academy  of  Family  Physicians 
(NJAFP). 

NJAFP  and  many  of  its  mem- 
bers have  been  active  and  in- 
volved with  MSNJ  for  many 
years.  Indeed,  many  of  our 
members  have  held  office  with 
MSNJ  and  continue  to  be  in- 
volved with  MSNJ  today.  It, 
therefore,  was  of  some  surprise 
that  a survey  of  family  physicians 
was  undertaken  by  MSNJ  without 
notifying  NJAFP  of  the  intent  of 
such  a survey.  Subsequently,  to 
use  the  results  of  such  a small 
response  as  a basis  for  drawing 
conclusions  about  the  opinions 
and  feelings  of  the  family  physi- 
cians in  this  state  was  more 
surprising,  especially  for  a journal 
with  the  long  and  excellent  re- 
putation of  New  Jersey  Med- 
icine. In  reality,  if  you  were  to 
take  the  total  number  of 
responses,  and  assume  that  they 
were  all  members  of  NJAFP 
(present  membership  of  about 
1,400),  then  you  can  see  that  this 
response  is  less  than  15  percent 
of  our  membership.  And,  this 
does  not  even  include  those  fami- 
ly physicians  not  members  of 
NJAFP  and  the  many  osteopathic 
family  physicians  in  this  state. 
Thus,  to  hold  up  results  of  such 


schools  have  been  directed  to 
limit  their  production  of  specialty 
doctors  in  favor  of  having  at  least 
50  percent  of  their  graduates 
enter  primary  care  medicine.  The 
easy  way  out  for  the  student 
would  be  to  select  one  of  the 
primary  care  special- 
ties, but  the  more  discriminating 
physicians  will  digest  the  two 
reference  books  and,  hopefully, 
make  a more  educated  choice.  D 
Sol  Browdy,  MD 


a survey  as  anything  other  than 
anecdotal  would  be  incorrect. 

None  of  this  is  to  say  that 
NJAFP  disagrees  with  the  posi- 
tions taken  in  the  survey,  and, 
indeed,  we  are  in  complete  agree- 
ment with  much  of  what  was  writ- 
ten. Although  we  have  not  yet 
fully  reviewed  the  Patient  Protec- 
tion Act  (A-2928)  and  discussed  it 
at  the  Board  level,  on  preliminary 
evaluation  we  certainly  see 
NJAFP  in  favor  of  the  majority  of 
the  issues  in  this  bill.  We  do  re- 
alize that  there  will  be  many  var- 
ied opinions  within  medicine  and 
from  other  groups  on  these  issues, 
but  hope  that  we  will  be  able  to 
keep  the  avenues  of  dialogue 
open  to  enable  the  eventual 
passage  of  this  bill. 

Perhaps,  though,  the  most  dis- 
tressing issue  of  all  was  MSNJ’s 
need  to  do  a survey  without  con- 
sulting NJAFP.  We  look  forward 
to  a more  complete  and  open  rela- 
tionship with  MSNJ  in  the  future, 
and  hope  that  by  keeping  the 
lines  of  communication  open  we 
will  be  better  able  to  serve  our 
members  in  the  coming  years. 
Although  MSNJ  represents  all  of 
the  physicians  in  New  Jersey,  it 
is  only  through  the  continuing  re- 
lationship with  specialty  societies 
like  NJAFP  that  MSNJ  can  hope 
to  get  a concerted  effort  from  all 
physicians  to  deal  with  the  myriad 
of  issues  we  will  be  facing  in  the 
next  few  years.  D Robert  M. 
Pallay,  ME),  president,  NJAFP 
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Medibase  Plus  The  complete  practice 


management  computer  software 


Version  5.06 


Includes  Direct  to  Medicare  Electronic 

Claim  Submission  in  the  ANSI  format 
without  a transaction  charge. 

Single  User  Version:  $1,495.00 
Multi  User  Version:  $2,495.00 


On-site  training  is  included  at  No  Additional  Cost!! 


Support  for: 

• Medicare 

• Medicaid 

• Private  Insurers 

• HMO's 

• and  PPO's 


Earn  Up  To  $1,000 

When  you  upgrade  from  any 
practice  management 
software 


(COMPLETE  SYSTEMS  INCLUDING  DEC  486  COMPUTERS  FOR  UNDER  $4,000) 

DON'T  PUT  IT  OFF  ANOTHER  DAY!! 

CALL  US  TODAY  FOR  A FREE  DEMONSTRATION 


Medibase , Inc. 

753  Bergen  Boulevard 
Ridgefield,  NJ  07657 
(201)  313-1700 
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MAN  CARE  3 


The  title  of  this  editorial,  and 
its  manner  of  presentation,  signify 
the  importance  of  both  elements 
in  the  medical  environment  of 
today.  Managed  care  and  its  vari- 
ous aspects  is  the  consuming 
force  in  our  world.  The  use  of 
computers  in  medical  education 
and  practice  is  escalating  rapidly 
and  I,  along  with  many  of  you, 
now  have  entered  the  realm  long 
accepted  by  our  children  and  our 
children’s  children.  But  that  is  a 
subject  for  another  day. 

The  Wall  Street  Journal  of  May 
15,  1995,  headlined,  “Doctors  Are 
Losing  a Lobbying  Battle  to 
HMOs.  As  if  we  needed  that 
vital  information  to  understand 
our  position!  The  actions  of  our 
House  of  Delegates  give  ample 
testimony  to  our  concerns  and 
frustrations,  and  to  some  of  the 
measures  we  feel  will  help  to 
ameliorate  our  problems.  The 
complaints  of  the  attendees  at  the 
annual  meeting  of  the  American 
College  of  Physicians,  as  reported 
in  Medical  Economics  of  May  5, 
1995,  echoed  our  concerns  and 
are  familiar  to  all  of  us:  managed 
care  intrusion,  increased  paper- 
work, government  regulations,  re- 
duced fees,  worries  about  the 
future,  and  decreased  respect 
from  patients. 

Reports  in  American  Medical 
News  (and  elsewhere)  of  July  24, 
1995,  on  the  annual  meeting  of 
the  Group  Health  Association  of 
America  (GHAA)  is  illuminating 
and  frightening.  George  Halvor- 
son,  GHAA  board  chairman  said, 
“The  only  way  employers  can 
offer  quality  of  care  with  efficien- 
cy is  to  use  us.’  He  also  touted 
HMOs  over  "traditional  dis- 
organized medicine.”  At  the 
GHAA  meeting,  the  presentation, 
“The  Future  of  Managed  Care,” 
by  a Wall  Street  analyst  drew  100 


in  the  audience;  “Caring  for  Pa- 
tients Living  with  AIDS  — Best 
Practices  in  Case  Management 
and  Outreach  Programs’  had  20 
listeners. 

Steven  Schroeder,  MD,  presi- 
dent of  The  Robert  Wood 
Johnson  Foundation,  told  leaders 
of  GHAA  that  their  June  meeting 
was  a time  for  “celebration,  and 
also  opined  that  the  “stampede 
to  HMOs  was  the  “default  solu- 
tion to  the  failure  of  the  1994 
health  care  delivery  reforms. 
Paradoxically,  his  organization 
had  funded  a study  of  sick  pa- 
tients by  the  Harvard  School  of 
Public  Health  and  the  Harris  Poll 
that  showed  mixed  blessings 
when  comparing  managed  care  to 
fee-for-serviee.  Although  there 
were  fewer  out-of-pocket  ex- 
penses for  managed  care — $1,502 
versus  $1,735  per  year — the  pa- 
tients under  managed  care  plans 
experienced  more  problems  in 
getting  treatments,  in  seeing 
specialists,  in  obtaining  indicated 
tests,  in  waiting  for  appointments, 
and  in  receiving  appropriate  care. 

The  New  York  Times  of  July  3, 
1995,  reported  a broad-based 
agreement  was  reached  at  Jackson 
Hole  by  officials  of  federal,  state, 
and  local  public  employees  or- 
ganizations, consumer  groups, 
and  major  employers,  which  to- 
gether represent  an  estimated  80 
million  consumers  of  health  in- 
surance. The  buyers  have  begun 
to  flex  their  muscles.  The  “new 
Jackson  Hole  group  expects  that 
“monitoring  quality  will  be  the 
next  battlefield,”  and  they  plan  to 
develop  practice  guidelines  on  a 
continuing  basis. 

The  guidelines  of  the  Wyoming 
coalition  may  not  be  compatible 
with  those  already  promulgated 
(and  being  developed)  by  the  Na- 
tional Committee  for  Quality  As- 


surance (NCQA),  an  organization 
developed  by  managed  care  com- 
panies and  disavowed  by  us  at  our 
recent  Annual  Meeting.  NCQA  is 
the  closest  thing  to  a nationally 
recognized  standards  consortium. 
Its  Healthplan  Employer  Data  In- 
formation Set  (HEDIS)  now  is 
used  widely  throughout  corporate 
America  and  is  being  recom- 
mended, with  the  help  of  the 
American  Public  Welfare  Associa- 
tion, for  application,  in  revised 
form,  for  Medicaid.  HCFA 
already  has  committed  to  it  by 
advocating  its  use  by  the  in- 
dividual states.  NCQA  is  confi- 
dent that  their  guidelines  will  be 
used,  probably  sooner  rather  than 
later,  on  people  insured  or  cov- 
ered by  both  private  and  public 
schemata.  The  July  28,  1995,  re- 
port in  The  Wall  Street  Journal, 
“HMOs  To  Get  Big  Medicare 
Rate  Increase,”  tends  to  confirm 
the  optimism  expressed.  “One 
HCFA  executive  said  Wall  Street 
estimates  of  a 7 percent  to  10 
percent  increase  were  ‘well-in- 
formed speculation.  On  July  31, 
1995,  the  same  newspaper  up- 
graded the  increase  to  10.1  per- 
cent. Pity  the  poor  geriatrician  in 
a fee-for-service  practice. 

What  do  we  do?  For  starters, 
read  the  editorial  in  the  July  6, 
1995,  issue  of  The  New  England 
Journal  of  Medicine,  written  by 
editor-in-chief  Jerome  P.  Kassir- 
ir,  MD.  He  notes  that  few  have 
spoken  out  about  the  potential 
“dire  consequences”  of  the 
“unchecked  expansion  of  man- 
aged care  (particularly  the  in- 
vestor-owned variety).”  He  agrees 
that  “market-driven  health  care 
creates  conflicts  that  threaten  our 
professionalism”  and  that  “physi- 
cians will  be  forced  to  choose  be- 
tween the  best  interests  of  their 
patients  and  their  own  economic 
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survival.  Such  a dilemma  cannot 
be  tolerated  for  long;  the  patient, 
or  the  doctor,  or  both,  will  suffer. 
UNUM,  a major  disability  in- 
surer, reports  that  mental  and 
nervous  conditions  represent  15 
percent  of  all  new  claims  sub- 
mitted by  physicians — a 50  per- 
cent increase  in  three  years  ( Med 
Econ,  July  24,  1995). 

The  unsavory  choices  facing 
physicians  today  can  lead  only  to 
distasteful  choices,  says  Dr. 
Kassirir,  who  bases  his  opinion  on 
several  assumptions: 

• Cost,  not  quality,  will  prevail 
in  the  marketplace.  (Methods  to 
measure  quality  still  are  primi- 
tive, despite  the  actions  and  con- 
siderations of  the  Jackson  Hole 
group.  In  that  same  issue  of  The 
New  Englatid  Journal  of  Medicine, 
Arnold  Epstein,  MD,  senior  ad- 
visor to  president  Clinton  in  1993 
and  1994,  notes  that  performance 
reports  vary  in  content.  He  details 
some  of  the  activities  of  the  most 
prominent  accrediting  agency  for 
managed  care  groups,  the  afore- 
mentioned NCQA,  whose 
HEDIS  has  been  influential,  but 
also  controversial.  Dr.  Epstein 
concedes  “most  of  its  indicators 
measure  administrator  perfor- 
mance or  the  use  of  services 
rather  than  the  quality  of  care.” 
Neither  of  the  only  two  indicators 
that  measure  quality  is  adjusted 
for  risk,  which  is  conceded  to  be 
very  difficult.  “Like  the  Wright 
brothers’  airplane,  HEDIS  2.5  is 
both  an  important  achievement 
and  a primitive  instrument.”  He 
regrets  the  loss  of  the  Clinton 
plan  and  feels  we  must  continue 
our  efforts  to  obtain  yardsticks  of 
quality.  But  is  the  “standardized 
measurement”  in  the  best  in- 
terests of  our  patients? 

• There  will  be  fewer  services 
offered  by  the  various  plans,  in  an 
effort  to  be  competitive  in  their 
premiums. 

Dr.  Kassirir  itemized  some  of 
the  suggestions  made  by  others  to 
ameliorate  the  problem: 

• Modifications  should  be 
made  to  the  methods  of  practice, 
to  include  lawyer  input  regarding 
contracts,  new  bookkeeping  sys- 
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terns,  expanded  computerization, 
and  careful  patient  selection, 
perhaps  by  scheduling  mostly 
younger  individuals. 

• We  should  increase  our  par- 
ticipation on  governing  boards  of 
various  types. 

• We  should  attempt  to  obtain 
legislative  strictures  placed  on  the 
business  activities  of  managed 
care  companies. 

• We  should  strive  to  have 
payments  based  on  cost-effective 
treatments,  a task  that  probably  is 
impossible  because  of  the  many 
gray  areas  that  exist  in  the  art  and 
science  of  medicine. 

The  perverse  changes  listed  in 
the  editorial  are  well  known  to 
most  of  us: 

• Profits  and  cash  assets  of  the 
managed  care  corporations  are  in 
the  billions  of  dollars.  (Uwe  Rein- 
hardt feels  this  is  acceptable  be- 
cause of  the  high  profits  the 
managers  are  making.  He  is  sup- 
posed to  be  a health  care 
economist.  But  the  economies  in 
health  care  are  in  saving  life  and 
limb,  not  in  saving  or  reaping  a 
buck.) 

• The  numbers  of  uninsureds 
have  increased. 

• There  is  a continuing  de- 
crease in  the  funds  for  research, 
publication,  and  education. 

The  schism  continues  between 
those  who  believe  the  “health 
care  industry  is  a commercial 
venture,  and  those  who  feel  the 
professional  aspects  of  medicine 
demand  more  emphasis  on  the 
service  components.  Dr.  Kassirir 
blames  our  own  leaders  for  failing 
to  promote  and  to  defend  our 
professionalism. 

He  seems  to  feel  they  have 
capitulated  to  the  Philistines.  [My 
words,  not  his.]  His  solution:  “We 
must  persuade  our  leaders  to 
speak  out  ...  to  say  that  the 
enormous  profits  of  megahospital 
systems  and  huge  insurance  con- 
glomerates should  be  used  for 
medical  care.  . . . We  gave  up  too 
easily;  we  must  make  another 
serious  attempt  to  formulate  a na- 
tional policy  that  will  provide 
health  care  to  all.  After  all,  what 
oath,  promise,  or  pledge  did  we 


ever  make,  either  as  individuals 
or  as  a profession,  that  obligates 
us  to  restrict  care?  We  pledged, 
instead,  to  provide  care.”  (My 
views,  along  similar  lines,  have 
been  expounded  at  length  previ- 
ously.) Kate  McCartin,  writing  in 
The  Times  of  July  13,  1995,  said, 
“Doctors  argue  that  if  they  take 
a stand,  they  will  be  locked  out 
of  the  system,  made  penniless  and 
jobless.  There  will  always  be 
another  doctor  to  do  what  in- 
surers tell  them,  they  say.  Why  is 
that?  If  enough  doctors  rejected 
bad  medicine,  its  proponents 
would  go  out  of  business  or 
change  their  rules.  But  that’s  not 
happening.  Could  it  be  that  so 
many  physicians  are  willing  to  do 
the  wrong  thing?  Could  so  many 
be  afraid?  Will  no  physicians  join 
the  call,  to  go  this  far  [pushing  for 
a 48-hour  postpartum  stay],  and 
no  further?”  Can  the  power  of  the 
fourth  estate  help  us  avoid  the 
antitrust  menace  and  enable  us  to 
work  collaboratively  for  the  ben- 
efit of  our  patients. 

In  a JAMA  editorial  of  May  17, 
1995,  entitled  “Physician, 
Educate  Thyself,”  physicians  Ira 
Nash  and  Richard  Pasternak 
emphasize  the  need  for  medical 
schools  and  other  institutions  to 
train  physicians  how  to  face  the 
changing  nature  of  health  care 
and  its  delivery.  They  also  stress 
the  simultaneous  need  for  us  to 
define  the  “new  realities”  that 
will  face  us,  and  for  educational 
organizations  to  study,  teach,  and 
promulgate  the  salient  features  of 
the  health  policies  of  today  and 
tomorrow.  NEW  JERSEY  MED- 
ICINE hopes  and  expects  to  be- 
come one  of  those  organizations. 
□ Howard  D.  Slobodien,  MD 

Education  is  the  art  of  making 
man  ethical. 

Georg  Hegel,  The  Philosophy  of 
Right,  1821 

Health  is  a state  of  complete 
physical,  mental,  and  social  well- 
being, and  not  merely  the  absence 
of  disease  or  informity. 

Constitution,  The  World 
Health  Organization 
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IP/  J&M  MANAGEMENT 
SERVICES,  INC. 

Are  you  sure  your  billing  and  collection 
approach  is  maximizing  cash  flow ? If 
not,  we  can: 

• Receive  maximum  reimbursement  on 

insurance  claims 

• Optimize  insurance  timing 

• Create  positive  activity  on  each  and 

every  patient  account 

J&M  Management  Services,  Inc.  is  a full 
service  billing  and  collection  company  of- 
fering healthcare  providers  the  most  suc- 
cessful approach  to  claims  management 
available. 

(908)  563-0707 

Fax  (908)  563-0325 


Princeton  Pain  Management  Center 

Leslie  M.  Greenberg,  M.D.,  Director 

A Multidisciplinary  Approach  to  Pain 

Coordinated  By  Board  Certified,  Harvard  Trained 
Anesthesiologists  In  a Caring,  Supportive  Atmosphere 

727  State  Road,  Princeton,  NJ  08540 
609-683-9779 


MSNJ 
Board  of 

Trustees  Meetings 

November  19,  1995 
December  17,  1995 
January  21,  1996 
February  18,  1996 
March  17,  1996 
April  14,  1996 


Excellence 
in  Sleep 
Medicine 


Accredited  by  the  American 
Sleep  Disorder  Association 


The  Sleep  Disorder  Center  of  Morristown 
Memorial  Hospital  has  treated  thousands 
of  patients  and  assisted  over  one  hundred 
referring  physicians  with  the  diagnosis  and 
treatment  of  sleep  disorders. 

Testing  takes  place  in  a soothing,  home-like 
environment  to  ensure  maximum  patient 
comfort,  while  state-of-the-art  technology 
provides  high  quality,  accurate  results. 
Referring  physicians  promptly  receive 
comprehensive  reports  of  all  findings  and 
can  rest  assured  that  patients  are  returned 
to  them  for  ongoing  treatment. 

For  more  information  or  to  make  a referral 
please  call  (201)  971-4567. 


Most  insurance  & managed 
care  plans  accepted 


MORRISTOWN  MEMORIAL  HOSPITAL 

SLEEP  DISORDER  CENTER 

95  Mt.  Kemble  Ave.  • Morristown,  NJ  • (201)  971-4567 
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PENSION 

CVEPE LNPEP  CP  NEAPLY ? 
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* * 


WCPSENS  yetP  PPCCLEMS 


STRINGENT  LIMITS,  SEVERE  PENALTIES 
■UP  TC  9©%  MCRE  TUAN  CEECRE 
CHANGES  NEARLY  TC  THE  CVERELNRER 


IS  A PEMEPy 


•NEW  CUTLAYS  NCT  REQUIRED 
•WILE  GE  A HEER  IN  EVERY  CASE 
• "ECRTUNE  5©©"  LEGAL  SURRCRT 


THE  HIRWAN  CCMRANIES 

4 €2  MIDDLETOWN  DLVD.  SUITE  202 
EANOtiODNE,  DA.  19C47 
(715)  750-701  0 EAX  (2  1 5)  750-7791 


‘Retirement  Equity  Rescue  Plan 

‘General  Agreement  On  Trade  And  Tariffs,  Enacted  11/94 


Druker,  Rahl  & Fein 

Business  Consultants 
Certified  Public  Accountants 


We  have  your  prescription  to  profitability 

We're  Druker,  Rahl  and  Fein,  the  accountants  and  advisors 
to  physicians  and  health  care  providers. 

...Managed  Care. .Government  Regulations 
..the  industry  is  changing. .quickly. 

How  will  these  changes  affect  your  practice? 

You  have  questions  and  you  need  answers. 

Our  medical  services  experts  will  assist  you 
in  developing  a strategy  to 
succeed  in  this  dynamic  environment.  . 


Leaders  in: 

Cost  Accounting  • Strategic  Planning  • Group  Practice  Formation  • Tax 
Managed  Care  Analysis  • Practice  Valuations  • Practice  Management 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998  • 609-243-9700  • FAX  609-243-9799 

Contact  Robert  J.  Rahl,  CPA 


572 


NEW  JERSEY  MEDICINE 


PRESIDENTS  PAGE 


THE  MANAGED  CARE  ENVIRONMENT 


Being  president  of  the  Medical 
Society  of  New  Jersey  (MSNJ)  is 
a most  challenging  and  interest- 
ing position,  especially  with 
managed  care  on  everyone’s 
mind. 

The  recent  48-hour  law  enact- 
ed by  our  Legislation  reflects 
much  ol  this  new  environment.  It 
is  the  first  time  in  my  memory 
that  MSNJ  has  asked  the  Legis- 
lature to  get  involved  in  the 
clinical  practice  of  medicine.  Also, 
the  New  Jersey  Society  of  Ob- 
stetrics and  Gynecology  strongly 
supported  this  bill.  These  are  the 
doctors  that  are  signing  the  dis- 
charge orders  that  are  moving 
mothers  out  of  hospitals  in  24 
hours.  These  are  the  doctors  who 
signed  agreements  with  the 
managed  care  organizations  stat- 
ing that  only  physicians  would  be 
responsible  for  the  clinical  de- 
cisions and  not  the  managed  care 
companies.  The  entire  situation 
indicates  that  managed  care  com- 
panies are  influencing  clinical  de- 
cisions to  hold  down  costs.  Some 
of  these  decisions  clearly  are  not 
in  the  interests  of  the  patients 
whom  we  took  an  oath  to  serve. 
But  physicians  know  that  if  we  do 
not  play  the  game  with  managed 
care  companies,  we  will  not  be  on 
the  panel  next  year. 

I am  aware  of  other  examples, 
which  are  disturbing  to  me.  A 
primary  care  group,  which  is 
capitated,  was  informed  that  they 
had  better  stop  referring  so  many 
patients  to  specialists  or  they 
would  be  "de-selected.  In 
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another  group,  a primary  care 
physician  received  a memoran- 
dum to  use  amitriptyline  for 
depression  rather  than  Paxil IM  be- 
cause the  former  is  less  ex- 
pensive. Another  psychiatrist  told 
me  that  he  is  under  the  same 
pressure.  Another  physician  saw  a 
patient  with  cold  feet.  The  in- 
surance company  would  not  pay 
for  an  arteriogram.  A considerable 
delay  occurred  and  the  patient 
lost  his  leg. 

Everyone  I talk  to  has  a story 
to  tell.  I am  not  implying  that  all 
the  actions  that  managed  care 
companies  take  in  dealing  with 
phy  sicians  are  not  educational  or 
cost  effective. 

Recently,  I saw  a presentation 
by  a physician  from  one  of  the 


managed  health  care  plans.  He 
presented  a graph  that  showed 
the  relationship  of  lap  chole/open 
chole  performed  by  their  sur- 
geons. The  ratio  was  60/40.  One 
surgeon,  however,  was  clearly  an 
outlier  with  a ratio  of  24/76.  They 
spoke  to  the  surgeon  to  see  what 
they  could  do  to  help  him  do 
more  lap  chole,  which  it  would 
seem  is  state  of  the  art  and  cost 
effective.  It  is  hard  to  argue  with 
their  approach  given  the  premise 
that  the  major  problem  with 
medicine  today  is  that  advances  in 
technology  have  outstripped  so- 
ciety’s ability  to  pay  for  them. 

Physicians  do  not  attract  the 
patients  in  a managed  care  en- 
vironment— the  managed  care 
companies  do.  How  can  a physi- 
cian recommend  a drug,  a study, 
a treatment,  or  a hospital  stay  for 
which  the  insurance  company  will 
not  pay?  How  can  a physician 
take  on  the  entity  in  his  duty  to 
the  patient  when  he  has  a concern 
that  it  he  goes  too  far  (how  far  is 
too  far?)  he  will  be  “de-seleeted. 
So,  it  is  a matter  of  fact  that  physi- 
cians are  compromising  and  they 
are  not  happy  about  it. 

What  can  we  do?  I encourage 
members  of  MSNJ  to  write  to  me 
and  to  include  copies  of 
memorandums  and  other  items 
that  support  their  stories. 

If  we  are  going  to  approach 
consumer  groups,  regulators,  or 
legislators  we  need  real  evidence. 
Then,  and  only  then,  will  they 
listen  to  us.  □ Louis  L.  Keeler, 
MD 
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DO  YOU  HAVE  THE  RIGHT  TIME? 

It’s  9:40 

In  the  morning  . . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 

INTERNATIONAL  UNDERWRITERS  AGENCY 

1-800-248-7090 

SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 

FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  3 EXECUTIVE  BLVD.  YONKERS,  NY  10701 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 
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CELEBRATE: 

WOMEN  IN  MEDICINE 

September  is  Women  in  Medicine  month.  To  honor  the  women  physicians  of  the  Medical  Society  of 
New  Jersey  (MSNJ),  we  present  this  essay  reflecting  the  theme:  women  physicians:  leading  change. 

As  the  number  of  female  physicians  continues  to  increase,  the  need  for  a strong,  organized  voice  is  more 
evident  than  ever.  Currently,  women  represent  19  percent  of  the  physician  population  and  over  40  percent 
of  medical  school  students. 

The  six  women  physicians,  who  wrote  of  their  own  experiences  for  this  special  report,  represent  a timeline 
for  the  last  six  decades ; their  experiences,  thoughts,  and  advice  should  encourage  other  women  physicians 
to  become  vital  activists  in  organized  medicine. 


ROSE  PRYSTOWSKY,  MD 


I was  the  only  female  accepted 
in  the  medical  school  class  of 
1944.  When  we  were  being 
taught  physical  diagnosis,  I was 
separated  from  my  classmates  and 
given  other  patients  to  examine. 

I learned  to  keep  my  grades  to 
myself.  Being  smarter  than  a male 
colleague  was  unacceptable.  I also 
learned  many  specialties  were 
closed  to  women. 

During  my  psychiatry  residen- 
cy, I was  told  that  the  men  had 
schedule  preferences  since  their 
lives  were  more  important. 

During  my  era  of  training, 
female  requests  were  ignored, 
e.g.  one  female  doctor  asked  not 


to  be  scheduled  on  call  during  the 
months  she  expected  her  baby. 
Having  been  ignored,  she  had  to 
call  the  chief  of  psychiatry  when 
she  began  labor  since  her  male 
colleagues  would  not  cover  her. 

I am  married  to  a very  sup- 
portive husband.  I have  five  sons, 
four  of  whom  are  physicians  and 
one  who  is  an  English  professor. 

To  women  who  want  to  enter 
the  medical  field,  I give  this  ad- 
vice: Arrange  your  schedule  so 
you  will  not  have  to  impose  extra 
responsibility  on  your  colleagues 
(male  and  female)  because  of  your 
personal  life. 


PALMA  FORMICA,  MD 


Contrary  to  the  popular  adage 
that  leaders  are  born,  I am  con- 
vinced that  leadership  is  a learned 
process  and  not  dependent  on 
gender  or  genetic  endowment.  An 
essential  ingredient  is  the  desire 
to  serve.  Another  is  caring:  caring 
about  and  caring  for  our  pro- 
fession and  our  patients. 

As  more  women  physicians 
enter  the  practice  of  medicine,  we 
must  accept  the  challenge  of 
leadership.  Women  must  be  in- 
volved and  that  means  belonging 
to  and  participating  in  profes- 
sional organizations.  Our  only  col- 
lective voice,  and  our  real  power, 
is  to  be  active  in  medical 
societies. 


Unfortunately,  too  few  women 
doctors  join.  For  those  who  do,  it 
no  longer  is  sufficient  just  to  pay 
dues.  We  must  be  involved  at  all 
levels.  We  must  face  the 
challenges  as  they  come.  We 
must  take  the  reins  of  leadership. 

We  have  come  a long  way  in 
the  past  20  years.  Our  male  col- 
leagues have  opened  the  doors  to 
us.  When  we  volunteer,  we  are 
welcomed.  They  invite  us  into  the 
circle  of  leadership  by  serving  as 
our  mentors,  advisors,  counselors, 
and  advocates. 

We  must  seize  the  moment  and 
accept  the  call,  even  if  it  means 
juggling  our  diverse  roles. 
Women  are  good  at  time  manage- 


VOL  92-NUMBER  9 SEPTEMBER  1995 


575 


BESSIE  SULLIVAN,  MD 


ment  and  prioritizing.  We  have 
been  socialized  this  way.  Learn- 
ing the  rules  of  the  game  and  how 
to  be  a team  player  may  take  a 
little  more  effort.  Understanding 
that  males  and  females  often  com- 
municate differently  should  not 
deter  us  from  being  heard. 


Circa  May  1974.  Muhlenberg 
Hospital  Medical  Center.  Second- 
year  physical  diagnosis  course. 
Patients  are  selected.  Yes,  that  50- 
year-old  executive  with  the  acute 
MI.  We  will  review  the  classic 
characteristics  of  coronory  artery 
pain;  we  will  hear  the  S4  gallop 
and  maybe  the  mitral  insufficien- 
cy murmur  of  papillary  muscle 
dysfunction.  We  will  discuss  his 
prognosis,  which  is  poor.  The  risk 
of  surgery,  CABAG,  is  high.  Will 
he  return  to  work? 

The  next  ease  will  be  dif- 
ficult— a 24-year-old  white  male 
with  viral  myocarditis,  intractable 
CHF.  His  prognosis;  more  than 
guarded  but  there  is  the  S3-S4 
gallops  to  hear,  the  rales,  the 
enlarged  liver  and  spleen,  and  the 
peripheral  edema. 

The  third  and  last  case,  a young 
female  with  rheumatoid  arthritis 
(RA):  the  classical  deformities  of 
RA,  the  subcutaneous  nodules, 
the  socioeconomic  consequences, 
treatment  with  aspirin,  Indociny 
gold,  and  steroids.  Bedridden  at 
age  25. 

The  session  is  over.  I enjoyed 
the  students — bright,  enthusi- 
astic, and  excited  as  they  ap- 
proached the  bedside  for  the  first 
time. 

Circa  May  1994.  Muhlenberg 
Hospital  Medical  Center.  Seeond- 
vear  physical  diagnosis  course. 


And  once  top  leadership  has 
been  attained,  we  have  the 
responsibility  to  be  role  models 
for  those  women  who  follow  us. 

The  time  for  involvement  is 
now.  American  medicine  needs 
our  help.  Now  is  the  time  for 
leadership. 


Yes,  I am  prepared;  they  should 
be  here  any  minute.  As  I wait,  I 
remember  one  of  those  first 
physical  diagnosis  courses. 

A 50-year-old  male  with  an 
acute  MI.  Would  my  students 
recognize  the  computerized 
CCU?  After  the  TPA  treatment  in 
the  ER,  would  they  hear  the  S4 
gallop  or  the  murmur  of  papillary 
muscle  dysfunction?  Is  he  a can- 
didate for  angioplasty  or  CABAG? 
His  prognosis  is  good. 

Our  second  patient  is  dying 
from  myocarditis.  But  there  is  a 
coming  together  of  advancements 
in  transplant  immunology,  im- 
munosuppressive therapies,  sur- 
gical techniques,  and  antibiotics; 
cardiac  transplantation  is  a reality. 

For  our  third  patient  we  are 
prescribing  an  immunosup- 
pressive and  anti-inflammatory 
cocktail  to  treat  RA — attack  early 
and  aggressively  and  prevent 
those  deformities.  If  they  occur, 
be  aggressive  even  if  it  requires 
bilateral  hip  or  knee  replacement. 
The  bedridden  will  walk. 

I hear  a knock.  My  students  are 
here.  Will  I review  the  same  basic 
principles?  Yes,  but  I must  in- 
troduce them  to  some  new  ideas, 
a place  like  Jackson  Hole.  There 
is  a burden  and  opportunity  to 
deliver  quality  treatment  as  we 
resolve  the  health  care  crisis. 


PATRICIA  KLEIN,  MD 


When  I started  UMDNJ-New 
Jersey  Medical  School  in  1972, 
the  percentage  of  women  medical 
students  was  just  beginning  to  in- 
crease. Almost  25  percent  of  my 
graduating  class  was  women. 
Having  come  from  a traditionally 
female  profession,  nursing,  into  a 


traditionally  male  profession, 
medicine,  I saw  the  need  for 
women  to  organize  and  be  strong 
spokespersons  for  their  patients 
and  themselves. 

During  my  years  in  medical 
school,  I was  very  active  with  the 
student  chapter  of  the  New  Jersey 
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Medical  Women’s  Association. 
However,  I realized  that  to  have 
our  needs  and  opinions  heard, 
women  physicians  needed  to  be 
in  the  mainstream  of  organized 
medicine.  For  that  reason,  I be- 
came very  active  in  the  Bergen 
County  Medical  Society,  MSNJ, 
and  the  American  Medical  As- 
sociation (AMA).  I have  served  on 
the  board  of  the  Bergen  County 
Medical  Society  since  the  early 
1980s  and  was  its  first  female 
president  in  1991.  I also  serve  as 
the  chair  of  the  MSNJ  Committee 
on  Women  in  Medicine. 

For  the  past  three  years  I have 
been  serving  as  an  AMA  alternate 
delegate.  At  conventions,  I net- 
work with  delegates  from  across 
the  country  at  the  womens 
caucus.  Through  this  mechanism, 
we  try  to  bring  to  the  forefront 
issues  pertinent  to  women  physi- 
cians and  evaluate  and  support 
candidates  for  office  who  are 
tuned  in  to  our  cause. 

W omen  now  are  the  fastest 
growing  sector  in  medicine.  It  is 
critically  important  that  women 
physicians  join  organized  medi- 
cine to  make  our  voice  heard 


clearly  and  loudly  at  the  national 
and  state  levels. 

We  are  extremely  fortunate  in 
New  Jersey  at  this  time  to  have 
a female  governor  and  numerous 
high-ranking  women  at  the  state 
level,  in  elected  and  appointed 
positions.  This  is  our  golden  op- 
portunity to  lobby  for  quality  and 
accessible  health  care  for  all. 

As  a full-time  practicing  physi- 
cian, wife,  and  mother,  I under- 
stand the  time  constraints.  How- 
ever, it  is  critically  important  that 
we  organize  so  that  our  voices  can 
be  heard.  MSNJ  was  pivotal  in 
having  the  48-hour  hospital  stay 
for  a normal  vaginal  delivery  bill 
passed  through  the  New  Jersey 
Legislature  and  signed  by  Gov- 
ernor Whitman. 

This  year  is  the  75th  an- 
niversary' of  women’s  right  to  vote 
in  the  United  States.  Our  power 
is  in  our  vote.  As  our  numbers 
increase,  our  vote  becomes  more 
and  more  important.  However, 
you  cannot  vote  if  you  are  not  a 
member  of  an  organization.  We 
need  you  to  be  part  of  the 
process.  We  need  your  ideas  and 
input. 


ANN  HUGHES,  MD 


When  I was  nine  years  old,  my 
teacher  asked,  “What  does  your 
father  do?”  I answered,  “My  dad 
and  mom  are  doctors.  “Oh,  no, 
honey,  she  condescendingly 
replied.  “Your  mommy’s  a nurse. 
Women  can  t be  doctors.’  My  re- 
ward for  arguing  was  time  in  the 
“dunce’s  corner. 

But  my  mother  was  a doctor. 
She  graduated  from  medical 
school  in  1949.  She  had  a busy 
solo  practice  in  a small  upstate 
New  York  town.  She  also  was  the 
mother  of  seven  children.  She 
cooked,  made  many  of  our 
clothes,  baked  cookies,  watched 
plays  and  recitals,  and  nursed 
wounds. 

When  1 attended  college, 
women  were  becoming  a more 
visible  and  accepted  factor  in  the 
practice  of  medicine.  But  even  so, 
my  guidance  counselor  told  me 
that,  as  a woman,  my  chances  of 


getting  one  of  the  "women’s 
spots’  in  medical  school  were 
slim.  The  odds,  he  said,  were  bet- 
ter for  men. 

Despite  the  odds,  I was  ac- 
cepted. Medical  school  was  excit- 
ing and  difficult.  For  the  most 
part,  women  were  well  accepted 
by  their  colleagues.  We  were  a 
family — emotionally  interdepen- 
dent, and  respectful  of  each 
other’s  strengths  and  weaknesses. 
Our  acceptance  by  the  faculty  on 
the  other  hand,  was  limited. 
W1  len  a fellow  male  student  was 
being  chastised  for  poor  work,  I 
overheard  a professor  tell  him, 
"Even  a girl  could  do  a better  job 
than  that. 

When  considering  my  options 
for  residency,  I tried  to  choose  a 
field  that  I would  enjoy,  one  in 
which  I would  be  able  to  balance 
a full-time  practice  with  a family. 

My  radiology  residency  was 
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challenging — mentally,  emotion- 
ally, and  physically.  Because  of 
concern  surrounding  radiation  ex- 
posure, pregnancy  was  forbidden. 
There  was  an  unwritten  but  ex- 
plicit rule:  If  I became  pregnant, 

I would  have  to  take  the  year  off 
and  repeat  it  postpartum.  This 
rule  deeply  affected  my  personal 
life  and  plans  for  children. 

Fifteen  years  ago,  when  I 
graduated,  28  percent  of  the  class 
was  female  and  this  was  an 
astonishingly  high  number.  Today 
almost  one-half  of  the  medical 
school  enrollment  is  female.  More 
women  are  choosing  radiology 
and  other  specialties  once  re- 

I was  in  a family  medicine  res- 
idency program  and  moonlighting 
at  Planned  Parenthood  when  I 
realized  how  much  I enjoyed 
working  with  and  for  women.  My 
training  in  family  medicine  had 
taught  me  how  to  approach  peo- 
ple and  deal  with  “whole”  health 
issues.  In  the  “all  female  en- 
vironment of  Planned  Parent- 
hood, I was  witness  to  the  issues 
women  would  not  report  any- 
where else.  I watched  the  staff 
support,  honor,  and  validate  these 
women.  In  trying  to  understand 
the  difference  between  health 
care  and  “women’s  health,”  I 
realized  that  women  activists  have 
advocated  for  more  patient 
educator/consumer  information, 
a “holistic”  and  cooperative 
model  of  health  care  delivery,  val- 
idating women's  concerns,  and 
honoring  diversity  of  experience 
and  needs  and  alternative  meth- 
ods of  treatment.  Collectively, 
women  have  pushed  the  bound- 
aries of  medicine  in  a positive 
direction;  one  that  more  closely 
matched  my  own  ideals. 

I approached  the  chair  of  the 
Department  of  Family  Medicine 
at  UMDNJ- Robert  Wood  John- 
son Medical  School  about  creat- 
ing a fellowship  in  women’s 
health.  I wanted  more  experience 
in  the  clinical  areas  as  well  as  a 
chance  to  study  gender  issues  in 
medicine.  In  1992,  we  created  a 


garded  as  more  suitable  for  men. 
Pregnancy  and  the  demands  of 
family  life  are  not  only  tolerated 
but  planned  for  in  many  residen- 
cies. 

This  spring  I attended  my 
second-grade  daughter’s  “career 
day.  To  my  delight,  there  was 
not  one  child  surprised  to  see  a 
woman  physician.  I was  pleased 
to  see  as  many  girls  as  boys  raise 
their  hands  to  say  that  they  want- 
ed to  be  a doctor  when  they  grew 
up.  What  a welcome  change  from 
the  attitude  I lived  with  as  I grew 
up.  And  what  a great  omen  of 
change  for  the  future. 


flexible  two-year  fellowship  with 
appointments  in  the  Departments 
of  Family  Medicine  and  of  Ob- 
stetrics and  Gynecology,  includ- 
ing clinical  work,  teaching,  re- 
search, community  involvement, 
and  a master’s  degree  in  public 
health.  This  is  the  first  women’s 
health  fellowship  in  family 
medicine  in  the  country.  It  has 
attracted  applicants  from  as  far 
away  as  California,  which  has 
proved  its  popularity. 

After  completing  the  fellow- 
ship, I joined  the  faculty  of  the 
Department  of  Family  Medicine 
at  UMDNJ-Robert  Wood  John- 
son Medical  School  where  I am 
starting  a clinical  women’s  health 
program  in  one  of  our  family 
practice  sites.  My  major  academic 
interests  include  women  and 
cardiovascular  disease,  domestic 
violence,  sexual  harassment,  and 
health  promotion/disease  preven- 
tion. I am  the  chair  of  the  Com- 
mittee on  Women  in  Medicine  for 
the  New  Jersey  Academy  of  Fami- 
ly Physicians  and  the  vice-presi- 
dent for  programming  of  the 
Women’s  Heart  Research  Fund. 

In  the  long  run,  listening  to 
women’s  concerns  and  helping  to 
meet  their  needs  changed  my  en- 
tire career  path.  It  continues  to  be 
both  challenging  and  rewarding.  I 
couldn  t be  happier  with  my 
choice.  D 
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Review  article: 
Taking  estroge 


Jerome  Abrams,  MD,  MPH 


The  advantages  and  disadvantages  of  hormone  replacement 
are  presented  so  that  physicians  will  be  better  able  to  enlist 
the  cooperation  of  their  patients  to  achieve  maximum  benefit 
with  minimum  risk.  The  benefits  of  estrogen  therapy  clearly 
outweigh  the  possible  side  effects. 


More  than  one-half  of 
menopausal  women 
in  the  United  States 
have  never  received 
estrogen  replacement  therapy 
(ERT)  despite  intensive  cam- 
paigns praising  its  benefits  and 
advantages.1 2 This  essay  promotes 
ERT  for  menopausal  patients,  and 
reinforces  the  most  recent  recom- 
mendations of  the  American  Col- 
lege of  Obstetricians  and  Gyne- 
cologists.2'1' 

BENEFITS  AND 
ADVANTAGES  OF  ERT 

1 .  Oral  estrogen  therapy  is  the 
most  effective  and  least  expensive 
means  of  decreasing  the  risk  of 
osteoporotic  fractures.2  0911  Hip 
fractures,  with  high  rates  of  dis- 
ability and  death,’  continue  to  in- 
crease as  the  number  ol  post- 
menopausal women  increases 
yearly.1011 

2.  Symptomatic  relief  of  hot 
flashes  and  flushes  and  of 
urogenital  complaints  will  be  un- 
questionably relieved.2 10 

3.  Cardiovascular  benefits  with 
improved  lipid  profiles  and  im- 
proved coronary  blood  flow  have 
been  mentioned  repeatedly  by 
gynecologists  and,  more  recently, 
by  physicians  of  other  special- 
ties.10'16 


MANAGEMENT 

1.  Primary  prevention.  The 

onset  of  osteoporosis’  and 
cardiovascular  disease1  will  be  de- 
layed and  their  serious  conse- 
quences ameliorated  by  weight 
control,  weight-bearing  exercises, 
and  vitamin-mineral  supplemen- 
tation, including  at  least  1,200  mg 
of  calcium  daily  or  its  equivalent 
in  low-fat  dairy  foods,510 11  and  the 
avoidance  of  tobacco.  Rarely  is  it 
too  late  to  encourage  these 
prophylactic  measures,  which  are 
more  effective  when  initiated 
earlier  than  later,  e.g.  an  agile 
person  of  normal  weight  is  less 
likely  to  fall  and  challenge  the 
integrity  of  her  skeletal  system. 

2.  Secondary  prevention.  Con- 
traindications to  ERT  have  not 
changed  in  the  last  10  to  26  years, 
i.e.  pregnancy,  undiagnosed  vagi- 
nal bleeding,  liver  disease, 
gallbladder  disease,  hypertension, 
and/or  almost  any  acute  dis- 
ease.210 Common  sense  will  dic- 
tate the  need  to  diagnose  and 
treat  any  of  the  aforementioned 
symptoms  before  embarking  upon 
a course  of  prophylaxis.  Breast 
and  uterine  cancer  should  be  in- 
cluded among  the  contraindica- 
tions except  for  a few  brave 
enthusiastic  physicians  who 
should  acquaint  their  patients 


with  the  risks  of  the  recurrence 
of  cancer  with  ERT.10  Positive 
estrogen  receptors  in  the  primary 
tumors  and  the  objections  of  on- 
cologists should  serve  to  temper 
enthusiasm  for  ERT. 

Annual  mammography  is 
necessary  for  all  ERT  patients 
and  a radiologic  diagnosis  of 
dense  breasts1  especially  with  the 
radiologist  s warning  of  false 
negatives  and  decreased  diag- 
nostic sensitivity  is  a relative  con- 
traindication to  ERT.1,  A family 
history  of  breast  cancer  on  the 
maternal  side  should  reinforce 
this  contraindication;  however, 
most  of  these  patients  will 
hestitate  to  seek  ERT,  much  less 
accept  it. 

A serum  chemistry  panel  with 
a lipid  profile  should  be  almost 
routine,  especially  with  older  pa- 
tients. Hypercholesterolemia  with 
a low  high-density  lipoprotein 
(HDL)  will  favor  the  initiation  of 
ERT,  which  is  much  less  ex- 
pensive than  cholesterol-lowering 
agents  that  rarely  raise  HDL. 
Bone  densitometry  usually  is  of 
no  greater  value  than  a two- 
second  glance  at  a patient’s 
habitus  and  should  be  reserved 
for  the  reluctant  patient  seeking 
objective  evidence  of  osteopo- 
rosis. There  will  be  a few  petite 
sedentary  semi-alcoholic  smokers 
with  osteoporotic  mothers  in 
wheelchairs  demanding  densi- 
tometry and  even  computed  to- 
mography (CT)  scans  with  in- 
surance covering  the  cost. 

3.  Active  management.  One  or 
more  10-  to  13-day  courses  of 
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progestin  (10  mgm  daily)  are  in- 
dicated for  the  perimenopausal 
patient  with  hvpo-oligomenor- 
rhea.6  10  The  absense  of  withdraw- 
al bleeding  will  signal  candidacy 
for  ERT  and  will  condition  the 
patient  to  accept  hormonal 
replacement  because  of  minimal, 
if  any,  side  effects  or  risks  with 
progestins.  During  this  phase  of 
management,  weekly  instillations 
of  estrogen  cream  will  prevent 
dyspareunia,  improve  bladder 
tone,  and  further  condition  the 
patient  to  accept  estrogens  as  long 
as  she  is  advised  to  ignore  the 
warnings  in  the  package  insert. 

Cyclic  ERT,  e.g.  0.625  mg  con- 
jugated estrogen  daily,2 10  is  easily 
prescribed  for  the  hysterec- 
tomized patient.  Occasional 
mastalgia  and  fluid  retention 
readily  is  managed  with  thiazide 
diuretics,  decreasing  estrogen 
dosage,  and/or  adding  testoster- 
one (no  more  than  1.25  mgm 
daily,  up  to  20  days  a month).6 
Testosterone  should  be  avoided 
or  prescribed  gingerly  if  there  is 
a family  history  of  and/or  a ten- 
dency toward  hirsutism  despite 
the  claims  of  the  androgen 
enthusiasts  that  hirsutism  is  re- 
versible.12 

ERT  for  the  patient  with  her 
uterus  usually  is  problematic  be- 
cause of  apparent  unwillingness 
and/or  inability  to  tolerate  uterine 
bleeding  whether  it  is  expected 
cyclic  withdrawal  bleeding  or  un- 
expected breakthrough  bleeding. 
Progestins  must  be  added  to  any 
and  all  ERT  regimens  to  protect 
against  endometrial  cancer.201013 
ERT  with  added  progestins 
(hormonal  replacement  therapy 
[HRT])  is  associated  with  fewer 
cases  of  endometrial  cancer  than 
those  without  HRT;  this  has  not 
convinced  some  women  to  toler- 
ate bleeding  despite  the  benefits 
to  their  skeletal,  cardiovascular, 
and  urogenital  systems.24 

For  many  years,  cyclic  ERT  (21 
to  25  days  each  month)  with 
progestins  added  during  the  last 
10  to  13  days  of  the  month  was 
the  customary  HRT  regimen  with 
bleeding  occurring  during  the  5 


to  7 days  without  hormones.10 
More  recently,  four  different  reg- 
imens have  been  devised  in  an 
effort  to  prevent  the  withdrawal 
or  breakthrough  bleeding  that 
was  so  objectionable  to  many  pa- 
tients and  their  physicians.6 ' 10 
None  of  these  regimens  has  been 
completely  successful  in  eliminat- 
ing the  bleeding,  but  these  re- 
gimens have  served  to  increase 
the  numbers  of  patients  accepting 
HRT  even  though  the  occurrence 
of  breakthrough  bleeding  man- 
dated endometrial  biopsy  and 
even  dilatation  and  curettage  (D 
& C)  to  rule  out  endometrial 
cancer.  Unfortunately,  a few  of 
these  patients  have  found  en- 
dometrial biopsy  sufficiently  an- 
noying to  have  discontinued 
HRT.  At  this  juncture  it  would  be 
appropriate  to  describe  these 
newer  regimens,  which  have  ulti- 
mately proved  to  be  more  satisfac- 
tory for  more  patients  than  the 
original  cyclic  HRT: 

A.  Continuous  ERT  with  2.5 
mg  of  progestin  daily.  This  reg- 
imen is  associated  with  the  least 
amount  of  breakthrough  bleeding 
but  up  to  six  months  of  this  con- 
tinuous combined  regimen  may 
be  required  before  complete 
amenorrhea  is  achieved.6 10 

B.  Continuous  ERT  with  10  mg 
of  progestin  daily  for  10  to  12  days 
each  month  or  every  second  or 
third  month . 6 111 14 

C.  Cyclic  ERT  (21  to  25  days 
each  month)  with  10  to  12  days 
of  progestin  (10  mg  daily)  every 
second  or  third  monthfM>M 

D.  ERT , e.g.  0.625  mg  con- 
jugated estrogen 6111  and  progestin 
(2.5  mg  daily),  for  21  to  25  days 
each  month. 

Testosterone  (1.25  mg  daily) 
may  be  added  to  any  of  these 
regimens  periodically  if  there  is 
loss  of  libido  and/or  significant 
osteoporosis.9 12  An  unfavorable 
lipid  profile  will  suggest  decreas- 
ing progestins  from  a monthly 
schedule  to  a second  or  third 
month  schedule,  because  pro- 
gestins seem  to  negate  the 
beneficial  effect  of  estrogens  of 
the  lipid  profile.1"  1316 


Finally,  for  the  osteoporotic 
candidate  who  will  not  or  cannot 
accept  or  tolerate  ERT  or  HRT, 
two  weeks  of  oral  etidrionate  (400 
mg,  H.S.,  for  two  weeks  at  three- 
month  intervals)  may  prevent 
osteoporotic  fractures.09 11  Etidri- 
onate on  a temporary  basis  may 
be  a suitable  alternative  for  the 
patient  who  has  discontinued 
ERT  or  HRT  while  awaiting  the 
results  of  an  endometrial  biopsy 
or  anticipating  a D & C. 

DISCUSSION 

There  is  a current  popular  at- 
titude that  pervades  all  socio- 
economic educational  levels, 
emphasizing  immediate  gratifica- 
tion or  favorable  results  over 
future  or  long-term  benefits.  This 
attitude  interferes  with  medical 
advice  seeking  to  prevent  os- 
teoporotic features  and  cardio- 
vascular disease  in  the  future 
while  trying  to  deal  with  uterine 
bleeding  in  the  present.  Even  the 
most  intelligent,  cooperative  pa- 
tient may  be  confused  with 
changing  HRT  regimens.  Many 
physicians,  particularly  primary 
care  physicians  with  capitated 
clientele,  may  become  over- 
whelmed with  frequent  telephone 
calls  and  office  visits  precipitated 
by  the  side  effects  of  HRT  regi- 
mens. Even  the  most  sophisti- 
cated patient  occasionally  will  be 
intimidated  by  complications  re- 
ported by  the  media.  Very  few  of 
these  side  effects  or  complications 
require  gynecologic  referral;  even 
the  introduction  of  a tiny,  soft 
plastic  endometrial  sampler  does 
not  require  gynecologic  training. 
The  increasing  intrusion  of 
capitated  managed  care  may  serve 
to  discourage  the  prescribing  of 
more  HRT  for  many  more  pa- 
tients. 

The  situation  is  further  con- 
fused by  the  realization  that  the 
risk  of  breast  cancer  may  have 
been  underestimated,  particularly 
for  long-term  estrogen  users,  and 
the  risk  of  serious  osteoporotic 
fractures  may  have  been  over- 
estimated.1013 18  There  probably 
are  fewer  than  1,000, 000  of  these 
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fractures  annually,  including 
500,000  of  the  more  serious  hip 
fractures  among  more  than 
35,000,000  postmenopausal 
women.  It  frequently  is  difficult 
to  persuade  an  apparently  healthy 
50-year-old  to  start  a 10-  to  20- 
year  course  of  ERT  or  HRT  in  the 
face  of  such  odds.  Even  telling 
the  patient  that  by  age  80,  25 
percent  of  all  women  may  have 
hip  fractures,1"  probably  will  fail 
to  convince  her  to  initiate  long- 
term therapy  with  estrogens. 

Nevertheless,  there  still  are 
many  untreated  patients  at  this 
time,  without  a family  history  of 
breast  cancer,  obviously  at  risk  for 
osteoporosis  based  upon  body 
build,  smoking,  and  sedentary 
lifestyle.0  Also,  there  are  many 
patients  with  a family  history  of 
heart  disease,  unsatisfactory  lipid 
profiles,  and  the  aforementioned 
bad  habits.  Just  as  diabetics  and 
hypertensives  require  special  at- 
tention, it  should  be  possible  to 
increase  postmenopausal  high- 
risk  patients  longevity  and  im- 
prove their  quality  of  life  with 
ERT  or  HRT. 

SUMMARY 

The  majority  of  menopausal 
women  in  the  United  States  still 
are  not  taking  estrogens  despite 
the  proved  benefits  to  their 
skeletal,  cardiovascular,  and 
urogenital  systems.  The  advan- 
tages of  estrogen  therapy  clearly 
outweigh  the  potential  disadvan- 
tages. Preventive  and  active 
management  of  conditions  caused 
by  estrogen  deprivation  is 
described.  Contraindications  to 
estrogen  therapy  and  the  means 
of  managing  potential  side  effects 
are  mentioned.  H 
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Editorial  comment.  In  medi- 
cine, there  is  a time  when  a val- 
ued therapy,  used  for  many  years, 
becomes  an  established  and  rec- 
ommended form  of  treatment. 

As  the  life  expectancy  of  a 
woman  now  exceeds  that  of  her 
ovaries  by  several  decades,  it  is 
reasonable  to  regard  hormone 
replacement  as  a fact  of  life.  Dr. 
Abrams,  in  this  well-researched 
article,  demonstrates  that  the  use 
of  estrogen,  or  an  estrogen- 
progesterone  combination,  is  the 
treatment  of  choice  for  women  of 
perimenopausal  age  and  beyond. 

The  wise  dictum  of  “primum 
non  nocere’  is  well  founded  in 
medical  lore.  Equally  important  is 
the  physician’s  obligation  to  rec- 
ommend therapy  that  is  safe  and 
efficacious.  The  bulk  of  scientific 
research  supports  hormone  re- 
placement therapy  as  an  aid  in 
slowing  the  development  of 
cardiovascular  disease  and  os- 
teoporosis in  menopausal  women. 

Medicine  is  an  art  and  a 
science.  The  science  tells  us  that 
estrogen  is  beneficial  to  women. 
The  art  is  to  present  this  therapy 
favorably  to  our  female  patients. 
□ Gerard  F.  Hansen,  MD 
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Inflammatory  pseudotumor  of  the  heart  is  a benign  tumor-like 
lesion  consisting  of  reparitive  granulation  tissue  with  fibroblasts, 
myofibroblasts,  and  plasma  cells  predominating.  This  lesion  is 
commonly  seen  in  the  lungs.  The  authors  present  this  case 
report  to  stimulate  discussion. 


The  patient  was  a healthy, 
asymptomatic,  11 -year- 
old,  black  female;  routine 
physical  examination 
noted  a grade  2/6  systolic  murmur 
over  the  pulmonic  area.  There 
was  no  associated  dyspnea, 
palpitations,  fever,  or  rash.  Her 
past  medical  history  was  unre- 
markable, as  was  the  remainder  ol 
the  physical  examination.  Labora- 
tory evaluation  disclosed  an 
elevated  erythrocyte  sedimenta- 
tion rate  ol  85  mm/hr  and  a 
platelet  count  of  717,000.  Echo- 
cardiography, thoracic  computed 
tomography  (CT),  and  cardiac 
magnetic  resonance  imaging 
(MRI)  demonstrated  a 3x3  cm 
mass  arising  in  the  right  ventricle 
and  extending  into  the  pulmonary 
outflow  tract.  Imaging  of  the 
head,  chest,  and  abdomen  were 
otherwise  negative.  A mass  aris- 
ing from  the  right  ventricular  free 
wall  and  pulmonary  outflow  tract, 
and  impacting  on  the  pulmonary 
valve,  was  successfully  resected. 

Radiologic  findings.  A con- 
trast-enhanced CT  scan  of  the 
chest,  performed  on  a GE  9800 
unit,  demonstrated  a hvpodense  3 
cm  mass  within  the  right  ventricle 
(Figure  1).  Coronal  and  axial  MRI 
was  performed  on  a 1.5  Tesla  GE 
Signa  scanner,  with  ECG  gating 


and  Tl-weighted,  proton  density, 
and  T2-weighted  sequences.  A 
complex  soft  tissue  mass  of  in- 
termediate signal  intensity  on  Tl- 
weighted  images  and  inhomo- 
genous  hyperintense  signal  on 
T2-weighted  images  was  iden- 
tified. This  mass  appeared  con- 
tiguous with  the  right  ventricular 
wall  and  ventricular  septum  and 
extended  into  the  right  ventricu- 
lar outflow  tract  (Figures  2 to  5). 


Pathologic  findings.  The  sur- 
gical specimen  consisted  of  a 
13  g,  well-circumscribed  ovoid 
mass,  measuring  4. 2x2. 7x1.0 
cm.  The  tumor  was  lobulated  with 
a glistening,  yellow-tan  surface. 

Gross  inspection  demonstrated 
myxoid  degeneration  and  hemor- 
rhage in  the  central  portion  of  the 
mass  (Figure  6).  On  microscopy, 
the  central  portion  of  the  tumor 
contained  irregular  sheets  and  y 
clusters  of  densely  packed 
necrotic  cells.  Low  magnification 
of  the  tumor  periphery  revealed 
numerous  foci  of  fibrous  tissue 
with  collagen  bundles  arranged  in 
a haphazard  fashion,  and  variable 
cellularity  but  no  mitotic  activity 
(Figure  7).  The  fibrous  tissue  con- 


Figure  1.  Contrast-enhanced  CT  shows  a hvpodense  mass  within  the  right 
ventricle. 
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Figure  2.  Axial  Tl-weighted  MR  image  shows  a right 
ventricular  intraluminal  mass  with  an  exophytic  con- 
figuration extending  into  the  pulmonary  outflow  tract. 


Figure  3.  Axial  T2-weighted  MR  image  at  a similar  level 
shows  the  mass  to  have  increased  signal  intensity. 


sisted  of  fibroblasts  and  myofibro- 
blasts, with  prominent  nucleoli 
and  plump  spindle-shaped  nuclei, 
surrounded  by  variable  numbers 
of  lymphocytes,  plasma  cells,  and 
occasional  polymorphonuclear 
leucocytes.  These  findings  are 
consistent  with  an  inflammatory 
pseudotumor. 

DISCUSSION 

Primary  cardiac  tumors  are 
very  uncommon  and  more  often 
are  benign  than  malignant.  The 
most  common  primary  cardiac 
tumor  in  adults  is  a left  atrial 
myxoma,  while  in  infants  and 
children,  rhabdomyoma,  lipoma, 
fibroma,  and  myxoma  most  often 
are  encountered.1  Metastases  to 
the  heart  are  20  to  40  times  more 
common  than  primary  tumors. 

Inflammatory  pseudotumor  is  a 


rare,  benign,  tumor-like  lesion 
with  multiple  pseudonyms  includ- 
ing plasma  cell  granuloma, 
chronic  inflammatory  pseudo- 
tumor, fibroxanthoma,  xantho- 
granuloma,  xanthogranulomatous 
pseudotumor,  and  fibrous  his- 
tiocytoma.2 3 The  lungs  are  the 
predominant  site  of  involvement, 
where  the  lesion  typically  pre- 
sents as  a slow-growing,  periph- 
eral, intrapulmonary  mass  occur- 
ring most  frequently  in  children.4 
Other  sites  of  involvement  in- 
clude the  thyroid,  orbit,  salivary 
glands,  gastrointestinal  and  geni- 
tourinary tracts,  mediastinum, 
retroperitoneum,  lymphatics,  oral 
cavity,  and  central  nervous 
system.2  3 The  etiology  is  un- 
known with  immunologic,  inflam- 
matory, or  infectious  etiologies 
considered  most  likely. 


Histologically,  these  tumors  re- 
semble reparative  granulation  tis- 
sue with  fibroblasts  or  myofi- 
broblasts within  the  background 
stroma.  Plasma  cells  with  Russell 
bodies  usually  are  present  as  the 
predominant  inflammatory  cell; 
thus,  the  name  plasma  cell  granu- 
loma. Polymorphonuclear  leuko- 
cytes and  histiocytes,  however, 
also  may  be  present.34  Im- 
munoperoxidase  staining  demon- 
strates a polyclonal  plasma  cell 
proliferation  consistent  with  an 
inflammatory  rather  than  neo- 
plastic condition.4 

Inflammatory  pseudotumor  of 
the  heart  is  rare,  having  been 
previously  reported  four  times.2  ’ 
The  clinical  presentation  has  var- 
ied, with  the  tumor  discovered 
incidentally  during  evaluation  of  a 
cardiac  murmur  in  two  asymp- 


Figure  4.  Axial  Tl-weighted  MR  image  shows  the  mass] 
to  be  contiguous  with  the  right  ventricular  free  wall  and 
to  occupy  a large  volume  of  the  ventricular  chamber,  j 


Figure  5.  Axial  T2-weighted  MR  image  shows  the 
hyperintense  mass  extending  into  the  right  ventricular 
apex  and  arising  from  the  ventricular  septum. 
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tomatic  patients.’4  The  two  other 
patients  presented  with  constitu- 
tional symptoms.  In  a 17-year-old 
patient  with  cardiac  inflammatory 
pseudotumor,  fever,  arthropathy, 
mouth  ulcers,  and  skin  rashes 
were  accompanied  by  leukoeyto- 
clastie  vasculitis  and  inferior  vena 
cava  thrombosis.2  Similarly,  a 5'/2- 
year-old  identical  female  twin 
presented  with  fever,  anorexia, 
and  anemia.  Prominent  veins 
were  noted  over  the  chest  and 
abdominal  walls  secondary  to 
superior  vena  caval  obstruction. 
Laboratory  analysis  revealed 
thrombocytosis,  microscopic  he- 
maturia, and  elevated  cold  ag- 
glutinin titers.5  The  variability  in 
clinical  presentations  is  in  keep- 
ing with  previously  reported 
cases  of  pulmonary  inflammatory 
pseudotumors  (plasma  cell  granu- 
loma), where  41  percent  of  44 
patients  were  asymptomatic  on 
presentation.  All  of  these  patients, 
however,  had  elevation  of  their 
ESR,  IgM,  IgG,  and  IgD  levels 
and  thrombocytosis.6 

The  radiographic  appearance  of 
cardiac  inflammatory  pseudo- 
tumor is  nonspecific.  Chamber  in- 
volvement of  previously  reported 
cases  has  been  variable.  Two 
cases  involved  the  left  ventricle, 
and  two  were  right-sided  tumors. 
Of  the  right-sided  tumors,  one  in- 
volved the  superior  vena  cava  and 
right  atrium,  and  the  other  in- 
volved the  tricuspid  valve  and 
right  ventricle.2"0  These  masses 
may  be  demonstrated  by  CT, 
MRI,  transthoracic  or  trans- 
esophageal echocardiography, 
and  angiocardiography.  MRI  and 
echocardiography  have  the  advan- 
tages of  being  less  invasive  and 
not  requiring  contrast  injection. 

While  no  imaging  technique 
provides  a specific  diagnosis,  the 
location  of  the  tumor  may  give 
clues  to  the  diagnosis.  Myxomas 
of  the  heart  are  atrial  in  origin  in 
90  percent  of  the  cases,  with  a 
leftiright  ratio  of  4:1.  These 
characteristically  arise  from  the 
atrial  septum  at  the  fossa  ovalis. 
Ventricular  location,  therefore, 
should  suggest  other  diagnoses. 


Figure  6.  Cut-section  of  resected  mass  shows  a glistening  vellow-tan  surface 
with  minimal  hemorrhagic  foci. 
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Rhabdomyomas  may  occur  in  the 
right  or  left  ventricle,  but  usually 
are  multiple.  An  association  with 
tuberous  sclerosis  is  seen  in  ap- 
proximately 30  percent  of  cases. 
Fibromas  tend  to  be  ventricular 
and  intramural  and  commonly  are 
calcified.  Lipomas  may  occur 
throughout  the  heart.  CT  and 
MRI  can  accurately  characterize 
these  tumors  as  consisting  of  fatty 
tissue.8 

Surgical  excision  of  cardiac  in- 
flammatory pseudotumor  is  cura- 
tive and  is  the  treatment  of 
choice.  Of  interest  is  that  spon- 
taneous reduction  in  the  size  of 
inflammatory  pseudotumor  with- 
out treatment  has  occurred  in 
three  reported  pulmonary  lesions 
and  one  cardiac  tumor.4  In  in- 
stances in  which  the  location  or 
extent  of  the  intracardiac  inflam- 
matory pseudotumor  would  pre- 
clude benign  surgical  excision, 
observation  may  be  a prudent 
management  choice.  H 
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Case  report: 

Pyruvate  kinase  deficiency 

Jan  M.  Rothman,  MD 


Pyruvate  kinase  deficiency  is  a rare  cause  of  congenital 
hemolytic  anemia.  Despite  a paucity  of  reports , splenectomy 
resulted  in  successful  outcomes  for  two  siblings  with  this 
disorder.  The  sisters  were  diagnosed  at  birth  with  profound 
jaundice  and  congenital  nonspherocytic  hemolytic  anemia. 


Pyruvate  kinase  (PK)  is  an 
enzyme  of  red  cells  in  the 
Embden-Meyerhof  path- 
way (EMP),  responsible 
for  anaerobic  metabolism  and 
adenosine  triphosphatase  genera- 
tion. Any  deficiency  in  the  supply 
of  adenosine  triphosphate  (ATP) 
resulting  from  a lack  of  substitute, 
i.e.  glucose,  or  from  an  enzyme 
deficiency  in  the  EMP  will  lead 
to  colloid  osmotic  hemolysis.  PK 
deficiency  was  the  first  enzy- 
mopathy of  the  EMP  to  be  rec- 
ognized as  a cause  of  a congenital 
nonspherocytic  hemolytic  anemia 
(CNSHA),  though  only  300  cases 
have  been  reported.1  Broad 
polymorphism  exists  in  its  ex- 
pression and  penetrance,  and 
there  is  no  consistent  correlation 
with  the  intracellular  enzyme 
concentration  and  its  clinical 
manifestations.2  The  deficiency  is 
transmitted  as  an  autosomal  re- 
cessive, with  heterozygote  family 
members  having  50  percent  of  the 
normal  amount  of  enzyme  activity 
and  not  showing  clinical  signs  of 
the  disease.  The  disease  has  a 
predilection  for  Northern  Euro- 
peans, and  certain  family  clusters 
have  been  identified  in  the 
Amish.3  The  author  describes  two 
sisters,  diagnosed  at  birth  with 
profound  jaundice  secondary  to 


CNSHA,  and  their  treatment  for 
PK. 

Case  report  1.  A 24-year-old 
female,  diagnosed  at  birth  with 
hemolytic  anemia,  was  found  later 
with  PK  deficiency  (erythrocyte 
level  was  2.0  U/gmHb;  normal  = 
2. 0-8. 8 U/gmHb).  The  patient 
presented  in  1992  with  a history 
of  lethargy,  fatigue,  mild  dyspnea 
with  exertion,  and  jaundice.  She 
had  received  periodic  blood  trans- 
fusions throughout  her  life  (three 
to  four  per  year),  and  had  ac- 
quired a bloodborne  hepatitis  C 
infection  in  the  past.  Laboratory 
examination  revealed  the  typical 
stigmata  of  chronic  hemolysis 
with  a hematocrit  of  .24  percent 
(normal  = 0.36  to  0.49);  re- 
ticulocyte count  of  8.0  (nor- 
mal =.6- 1.9);  haptoglobin  level  of 
2.3  mg/dl  (normal  = 25  to  180  mg/ 
dl);  bilirubin  was  3.5  mg/dl 
(normal  = 0.2  to  1.2  mg/dl);  LDH 
was  425  U/L  (normal  = 1 10  to  250 
U/L);  and  a MCV  of  99  fl 
(normal  = 80  to  95  fl).  Peripheral 
blood  smear  examination  revealed 
basophilic  stippling,  occasional 
echinocytes,  polychromasia,  and 
rare  nucleated  red  blood  cells. 
Clinical  examination  was  signifi- 
cant for  icteric  sclerae,  mild 
pallor,  and  moderate  splenomega- 
ly. The  patient  was  finding  it 


progressively  more  difficult  to 
function  normally,  and  the  fre- 
quency of  blood  transfusions  was 
increasing  to  alleviate  fatigue.  Be- 
cause of  the  usual  concerns  re- 
garding a patient’s  exposure  to  re- 
peated blood  products,  i.e.  trans- 
mission of  infection  and  secon- 
dary hemochromatosis,  the  pa- 
tient was  offered  a therapeutic 
splenectomy.  Due  to  the  rarity  of 
this  syndrome  and  its  clinical  ;! 
heterogeneity,  there  is  no  uniform 
consensus  regarding  the  efficacy 
of  splenectomy  in  this  setting  and 
its  success  could  not  be  guaran- 
teed.4 To  confirm  that  the  spleen 
was  the  site  of  extravaseular 
hemolysis,  a red  blood  cell  se- 
questration study  proved  positive, 
confirming  splenic  sequestration. 

The  patient  underwent  a splenec- 
tomy and  subsequently  had  a 
significant  resolution  of  her 
symptoms  and  a predictable  in- 
crease in  her  red  blood  cell  in- 
dices; HCT  30  percent,  LDH  205 
U/L,  reticulocyte  count  3.7  red 
cells,  and  haptoglobin  level  of  126 
mg/dl.  The  patient’s  progress  was 
complicated  by  acalculous  chole- 
cystitis, treated  successfully  by  a 
laparoscopic  cholecystectomy. 

Case  report  2.  The  16-year-old 
sister  of  the  first  patient  also  was 
diagnosed  at  birth  with  CNSHA 
secondary  to  PK  deficiency 
(erythrocyte  level  less  than  2.0  U/ 
gmHb).  The  patient  sympto- 
matically complained  of  weakness 
and  fatigue,  and,  as  her  sister,  was 
treated  on  an  as-needed  basis 
with  intermittent  blood  trans- 
fusions to  maintain  a target 
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hematocrit  of  27  to  30  percent. 
Baseline  laboratory  parameters 
were  as  follows:  hematocrit  23.5 
percent,  haptoglobin  2.1  mg/dl, 
LDH  563  U/L,  MCV  106  11,  and 
reticulocyte  count  9.1  red  cells. 
The  physical  examination  was 
pertinent  for  icteric  selerae,  mild 
jaundice,  splenomegaly,  and  chip- 
munk facies,  characteristic  of  life- 
long hemolysis  with  expansion  of 
erythroid  marrow.5  Because  of 
her  sister’s  success,  the  patient 
accepted  a therapeutic  splenec- 
tomy, with  a concomitant  im- 
provement clinically.  Hemato- 
logical postoperative  indices  in- 
cluded a paradoxical  reticulocy- 
tosis  of  12.1  red  cells,  hematocrit 
of  35  percent,  and  haptoglobin 
level  of  85  mg/dl.6 

DISCUSSION 

PK  deficiency  is  a rare  cause  of 
CNSHA,  with  a variable  clinical 
presentation  similar  to  other  con- 
genital hemolytic  anemias.  Most 
| heterozygotes  have  mild  hemo- 
| lysis  accompanied  by  biochemical 
abnormalities  reflecting  com- 
f pensatory  erythropoiesis,  but  the 
vast  majority  are  asymptomatic.7 
This  is  not  surprising  since  PK 
deficiency  has  proved  to  be  ex- 
tremely heterogeneous,  both  in 
terms  of  diagnosis  and  clinical 
manifestations.  This  is  com- 
pounded by  the  multiple  modes 
of  inheritance  and  the  prevalence 
of  various  dysfunctional  PK  mu- 
tants.8 Collectively,  PK  mutants 
have  a high  gene  frequency 
estimated  at  about  .01.  CNSHA 
caused  by  PK  deficiency  has  no 
unique  features  per  se,  and 
symptoms  and  signs  are  synony- 
mous to  most  congenital  hemo- 
lytic disorders.  As  in  hereditary 
spherocytosis  and  sickle  cell 
anemias,  aplastic  crises  oc- 
casionally occur,  commonly  in- 
duced by  infections,  i.e. 
parvovirus.9  The  principal  de- 
cision facing  the  physician  in  this 
disorder  is  whether  or  not  the 
patient  requires  splenectomy. 
Based  on  the  current  trend  re- 
garding treatment  of  hemoglobin- 
opathies such  as  thalassemias  to 


maintain  hemoglobin  levels  above 
9 to  10  gm,  children  are  en- 
couraged to  enroll  in  hypertrans- 
fusion programs.10  However,  the 
tradeoff  of  this  policy  is  to  risk 
alloimmunization,  transmission  of 
infection,  iron  overload,  and 
possibly  lifelong  chelation  thera- 
py. Though  the  mechanism  of 
hemolysis  is  different  in  PK  defi- 
ciency, clinicians  often  consider 
that  patients  with  significant 
thalassemias  who  are  splenec- 
tomized  have  considerably  less 
transfusion  requirements  than  of 
those  patients  whose  spleens  are 
intact.11  Since  it  is  unusual  to  ob- 
tain more  than  a partial  response 
to  splenectomy,  this  procedure 
usually  is  reserved  for  patients 
whose  lifestyle  is  impaired  by 
their  anemia.  Splenectomy  should 
be  deferred  as  long  as  possible 
because  the  older  patient  is  more 
likely  to  have  developed  immuni- 
ty. For  rare  hemolytic  anemias 
such  as  this,  the  best  guide  to 
therapeutic  efficacy  of  splenec- 
tomy probably  is  the  response  of 
other  family  members  who  have 
undergone  the  procedure.12  Such 
information  rarely  is  available 
although  the  remarkable  similari- 
ty in  the  natural  history  of  these 
two  sisters  made  such  a decision 
relatively  easy. 

CONCLUSION 

Two  sisters  were  reported  with 
a rare  CNSHA  due  to  PK  defi- 
ciency and  successfully  under- 
went splenectomy.  The  duration 
of  postsplenectomy  for  the  first 
patient  was  24  months  and  for  the 
second  patient  was  18  months.  In 
general,  PK  deficiency  is  a rel- 
atively mild  disease,  and  often 
goes  unrecognized.  Though  not 
curative,  splenectomy  often  leads 
to  a diminution  in  symptoms  and 
improvement  in  quality  of  life.  H 
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The  radiologic  diagnosis 
of  quadriceps  tendon 
rupture 


Edward  D.  Spector 

Mark  T.  DiMarcangelo,  DO,  MSc 

James  H.  Jacoby,  MD 


This  paper  reviews  the  pathophysiological  mechanism  of 
quadriceps  tendon  rupture  and  its  diagnosis  by  means  of 
medical  imaging  including  radiography,  sonography,  and 
magnetic  resonance  imaging  (MRI).  MR!  findings  are 
emphasized. 


Figure  1.  This  is  a proton  density  spin-echo  magnetic  resonance  image 
performed  in  the  sagittal  plane.  This  image  demonstrates  a tear  of  the 
quadriceps  tendon  at  or  near  the  myotendinous  junction.  The  short  arrow 
denotes  the  free  edge  of  the  torn  tendon  and  the  origin  of  the  tear  is  indicated 
hy  the  arrowhead.  The  long  arrow  demonstrates  the  patella  and  the  curved 
arrow  is  situated  in  the  infrapatellar  fat  pad  pointing  to  the  patellar  tendon, 
which  has  a wavy  contour.  The  infrapatellar  tendon  no  longer  is  held  taut 
hy  the  quadriceps  mechanism. 


Early  diagnosis  and 
management  of  quadri- 
ceps tendon  rupture 
(QTR)  is  essential  for 
the  preservation  of  the  extensor 
mechanism  of  the  knee.  Suspicion 
of  this  condition  by  history  can  be 
difficult  to  confirm  with  physical 
examination  alone  because  large 
hematomas  and  hemarthrosis 
often  may  conceal  clinical  signs  of 
QTR.  Thus,  radiologic  studies  are 
essential  in  helping  to  confirm  the 
diagnosis. 

QTR  is  caused  by  hyperflexion 
of  the  knee  while  the  quadriceps 
muscles  are  strongly  contracted.1 
Most  ruptures  of  the  quadriceps 
tendon  occur  at  the  insertion  of 
the  tendon  to  the  superior  pole  of 
the  patella.2  The  usual  clinical 
scenario  is  that  of  a middle-aged 
patient  falling  on  his  flexed  knee 
while  descending  the  stairs, 
presenting  with  pain  and  loss  of 
active  range  of  motion  of  the  knee 
articulation.  Chronic  systemic  ill- 
nesses like  diabetes,  gout,  uremia, 
rheumatoid  arthritis,  systemic 
lupus  erythematosus,  and  hyper- 
parathyroidism have  been  im- 
plicated in  osseous  and  col- 
lagenous weakening  and  enhance 
susceptibility  to  QTR.2 ! However, 
two-thirds  of  the  reported  cases 
occur  in  healthy  individuals.4 

Physical  examination,  if  not  ob- 
scured by  large  hematomas  or 
hemarthrosis,  reveals  local  pain 
and  swelling  with  a palpable  de- 
fect in  the  tendon.  A palpable  gap 
or  sulcus  above  the  patella, 
hemarthrosis  of  the  knee,  and  in- 
ability to  actively  extend  the  knee 
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Figure  2.  This  is  a T-2  weighted  sagittal  image  of  the  same  patient  shown 
in  Figure  1.  The  joint  effusion  is  rendered  hyperintense  on  this  pulse  sequence. 
The  synovial  fluid  is  leaking  from  the  suprapatellar  bursa  into  the  fascial  plane 
anterior  to  the  quadriceps  muscle  via  the  gap  created  by  the  tear  of  the 
quadriceps  tendon  (arrow).  Incidentally  demonstrated  is  a miniscule  popliteal 
cyst. 


against  gravity  while  maintaining 
the  ability  to  flex  the  knee  are 
diagnostic  clinical  signs  of  QTR.4 

Findings  on  anteroposterior 
and  lateral  radiographs  of  the 
knee  can  be  diagnostic.  Kaneko 
reported  in  100  percent  of  18 
cases  of  tear  of  the  quadriceps 
tendon  obliteration  of  the  quad- 
riceps tendon  shadow,  a supra- 
patellar mass  in  67  percent  of  pa- 
tients, and  suprapatellar  calcific 
densities  in  67  percent  of  pa- 
tients.5 Patella  baja  (patella  dis- 
placed inferiorly)  is  commonly 
seen  with  QTR.  The  plain  film  is 
fast  and  inexpensive  and  should 
be  the  first  imaging  modality  uti- 


lized to  evaluate  the  status  of  the 
quadriceps  mechanism. 

The  radiographic  findings  are 
as  follows:  in  QTR  the  superior 
pole  of  the  patella  no  longer  is 
supported  by  the  quadriceps  ten- 
don and  the  intact  patellar  tendon 
retracts  the  patella  inferiorly.  A 
frayed  tendon  with  surrounding 
hematoma  leads  to  obliteration  of 
the  quadriceps  tendon  shadow  on 
the  radiograph.  Proximal  retrac- 
tion of  the  torn  tendon  is 
represented  by  a suprapatellar 
mass.  Calcific  densities  represent 
avulsed  bone  fragments  of  the 
patella  or  dystrophic  calcifications 
in  the  quadriceps  tendon.5 


Arthrography  is  another  poten- 
tial aid  to  the  diagnosis  of  QTR. 
Aprin  and  Broukhim  found  a 
positive  arthrogram  in  four  pa- 
tients presenting  with  a history 
consistent  with  QTR  and  an  in- 
conclusive physical  examination.6 
All  four  patients  were  proved  to 
have  QTR  upon  surgical  explora- 
tion. In  QTR,  an  arthrogram  de- 
monstrates extravasation  of  the 
radiopaque  material  outside  the 
knee  along  the  area  of  the 
quadriceps  tendon.  However,  this 
invasive  modality  has  defined 
risks  including  but  not  limited  to 
infection,  calling  into  question  its 
practical  application. 

Ultrasound  is  a safe  and  nonin- 
vasive  diagnostic  tool  in  evaluat- 
ing QTR.  The  sonogram  is  useful 
in  detecting  complete  as  well  as 
some  partial  ruptures.  A focal 
hypoechoic  defect  in  the  tendon 
may  represent  a partial  tear 
whereas  a complete  disruption  of 
tendon  fibers  is  diagnostic  of  ten- 
don rupture.  This  fast  and  easily 
available  tool  should  be  con- 
sidered in  the  diagnostic  workup 
of  suspected  QTR.7 

Magnetic  resonance  imaging 
(MRI)  is  the  best  imaging  modali- 
ty available  for  the  diagnosis  of 
QTR.  MRI  clearly  depicts  the 
quadriceps  and  patellar  tendons. 
The  quadriceps  tendon  is  a 
multilayered  laminated  structure 
with  separate  layers  arising  from 
the  different  inserting  muscles: 
the  rectus  femoris,  vastus 
lateralis,  vastus  intermedins,  and 
vastus  medialis.8  The  laminated 
appearance  of  the  quadriceps  ten- 
don allows  distinction  between 
partial  and  complete  tears.  Com- 
plete rupture  produces  tran- 
section of  all  layers.8  Edema  and 
hemorrhage  manifest  as  increased 
signal  intensity  on  T-2  weighted 
images.2  The  stage  of  hemoglobin 
degradation  determines  the  signal 
intensity  of  hemorrhage  on  T-l 
weighted  images.2  Patella  baja  is 
a helpful  finding  in  QTR.  MRI 
may  not  always  be  necessary  for 
the  diagnosis  of  QTR,  when  the 
diagnosis  can  be  made  by  physical 
examination  and/or  plain  films. 
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Figure  3.  This  is  an  axial  gradient  echo  image  of  a patient  who  has  lateral 
subluxation  of  the  patella  due  to  a tear  of  the  medial  retinaculum  (arrowhead). 
The  main  component  of  the  medial  retinaculum  is  the  vastus  medialis  muscle 
(one  of  the  four  quadriceps  muscles).  The  lateral  retinaculum  is  intact  and 
attached  to  the  lateral  facet  of  the  patella  (arrow). 


Because  of  the  expense  and 
possible  delay  in  diagnosis,  MRI 
should  be  reserved  for  patients 
with  suspected  incomplete  QTR 
or  with  a suspicion  of  associated 
intra-articular  derangements.5 

The  diagnosis  of  QTR  needs  to 
be  made  expeditiously  for  proper 
restoration  of  the  extensor 
mechanism  of  the  knee.  The  de- 
fect in  the  quadriceps  tendon 
must  be  surgically  repaired  within 
the  first  48  to  72  hours  following 
the  injury.5  If  not  repaired  within 
a short  time  interval,  the  quadri- 
ceps will  retract  and  inadequate 
bridging  of  the  gap  between  the 
tendon  ends  will  ensue.1  In  es- 
sence, the  tendon  will  lengthen 
and  muscle  contraction  will  be 
rendered  ineffective.1  In  sum- 
mary, if  QTR  is  suspected  by  his- 
tory and  difficult  to  confirm  by 
physical  examination,  medical  im- 
aging studies  are  indicated  for 
prompt  diagnosis.  H 
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Bronchial  carcinoid  tumors 
of  the  lung 

Fred  Weber,  MD 


The  bronchial  carcinoid  tumor  is  an  uncommon  primary 
pulmonary  malignancy.  Biologically,  it  is  of  neuroendocrine 
origin.  Optimal  treatment  consists  of  resection  of  all  tumor  with 
conservation  of  pulmonary  tissue.  Ten  consecutive  resections 
of  the  bronchial  carcinoid  are  reviewed. 


Since  their  discovery,  car- 
cinoid tumors  have  held 
great  interest  for  thoracic 
surgeons.  The  classifica- 
tion, understanding,  and  manage- 
ment of  this  tumor  has  been  in 
flux  since  its  recognition.1  Renee 
Laennec  published  the  first  text- 
book of  pulmonary  pathology  and 
medicine  in  1820. 2 In  it,  Laennec 
discussed  cancer  under  the  head- 
ing “Accidental  Productions  of 
the  Lungs,”  but  no  described  syn- 
drome was  recognized  as  typical 
for  a carcinoid.  The  carcinoid 
tumor  was  described  by  Heschl  in 
1877  and  Muller  in  1882.  Later, 
it  was  named  bronchial  adenoma 
and  was  placed  in  a large  group 
of  mucous  gland  neoplasms  that 
also  included  the  adenoid  cystic 
carcinoma,  mucoepidermoid  car- 
cinoma, and  mixed  salivary  gland 
tumors.1 

In  1930,  a landmark  series  on 
bronchial  adenomas  was  pre- 
sented to  the  American  Bron- 
choscopic  Society  in  Atlantic 
City.3  Dr.  Rudolph  Kramer  re- 
viewed the  five  cases  in  the 
literature  on  the  treatment  of 
bronchial  adenoma  and  presented 
two  cases.  His  cases  were  treated 
with  bronchoscopic  resection  and 
placement  of  radon  seeds.  He 
concluded  that  the  bronchial 


adenoma  may  be  more  common 
than  previously  thought  and  that 
the  natural  history  of  this  tumor 
might  be  more  benign  than  other 
lung  malignancies. 

Massachusetts  General  Hos- 
pital recorded  its  first  resection  of 
a bronchial  carcinoid  in  1931  and 
although  many  centers  gained  ex- 
perience with  this  tumor,  it  still 
was  classified  under  bronchial 
adenoma  as  late  as  1963.  The 
modem  era  of  classification  began 
shortly  thereafter. 

PATIENT  POPULATION 

Ten  patients  with  carcinoid 
tumor  of  the  lung  were  treated  by 
the  author.  All  patients  were 
treated  by  surgery  alone.  There 
were  11  operations  on  the  ten 
patients.  This  group  has  been 
followed  from  2 to  13  years. 

There  were  four  males  and  six 
females.  Ages  ranged  from  20  to 
60  years  of  age.  Six  patients  had 
a history  of  recurrent  pneumonia, 
with  or  without  hemoptysis,  in 
the  same  lobe.  Four  patients  were 
referred  because  of  a pulmonary 
mass. 

Controversy  has  existed  con- 
cerning the  safety  of  broncho- 
scopic biopsy.  Wilkins  reported 
two  deaths  from  hemorrhage 
following  rigid  bronchoscopy  and 


biopsy  of  a bronchial  carcinoid.4 
Twenty  years  later,  McCaughan 
reported  3 cases  of  serious 
hemorrhage  in  12  patients  who 
underwent  biopsy  through  a rigid 
bronchoscope  and  no  bleeding 
problems  in  13  patients  who  had 
biopsy  via  the  flexible  broncho- 
scope.5 

Although  most  patients  had 
computerized  tomography  (CT) 
and  tissue  diagnosis  upon  presen- 
tation to  the  thoracic  surgeon,  the 
presence  of  an  endobronchial 
mass  without  biopsy  was  con- 
sidered sufficient  indication  for 
resection  in  this  series. 

RESULTS 

Four  patients  underwent  right 
upper  lobectomy.  Three  patients 
received  combined  right  middle 
and  right  lower  lobectomy.  One 
patient  each  had  right  middle 
lobectomy,  wedge  resection  of  the 
left  upper  lobe,  and  enucleation 
of  the  tumor.  Pneumonectomy 
and  sleeve  resections  were  not  re- 
quired. 

One  tumor,  in  a nonsmoker, 
was  classified  as  an  atypical 
carcinoid.  The  one  patient  treated 
with  enucleation  died  of  unre- 
lated disease  after  six  years.  This 
patient  had  no  clinical  or  x-ray 
evidence  of  recurrence  at  the 
time  of  his  death.  The  remaining 
nine  patients  are  alive  and  free  of 
disease  from  2 to  13  years. 

Three  complications  occurred 
in  two  patients.  A morbidly  obese 
diabetic  required  re-resection  of 
the  right  upper  lobe  stump  be- 
cause of  residual  tumor.  She  de- 
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veloped  a wound  infection  one 
month  later  that  was  treated,  and 
later  closed  primarily.  The  third 
complication  was  a prolonged 
bronchopleural  fistula  that  re- 
quired 16  days  for  nonoperative 
closure. 

DISCUSSION 

The  bronchial  carcinoid  com- 
prises less  than  5 percent  of  all 
lung  malignancies.  This  tumor 
originally  was  misnamed  and  mis- 
classified  as  bronchial  adenoma. 
Classification  efforts  were  begun 
by  Bensch  in  1964. 6 Histological- 
ly, electron  microscopy  was  used 
to  further  characterize  the  pre- 
cursor cell  of  this  tumor.  Tumor 
cells  were  found  wedged  between 
the  columnar  epithelial  cells  lin- 
ing the  acini  and  ducts  of  normal 
bronchial  glands.  Also  found  was 
the  presence  of  multiple  neuro- 
secretory granules  and  other  ul- 
trastructural  details  similar  to 
those  seen  in  neuroblastoma, 
carotid  body  tumors,  the  adrenal 
medulla,  and  the  Kulchitsky  cell. 

The  relationship  between  small 
cell  carcinoma  of  the  lung  and  the 
bronchial  carcinoid  tumor  of  the 
lung  was  suggested  by  Bensch 
four  years  later.7  Using  electron 
microscopy,  he  determined  that 
these  two  tumors  were  related 
and  shared  a common  progenitor 
cell  similar  to  the  Kulchitsky  cell. 
Both  of  these  tumors  are  capable 
of  neuroendocrine  expression  and 
are  related  to  other  neural  and 
endocrine  tumors.  The  concept  of 
the  amine  precursor  uptake  and 
decarboxylation  (APUD)  system 
was  introduced  by  Pearse.8 

Three-quarters  of  bronchial  tu- 
mors arise  in  the  lobar  bronchi. 
The  remainder  is  found  either  in 
the  segmental  bronchi  (peripheral 
carcinoids)  or  in  the  main  stem 
bronchus.  This  tumor  is  charac- 
terized by  slow  circumscribed 
growth,  late  nodal  metastasis,  and 
progressive  bronchial  obstruction. 
Rarely,  hormonal  expression  by 
the  tumor  results  in  carcinoid 
syndrome,  Cushing’s  syndrome, 


ADH  secretion,  or  acromegaly.1 
In  the  light  microscope,  histologic 
diagnosis  is  established  by  observ- 
ing palisading  cells  forming 
rosettes  and  trabeculae.  The  cells 
are  described  as  small,  uniform, 
polygonal,  and  eosinophilic,  and 
as  containing  bland  nuclei. 

Ten  percent  of  bronchial  car- 
cinoids are  classified  as  atypical. 
This  concept  was  introduced  in 
1944  to  define  a subset  of  car- 
cinoids with  histologic  areas  of 
tumor  necrosis  and  cells  display- 
ing high  mitotic  activity,  with 
pleomorphic  and  anaplastic  cytol- 
ogy. Atypical  carcinoids  cany  a 
poorer  prognosis  than  typical 
carcinoids  with  early  lymph  node 
metastasis  and  more  frequent  re- 

9 10 

currence. 

The  treatment  of  choice  is  com- 
plete surgical  resection  of  the 
tumor  with  preservation  of  pul- 
monary' tissue.  Recently  devel- 
oped bronchoplastic  reconstruc- 
tive techniques  can  almost 
eliminate  the  need  for  pneu- 
monectomy. Mediastinal  sam- 
pling is  required  to  appropriately 

define  the  stage  of  these  tu- 
11  12 

mors. 

SUMMARY 

The  bronchial  carcinoid  is  an 
uncommon  primary  pulmonary 
malignancy  and  usually  presents 
as  recurrent  pneumonia  or  pul- 
monary mass.  Following  proper 
clinical  staging,  including  medias- 
tinal sampling,  complete  surgical 
resection  is  the  treatment  of 
choice. 

A series  of  ten  patients  diag- 
nosed, treated,  and  followed  with 
bronchial  carcinoid  tumor  of  the 
lung  are  described  as  illustrative 
of  the  natural  history  of  the  dis- 
ease. ■ 

REFERENCES 

1.  Davila  DG,  Dunn  WH, 
Tazelaar  HD,  Pairolero  P:  Bronchial 
carcinoid  tumors.  Mayo  Clin  Proc 
66:795-803,  1993. 

2.  Laennec  RTH:  A Treatise  on  the 
Diseases  oj  the  Chest.  New  York,  NY, 


New  York  Academy  of  Medicine, 
1962. 

3.  Kramer  R:  Adenoma  of  the 
bronchus.  Ann  Otol  Rhino  Laryngol 
39:689-695,  1930. 

4.  Wilkins  EW,  Darling  C,  Soutter 
L,  Sniffen  RC:  A continuing  clinical 
survey  of  adenomas  of  the  trachea 
and  bronchus  in  a general  hospital. 
I Thorac  Cardiovasc  Surg  46:279- 
289,  1963. 

5.  McCaughan  BC,  Martini  N, 

Bains  MS:  Bronchial  carcinoids: 

Review  of  124  cases.  J Thorac 
Cardiovasc  Surg  89:8-17,  1985. 

6.  Bensch  KG,  Gordon  GB,  Miller 

LR:  Electron  microscopic  and 

biochemical  studies  on  the  bronchial 
carcinoid  tumor.  Cancer  18:592-602, 
1965. 

7.  Bensch  KG,  Corrin  B,  Pariente 
R,  Spencer  H:  Oat  cell  carcinoma  of 
the  lung:  Its  origin  and  relationship 
to  bronchial  carcinoid.  Cancer 
22:1163-112,  1968. 

8.  Pearse  AGE:  The  diffuse 

neuroendocrine  system  and  the 
APUD  concept:  Related  endocrine 
peptides  in  brain,  intestine,  pituitary, 
placenta,  and  anuran  cutaneous 
glands.  Med  Biol  55:115-125,  1977. 

9.  Arrigoni  MG,  Woolner  LB, 
Bernatz  PE:  Atypical  carcinoid  tu- 
mors of  the  lung.  J Thorac 
Cardiovasc  Surg  64:413-421,  1972. 

10.  El-Nagger  AK,  Ballance  W, 
Karim  FWA,  et  ah:  Typical  and 
atypical  bronchopulmonary 
carcinoids:  A clinicopathological  and 
flow  cvtometrv  study.  Am  J Clin 
Pathol  95:828-34,  1991. 

1 1.  Wilkins  EW,  Gnllo  HC,  Mon- 
cure AC,  Scannel  JG:  Changing  times 
in  surgical  management  of  broncho- 
pulmonary carcinoid  tumor.  Ann 
Thorac  Surg  33:339-344,  1984. 

12.  Okike  N,  Bernatz  P,  Payne  S, 
Woolner  L:  Bronchoplastic  proce- 
dures in  the  treatment  of  carcinoid 
tumors  of  the  tracheobronchial  tree. 
1 Thorac  Cardiovas  Surg  76:281, 
1978. 


Dr.  Weber  practices  thoracic  surgery 
and  is  affiliated  with  Atlantic  City 
Medical  Center  and  Shore  Memorial 
Hospital.  The  article  was  submitted  in 
January  1995  and  accepted  in  March 
1995.  Address  reprint  requests  to  Dr. 
Weber,  Ten  West  Connecticut  Avenue, 
Somers  Point,  NJ  08244-0111. 


VOL.  92-NUMBER  9 SEPTEMBER  1995 


595 


Medical  history: 

Dr.  Leonard  Rowntree 
of  Camden 

Sandra  W.  Moss,  MD 


Rowntree  began  his  career  as  a general  practitioner  in  Camden 
in  1906.  He  published  his  first  medical  paper  in  1908  in  The 
Journal  of  the  Medical  Society  of  New  Jersey  and  is  best 
remembered  for  building  the  first  dialysis  apparatus  in  1914 
and  introducing  the  intravenous  pyelogram  in  1923. 


Leonard  George  Rown- 
tree was  born  on  April 
10,  1883,  in  London,  On- 
tario, Canada.  One  of 
eight  children,  Rowntree  entered 
Western  Ontario  Medical  School 
in  1901  and  served  his  internship 
at  Victoria  Hospital  in  London.1 
In  1906,  Dr.  Rowntree  left  Can- 
ada to  join  his  uncle,  Dr.  Joseph 
Watson  Martindale,  in  Camden. 
Dr.  Martindale,  also  born  in  Lon- 
don, Canada,  was  a graduate  of 
Jefferson  Medical  College  in 
Philadelphia.2  His  busy  medical 
practice  at  2501  Federal  Street  in 
Camden  emphasized  surgery  and 
gynecology  as  well  as  general 
practice. 

Camden  City  and  Camden 
County  physicians  were  well  or- 
ganized and  progressive.  Proximi- 
ty to  the  medical  schools  and 
teaching  hospitals  of  Philadelphia 
contributed  to  high  standards  of 
practice  and  a strong  emphasis  on 
postgraduate  medical  education. 
Some  Camden  physicians  saw  pa- 
tients at  the  great  hospitals 
“across  the  river.  2 The  Camden 
County  Medical  Society  boasted 
nearly  100  members  in  1907. 3 
Meetings  were  held  at  725-729 
Federal  Street  on  the  second  floor 
of  the  Camden  City  Dispensary, 
a charitable  clinic  founded  in 


1866. 4 Cooper  Hospital  was 
opened  in  Camden  in  1877. 
Several  Camden  physicians 
played  important  roles  at  the  state 
level.  Dr.  H.  Genet  Taylor,  past- 
president  of  the  Medical  Society 
of  New  Jersey  (MSNJ),  was  a 
leading  force  in  the  founding  of 
The  Journal  of  the  Medical  Society 
of  New  Jersey  in  September 
1904A 

The  first  decade  of  the  20th 
century  was  an  exciting  time  in 
medicine.  There  was  an  intense 
focus  on  public  health  problems, 
such  as  the  safety  of  the  milk 
supply.  Antisepsis  and  asepsis 
were  of  immediate  concern.  In 
1907,  Dr.  Martindale  read  his 
paper,  “The  Aseptic  Conscience,” 
before  the  Camden  County 
Medical  Society.  A colleague 
commented  that  Dr.  Martindale’s 
arguments  were  “impressive”  and 
urged  members  to  follow  his  ad- 
vice.6 

Infectious  diseases  accounted 
for  most  morbidity  and  mortality. 
Scarlet  fever,  membranous  croup 
(diphtheria),  whooping  cough,  tu- 
berculosis, and  malarial  fever 
were  reported  at  meetings  of 
the  Camden  County  Medical 
Society.'  1 Typhoid  was  uncom- 
mon, “save  as  brought  to  us  from 
other  places,  Philadelphia  still  oc- 


cupying the  unenviable  position 
as  our  principal  source  of  sup- 
ply.”10 Smallpox  was  intermittent- 
ly of  epidemic  proportions.  Lack 
of  compliance  with  free  smallpox 
vaccination,  despite  vigorous  ef- 
forts by  physicians,  was  an  ongo- 
ing concern.8  “La  grippe,”  pre- 
sumably a mixture  of  influenza 
and  other  viral  infections,  was 
reported  as  a distinct  clinical 
entity,  particularly  during  winter 
months.9  Tetanus,  a constant 
threat,  was  challenged  in  Camden 
by  Dr.  Daniel  Strock,  who  suc- 
cessfully treated  a patient  with 
heroic  doses  of  tetanus  antitoxin 
in  1906.5  Syphilis,  a common 
cause  of  dementia,  was  managed 
with  “mixed  treatment,”  a com- 
bination of  mercurol  and  iodoal- 
bin."  Epidemic  tuberculosis 
prompted  vigorous  public  health 
measures.  Dr.  Martindale  was 
one  of  several  speakers  at  a local 
public  forum  on  tuberculosis  in 
1908. 12 

Into  this  dynamic  medical  com- 
munity came  Dr.  Rowntree,  an 
eager  young  physician  fresh  out  of 
training.  Dr.  Martindale  eased  the 
transition,  helping  his  nephew 
find  an  office  near  the  busy  in- 
tersection of  27th  Street  and 
River  Road  in  the  North  Cramer 
Hill  district.  Dr.  Rowntree  im- 
mediately impressed  a local  prac- 
titioner with  his  diagnostic  skills, 
and  the  older  physician  soon  sent 
his  young  colleague  many  pa- 
tients. Within  a year,  Dr. 
Rowntree  had  a thriving  general 
practice  and  a loyal  neighborhood 
clientele.  Office  and  house  calls 
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were  one  dollar,  and  the  obstetric 
fee  was  ten  dollars.1 

The  life  of  a general  practi- 
tioner was  not  an  easy  one.  Dr. 
Rowntree’s  waiting  room  doubled 
as  his  bedroom.  House  calls  were 
an  integral  part  of  the  daily  prac- 
tice and  an  all-too-frequent  night- 
time ritual.13  Dr.  Rowntree  usual- 
ly made  his  house  calls  on  foot  or 
used  the  streetcar  that  ran  along 
River  Road.  On  several  occasions, 
a friendly  undertaker  offered  him 
a ride;  Dr.  Rowntree  declined, 
fearing  that  a hearse  might  make 
an  unfortunate  first  impression  on 
his  patients.  In  1907,  during  an 
Independence  Day  fireworks  dis- 
play at  a nearby  park,  a group  of 
boys  packed  gunpowder  into  an 
old  cannon  and  set  it  off.  The 
explosion  that  followed  killed 
seven  people.  Dr.  Rowntree  was 
the  only  doctor  available  and  the 
images  of  that  night  remained 
with  him  as  long  as  he  lived.1 

Despite  his  hectic  schedule, 
Dr.  Rowntree  devoted  some  time 
each  day  to  professional  reading. 
He  found  time  to  work  in  three 
outpatient  clinics  in  Philadelphia 
and  occasionally  attended  ward 
rounds.  During  his  visits  to  the 
Philadelphia  hospitals.  Dr.  Rown- 
tree became  interested  in  heart 
disease.  With  the  support  of 
several  Jefferson  professors,  he 
prepared  a paper  on  the  clinical 
aspects  of  endocarditis  entitled, 
“Diagnosis  of  Chronic  Endo- 
carditis Prior  to  Disturbance  of 
Compensation.  The  paper,  pre- 
sented before  a 1907  meeting  of 
the  Camden  County  Medical 
Society,  outlined  the  clinical 
diagnosis  of  valvular  heart  dis- 
ease, stressing  detailed  history 
and  careful  physical  examination. 
Dr.  Rowntree  emphasized  the  im- 
portance of  cardiac  examination 
in  varying  postures  and  after  ex- 
ercise. This  paper  appeared  in 
The  Journal  of  the  Medical  Society 
of  New  Jersey  in  1908. 14  Fifty 
years  later.  Dr.  Rowntree  ad- 
mitted: “Frankly,  the  paper  did 
more  for  me  than  for  the  medical 
profession.”1  One  minor  aspect  of 
the  paper  deserves  emphasis,  for 


Figure  1.  Dr.  Rowntree,  as  he  ap- 
peared shortly  after  closing  his 
general  practice  in  Camden  (with 
permission).1 

it  illustrates  Dr.  Rowntree’s 
lifelong  devotion  to  progressive 
medicine.  He  applied  sphyg- 
momanometry  to  the  diagnosis  of 
heart  disease  at  a time  when  the 
concept  of  blood  pressure  was  in 
its  infancy.  Dr.  Rowntree  wrote: 
“Nothing  has  led  to  more 
surprises  in  this  study  than  the 
use  of  this  instrument.  The  instru- 
ment proves  of  greatest  value 
when  the  question  of  treatment  is 
considered.”14  Dr.  Rowntree’s  in- 
terest in  hypertension  continued; 
two  decades  later,  he  introduced 
the  first  effective  therapy  for 
malignant  hypertension. 

THE  ARTIFICIAL  KIDNEY 

Dr.  Rowntree  left  Camden  in 
1907  due  to  a combination  of 
overwork  and  a growing  interest 
in  medical  research.  “I  loved 
general  practice,  but  I soon  be- 
came immersed  in  it  to  the  point 
where  I had  no  time  left  for 
study.  I was  working  morning, 
noon,  and  night.  I wanted  to  be- 
come a master  of  my  fate  and  not 
to  be  continuously  at  the  beck  and 
call  of  others.”1  A professor  at  Jef- 


ferson advised  him  to  go  to  the 
center  of  American  medical 
education  and  research— Johns 
Hopkins  Hospital,  Raltimore. 

Professor  William  Osier,  chief 
of  medicine  at  Hopkins  since 
1889,  was  the  foremost  American 
internist  and  teacher  of  clinical 
medicine.  In  1905,  exhausted  by 
the  pace  of  teaching,  consultation, 
and  writing.  Dr.  Osier  left 
Hopkins  for  a distinguished 
professorship  at  Oxford.15  While 
visiting  in  the  United  States  in 
1907,  Dr.  Osier  spoke  in  Phila- 
delphia. Dr.  Rowntree  attended 
the  talk  and  was  “thrilled  to 
meet  the  great  man.  Dr.  Rown- 
tree asked  his  advice,  and  a few 
weeks  later,  Dr.  Osier  wrote: 
“You  have  youth  and  probably 
brains  — if  attached  to  these  you 
have  the  necessary  perseverance 
with  enough  cash  to  keep  you 
floating,  six  years  of  hard  work 
should  put  you  in  first-class  posi- 
tion in  the  profession.  1 

Dr.  Rowntree  closed  his  suc- 
cessful practice  and,  with  Dr. 
Osier’s  letter  in  hand,  presented 
himself  to  the  new  chief  of 
medicine  at  Johns  Hopkins.  He 
was  directed  to  the  laboratory  of 
Professor  John  Jacob  Abel,  head 
of  the  department  of  pharma- 
cology at  Hopkins.  Dr.  Abel,  a 
brilliant  scientist,  was  the  founder 
of  pharmacologic  research  and 
teaching  in  the  United  States.  The 
Journal  of  the  Camden  County 
Medical  Society  announced  Dr. 
Rowntree’s  relocation  to  Balti- 
more, adding  incorrectly  that  he 
was  taking  a position  as  "instruc- 
tor in  disturbances  of  the 
circulatory  apparatus.”16  In  fact, 
Dr.  Rowntree  started  in  Dr. 
Abel  s laboratory  as  an  unpaid  as- 
sistant, learning  laboratory  tech- 
niques and  the  fundamentals  of 
biochemistry  and  pharmacology. 

For  several  summers.  Dr. 
Rowntree  returned  to  Camden  at 
the  close  of  the  Johns  Hopkins 
spring  semester.  His  office  in 
North  Cramer  Hill  was  reopened, 
and  within  a day  it  would  once 
again  be  full  of  patients.  His  old 
Camden  colleagues  left  for  vaca- 
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Camden  City  Dispensary 

725-27-29  Federal  Street, 

CAMDEN,  N.  J. 


Figure  2.  The  Camden  County  Medical  Society  met  at  the  Camden  City 
Dispensary  building  at  725-729  Federal  Street  (with  permission).6 


tion,  and  Dr.  Rowntree  had  a 
ready-made  practice.  The  busy 
summer  practice  provided  suffi- 
ciently to  support  his  modest 
lifestyle  in  Baltimore  for  the  nine- 
month  school  year.  He  was  soon 
able  to  supplement  his  summer 
income  with  an  assistant  teaching 
position  at  Johns  Hopkins.  His 
Camden  summers  ended  in  1909 
or  1910. 1 In  1908,  satisfied  with 
Dr.  Rowntree’s  progress  in  bio- 
chemistry and  physiology,  Dr. 
Abel  invited  him  to  begin 
laboratory  research.  Working 
with  Dr.  J.T.  Geraghty,  Dr. 
Rowntree  introduced  the  first  ac- 
curate and  practical  test  of  renal 
function  in  1910.  The  phthalein 
excretion  test  remained  in  clinical 
use  for  four  decades.16  In  1911, 
Dr.  Abel  conceived  the  idea  of 
building  an  apparatus  to  clean 
toxic  substances  from  the  blood. 
Dr.  Rowntree  was  excited  by  the 
concept  and  set  to  work  with  Dr. 
J.J.  Turner  to  build  the  world  s 


first  artificial  kidney.17  Successful 
dialysis  experiments  were  con- 
ducted on  dogs.  The  1914  article 
by  Drs.  Abel,  Rowntree,  and  Tur- 
ner was  a landmark  in  the  history 
of  artificial  internal  organs.23 
Forty  years  would  pass  before 
dialysis  became  a practical  clinical 
reality.  In  1955,  shortly  before  his 
death,  Dr.  Rowntree  was  invited 
to  observe  a modern  hemodialysis 
treatment  at  Georgetown  Univer- 
sity, Washington,  DC.19 

Drs.  Abel  and  Rowntree  trav- 
eled to  London  together  to 
demonstrate  the  dialysis  ap- 
paratus at  the  International  Con- 
gress of  Physiology  in  1912.  Find- 
ing himself  with  time  to  spare, 
Dr.  Rowntree  undertook  a his- 
torical investigation  into  the  life  of 
the  forgotten  man  who  had 
described  the  “shaking  palsy  in 
1817. 20  Modern  historians  credit 
Dr.  Rowntree  with  the  rescue  of 
Dr.  James  Parkinson,  a physician 
and  radical  reformer,  from  obli- 


vion. 

In  1914,  Dr.  Rowntree  moved 
into  clinical  medicine  with  his  ap- 
pointment to  associate  professor 
of  medicine  at  Hopkins.  During 
his  years  in  Baltimore,  Dr. 
Rowntree  had  renewed  his  ac- 
quaintance with  Katherine  Camp- 
bell, a young  Baltimore  woman 
whom  he  had  met  in  Camden  in 
1904.  The  financial  and  profes- 
sional security  provided  by  his 
new  position  at  Hopkins  set  the 
stage  for  their  marriage  in  1914. 1 

THE  MAYO  YEARS 

In  1916,  Dr.  Rowntree  ac- 
cepted the  chairmanship  of  the 
department  of  medicine  at  the 
University  of  Minnesota  in  Min- 
neapolis. His  work  was  inter- 
rupted by  World  War  I.  Assigned 
to  the  Allied  Expeditionary  Force 
in  France,  he  conducted  field  re- 
search in  the  new  area  of  aviation 
medicine.1  In  1920,  Dr.  Rowntree 
moved  to  the  Mayo  Clinic,  the 
graduate  school  of  the  University 
of  Minnesota.  In  his  capacity  as 
chief  of  medicine  of  the  Mayo 
Foundation  and  professor  of 
medicine,  he  formed  a close 
personal  and  professional  bond 
with  Drs.  Charles  and  William 
Mayo.  He  later  added  the 
responsibilities  of  director  of 
clinical  investigation  and  senior 
medical  consultant  at  the  Mayo 
Clinic.21 

In  11  years  at  the  Mayo  Clinic, 
Dr.  Rowntree  published  over  100 
papers.  Among  his  areas  of  in- 
terest were  liver  disease,  fluids 
and  electrolytes,  acid-base  ab- 
normalities, adrenal  disorders, 
renal  disease,  hypertension,  and 
arthritis;  in  two  areas,  his  work 
led  to  important  advances.  His  in- 
terest in  hypertension  and  the 
lack  of  effective  antihypertensive 
pharmaceuticals  led  to  the  in- 
troduction of  lumbar  sympathec- 
tomy. First  reported  by  Dr. 
Rowntree  and  neurosurgeon  Dr. 
Alfred  Adson  in  1925,  lumbar 
sympathectomy  remained  the 
only  effective  therapy  for  malig- 
nant hypertension  for  over  four 
decades.22  Dr.  Rowntree  also  is 
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credited  with  discovering  the 
principle  of  intravenous  contrast 
urography  in  1923.  The  contrast 
agent  he  used,  sodium  iodide,  was 
in  clinical  use  as  an  antisyphilitic 
drug.  The  resulting  radiographs 
gave  faint  outlines  of  the  lower 
urinary  tract.  The  concept  in- 
troduced by  Dr.  Rowntree  led  to 
the  development  of  organic  iodine 
contrast  agents  by  other  in- 
vestigators in  1928. 23 

ONE-HALF  CENTURY 

Despite  the  exciting  work, 
stimulating  colleagues,  and  ex- 
hilarating atmosphere  at  the 
Mayo  Clinic,  Dr.  Rowntree  began 
to  lose  control  of  his  own  time 
and  his  personal  life.  The  constant 
schedule  of  ward  rounds,  consul- 
tations, lectures,  teaching,  re- 
search, and  publication  was  taking 
a heavy  toll:  “I  became  impressed 
with  a feeling  of  apprehension 
that  danger  lay  ahead,  especially 
as  I found  so  many  of  the  staff 
suffering  from  chronic  exhaus- 
tion.”1 Reluctantly,  he  left  the 
Mayo  Clinic  in  1932  for  the  less 
demanding  position  of  director  of 
the  Philadelphia  Institute  for 
Medical  Research. 

Dr.  Rowntree’s  research,  teach- 
ing, and  clinical  duties  in  Phila- 
delphia were  interrupted  by 
World  War  II.  Because  of  his  vast 
experience  in  both  administration 
and  clinical  medicine.  Dr.  Rown- 
tree was  an  excellent  choice  for 
chief  of  the  Medical  Service  of 
the  Selective  Service  System  dur- 
ing the  war.  He  quickly  became 
an  authority  on  the  health  of  the 
nation  and  was  alarmed  by  the 
high  percentage  of  draftees  who 
were  medically  unfit  for  military 
duty.24 

In  his  final  years,  Dr.  Rowntree 
retired  to  Florida,  where  he 
helped  found  the  University  of 
Miami  School  of  Medicine  in 
1952.  His  last  publication,  a case 
report,  appeared  in  the  Journal  of 
the  American  Medical  Association 
in  1958,  one-half  century  after  his 
first  paper  in  The  Journal  of  the 
Medical  Society  of  New  Jersey.  In 
his  memoirs,  Dr.  Rowntree 


Figure  3.  Dr.  Rowntree  rented  rooms  at  the  intersection  of  27th  Street  and 
River  Road  in  the  North  Cramer  Hill  district  of  Camden.  (Courtesy  of  the 
Camden  County  Historical  Society) 


Figure  4.  At  the  height  of  his  career.  Dr.  Rowntree  was  chief  of  medicine 
(1920-1922)  at  the  Mayo  Clinic  (with  permission).1 
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looked  back  with  wonder  and 
pride  on  his  years  at  Hopkins  and 
Mayo:  “What  a fortunate  lot  was 
mine  to  be  associated  with  both 
institutions  at  their  pinnacle.  At 
the  same  time,  he  paid  tribute  to 
his  early  years  in  Camden: 
“Medicine  turns  out  no  product 
finer  that  a first-class  general 
practitioner  ....  there  is  in 
general  practice  a unique  fascina- 
tion which  the  specialities  lack.”1 
Dr.  Rowntree  died  in  Miami  in 
1959  at  the  age  of  76.  H 
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Tick  bite  victims  and 
their  environment: 

The  risk  of  Lyme  disease 
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The  authors  surveyed  308  New  Jersey  tick  bite  victims. 
Education  concerning  landscape  ecology,  wildlife  control,  tick 
and  wildlife  habitat  reduction,  tick  control  using  acaricides,  and 
how  to  keep  pets  tick-free  is  especially  needed  to  reduce 
human  exposure  to  tick  bites  and  Lyme  disease. 


Lyme  disease,  endemic  in 
the  northeastern  United 
States,  has  become  an 
increasingly  important 
public  health  concern.  Physical 
symptoms  include  a spreading 
cutaneous  rash,  erythema 
chronica  migrans  (ECM),  severe 
headaches,  flu-like  chills  and 
fever,  dizziness,  memory  loss,  stiff 
neck,  fatigue,  chronic  arthritis, 
and  cardiac  and  neurologic  abnor- 
malities.1 

The  causative  agent  is  the 
spirochete,  Borrelia  burgdorferi. 
Its  primary  vector  in  the 
Northeast  is  the  black-legged  tick, 
Ixodes  scapularis  (formerly  classi- 
fied as  Ixodes  dammini),  common- 
ly known  as  the  deer  tick.2  Most 
cases  of  Lyme  disease  occur  from 
the  bite  of  the  tiny  deer  tick 
nymph,  which  is  active  from  May 
through  August. 

Lyme  disease  can  be  very  dif- 
ficult to  diagnose,  yet  early  rec- 
ognition and  treatment  are  impor- 
tant.3 Since  only  a subset  of  the 
ticks  present  in  the  Northeast  are 
known  vectors  for  the  disease, 
tick  identification  can  provide 
useful  information  to  the  victim 
and  the  physician.  Such  informa- 
tion can  include  whether  the  tick 
removed  is  a known  vector  for  the 
disease  and  what  is  known  about 


local  tick  infection  rates.  In  ad- 
dition, details  concerning  the 
state  of  engorgement  of  the  tick 
when  it  was  removed  can  be  im- 
portant, since  it  is  correlated  with 
the  amount  of  time  it  typically 
takes  for  an  infected  tick  to  trans- 
mit the  spirochete.  Live  ticks  also 
can  be  tested  for  the  presence  of 
B.  burgdorferi  by  some  local 
health  departments. 

While  other  studies  have 
described  the  ecology  of  the  deer 
tick,  very  little  is  known  about  the 
human  ecology  of  its  victims.4  In 
Ocean  County,  an  area  endemic 
for  Lyme  disease,  an  average  of 
3,350  ticks  have  been  identified 
each  year  since  1990  by  Rutgers 
Cooperative  Extension.  This 
unique  sampling  of  tick  bite  vic- 
tims in  an  endemic  area  provided 
the  opportunity  to  examine  how 
and  where  tick  bite  victims  came 
into  contact  with  ticks;  what  en- 
vironmental risk  factors  were 
present;  and  how  the  victims 
changed  their  behaviors  and  sur- 
roundings in  response  to  the  bite. 

METHODS 

Nearly  3,200  people  used  the 
tick  identification  services  of 
Rutgers  Cooperative  Extension  of 
Ocean  County  in  1991.  Five  hun- 
dred of  these  individuals  were 


randomly  selected  to  be  surveyed. 
An  eight-page  survey  was 
pretested  and  administered  by 
mail  in  March  and  April  1992, 
three  to  nine  months  after  the 
respondent  had  brought  in  a tick 
for  identification.  Study  variables 
included:  demographic  informa- 
tion, income  and  housing  in- 
formation, behavioral  changes 
made  following  a tick  bite,  use  of 
educational  information  received, 
and  the  adoption  of  precautions  to 
reduce  the  risk  of  a future  tick 
bite.  Responses  were  kept  con- 
fidential. A total  of  308  surveys 
were  completed  and  returned, 
yielding  a 62  percent  response 
rate. 

RESULTS  AND  DISCUSSION 

Of  the  3,200  ticks  submitted  for 
identification  in  1991,  5 percent 
were  beetles,  specks  of  dirt, 
scabs,  and  other  small  objects.  Of 
the  remainder,  54  percent  were 
identified  as  Lone  Star  ticks, 
Amblyomma  americanum , 22  per- 
cent were  black-legged  ticks,  /. 
scapularis,  and  19  percent  were 
American  dog  ticks,  Dermacentor 
variabilis. 

Thirty-three  percent  of  those 
who  had  received  the  tick  bite 
were  under  age  10;  50  percent 
were  under  age  32.  Most  of  the 
respondents  (58  percent)  properly 
removed  the  tick  with  tweezers; 
36  percent  removed  the  tick  with 
fingers,  and  6 percent  removed 
the  tick  with  petroleum  jelly, 
matches,  or  other  methods. 

Risk  factors.  A relatively  short 
time  must  have  elapsed  between 
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the  respondent’s  encounter  with 
the  tick  and  its  discovery,  since 
ticks  usually  feed  for  a short  time 
and  then  drop  off.  As  such,  89 
percent  of  the  respondents  coidd 
report  where  they  most  likely 
came  into  contact  with  the  tick 
they  had  discovered.  A recent 
study  in  an  endemic  area  of  New 
York  suggests  that  many  Lyme 
disease  victims  are  exposed  to  in- 
fected deer  ticks  near  the  victims’ 
home.5  Responses  in  this  study 
seem  consistent.  Twenty-six  per- 
cent of  the  respondents  thought 
that  they  had  picked  up  the  tick 
around  the  home. 

The  deer  tick  most  often  is 
found  in  mixed  hardwood  forests 
with  extensive  shrub  layers.  A re- 
search study  in  25  residential 
homesites  in  Ocean  County, 
where  this  survey  was  conducted, 
confirmed  that  85  percent  of  deer 
tick  nymphs  were  found  in  woods 
and  11  percent  were  found  along 
the  edge  of  woods,  or  ecotone, 
which  supports  animals  that  are 
hosts  to  the  deer  tick.7  This  is 
consistent  with  research  in  Con- 
necticut, New  Jersey,  and  New 
York  that  suggests  that  all  stages 
of  the  deer  tick  prefer  a forest 
habitat.8 10  As  a result,  homesites 
carved  out  of  native  woodlands  in 
endemic  areas  may  place  resi- 
dents at  an  increased  risk  for 
Lyme  disease. 

Consistent  with  this,  of  those 
who  thought  they  were  bitten 
around  their  home,  76  percent  of 
the  respondents  reported  that 
their  homes  were  surrounded 
by  or  backed  up  to  woods. 
Two-thirds  (66  percent)  of  these 
wooded  areas  have  dense, 
shrubby  understory  growth  and 
an  ecotone  or  edge  environment, 
and  30  percent  have  understory 
forest  growth  of  “some  shrubs. 
All  but  5 percent  of  the  respon- 
dents lived  within  walking  dis- 
tance of  woods.  Similarly,  12  per- 
cent of  the  respondents  thought 
they  had  acquired  their  tick 
“around  the  neighborhood.  All 
but  6 percent  of  these  respon- 
dents live  within  walking  distance 
of  woods.  Thus,  most  of  the  vic- 
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tims  (55  percent)  picked  up  a tick 
around  their  home  or  in  the 
neighborhood,  and  the  majority  of 
these  live  near  woods. 

The  risks  of  a tick  bite  also 
increase  when  activities  en- 
courage forays  into  the  surround- 
ing woods.  Examples  of  such  re- 
sidential risk  factors  include: 
paths  through  the  woods,  a 
treehouse  (mentioned  by  6.5  per- 
cent of  respondents),  a swing  set 
in  the  woods,  compost  piles,  trash 
piles,  woodpiles,  or  brushpiles, 
particularly  if  they  are  located  in 
or  along  the  edge  of  the  woods. 

In  addition,  45  percent  of  the 
respondents  thought  that  they 
had  picked  up  the  tick  while 
engaged  in  an  outdoor  recrea- 
tional activity  in  or  near  woods. 
Outdoor  recreational  activities 
that  expose  people  to  a wooded 
ecosystem  also  increase  the  risk  of 
a tick  bite.  Even  activities  such  as 
baseball  and  golf  may  pose  a risk 
if  woodlands  surround  the  area 
and  players  search  the  woods  for 
foul  balls.  Consistent  with  this, 
nearly  18  percent  of  the  respon- 
dents said  that  they  had  acquired 
the  tick  while  hiking,  at  a park  or 
ballfield  (7  percent),  or  at  a camp- 
ground (3  percent)  while  hunting, 
fishing,  or  birdwatching  (4  per- 
cent). 

The  habitat  studies  previously 
mentioned  suggest  that  a well- 
maintained  lawn  is  the  least  de- 
sirable habit  for  the  immature 
deer  tick.  However,  anything  that 
encourages  wildlife  activity  or 
nesting  sites  may  increase  the 
number  of  ticks,  even  in  lawn 
areas.  In  residential  areas,  exam- 
ples include:  the  presence  of  a 
birdhouse  or  birdfeeder,  over- 
grown, low-growing  ornamental 
shrub  areas,  rock  walls,  infre- 
quent mowing,  brushpiles  and 
woodpiles,  and  pets.11 

Nearly  42  percent  of  the 
respondents  had  a birdbath  or 
birdfeeder.  Birds  are  known  car- 
riers and  dispersal  agents  for  im- 
mature ticks,  with  one  study  find- 
ing that  55  percent  of  bird  species 
captured  carried  deer  tick  larvae 
or  nymphs.12  Therefore,  attracting 


birds  to  the  lawn  via  a birdbath 
or  birdhouse  also  may  increase 
the  number  of  deer  ticks  drawn 
to  the  property,  increasing  the 
risk  for  Lyme  disease.  Addition- 
ally, spilled  seed  from  birdfeeders 
may  attract  rodents  that  also  carry 
deer  ticks. 

Pets  are  a known  risk  factor 
since  cats  and  dogs  not  only  are 
susceptible  to  Lyme  disease 
themselves,  but  may  transport 
ticks  indoors.  In  fact,  canine 
seroprevalence  of  antibodies  to  B. 
burgdorferi  is  a good  predictor  of 
the  incidence  of  human  cases  of 
Lyme  disease.13 

Pets  that  spend  time  out- 
doors— particularly  if  allowed  ac- 
cess to  the  woods  surrounding 
these  homes — face  the  increased 
risk  of  picking  up  a deer  tick.  Pets 
returning  indoors  may  carry  ticks 
inside,  dislodging  unattached 
ticks  during  scratching  or  groom- 
ing, allowing  the  still  hungry  tick 
to  quest  for  a host — human  or 
otherwise — indoors.  Cats  also 
may  forage  for  rodent  prey  and 
bring  the  tick-infested  rodent 
back  to  the  home. 

Consistent  with  this,  61  per- 
cent of  the  respondents  bitten  by 
a tick  had  a cat  or  a dog,  and  84 
percent  of  these  allowed  their 
pets  to  roam  indoors  and  out- 
doors. Of  those  who  said  that  they 
allow  their  pets  to  roam  inside 
and  outside,  36  percent  said  that 
they  allow  their  pets  to  run  freely 
through  nearby  woods. 

Changes  in  behavior  or  sur- 
roundings. There  is  ample 
evidence  that  the  respondents  are 
concerned  about  the  threat  of 
Lyme  disease.14  Nearly  85  per- 
cent of  the  respondents  reported 
that  they  knew  someone  who  had 
contracted  Lyme  disease.  More- 
over, 66  percent  of  the  respon- 
dents reported  that  thoughts  or 
fears  of  having  Lyme  disease  had 
occurred  to  them  during  the  past 
week.  Almost  23  percent  of  the 
respondents  worried  about  Lyme 
disease  frequently  or  constantly. 

Consistent  with  their  concerns 
about  Lyme  disease,  most  of  the 
survey  respondents  reported 
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changes  in  their  lifestyle  or  some 
activities  as  a result  of  the  tick 
bite.  Eighty-eight  percent  said 
they  now  take  some  personal 
precautions  against  a tick  bite 
when  outdoors,  such  as  using  a 
repellent  and  tucking  their  pants 
inside  their  socks.  In  comparison, 
only  39  percent  of  the  residents 
randomly  selected  from  two 
towns  in  Ocean  County  in  1993, 
said  that  they  take  personal 
precautions  when  outdoors.15 
Similarly,  in  a study  of  visitors  to 
three  recreation  areas  in  New 
Jersey,  only  43  percent  reported 
taking  personal  precautions.16 

For  some,  taking  precautions 
against  Lyme  disease  has  meant 
altering  outdoor  activities.  Nearly 
61  percent  of  the  respondents 
said  that  they  had  changed  their 
outdoor  activities  as  the  result  of 
the  threat  of  Lyme  disease.  For 
example,  32  percent  now  avoid 
high  grassy  areas  and  other  tick 
habitats.  In  addition,  24  percent 
have  given  up  at  least  one  outdoor 
activity,  including  walking  or  hik- 
ing, sitting  on  lawns  surrounding 
the  home,  visiting  public  parks, 
camping,  gardening,  picnicking, 
berry  picking,  and  fresh  water 
fishing.  Some  even  prohibit  their 
children  from  attending  outdoor 
school  field  trips.  A small  percen- 
tage (3.6  percent)  try'  to  avoid  the 
outdoors  completely. 

In  addition  to  taking  personal 
precautions,  and  as  an  alternative 
to  completely  avoiding  the  out- 
doors, one  can  lessen  the  risk  of 
tick  bites  by  reducing  the  type 
and  amount  of  wildlife  habitat 
near  one’s  home.  Selectively  alter- 
ing vegetation  near  the  home  can 
eliminate  animal  nesting  sites  and 
forage  pathways  that  ticks  use 
when  searching  for  hosts.  Some 
studies  have  shown  that  mowing 
or  burning  vegetation  in  the 
woods  reduces  adult  tick  popula- 
tions by  70  to  88  percent.17  Yet, 
only  one-half  the  survey  respon- 
dents (53  percent)  felt  that  clear- 
ing brush  or  vegetation  had  any 
effect.  Only  two  respondents  (0.6 
percent)  said  that  they  took  any 


actions  to  clear  brush  or  trees 
from  nearby  woods. 

Similarly,  the  use  of  properly 
timed  and  targeted  residual  appli- 
cation of  acaricides  for  tick  con- 
trol has  shown  to  be  extremely 
effective,  with  control  exceeding 
90  percent.18  Yet,  only  16  percent 
of  the  respondents  had  treated 
their  property  for  ticks. 

CONCLUSION 

The  challenge  for  health 
educators  is  to  get  the  message 
across  that  these  measures  are  ef- 
fective and,  when  used  in  com- 
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versity, Cook  College,  Department  of 
Human  Ecology,  PO  Box  231,  New 
Brunswick,  NJ  08903-0231. 
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ANNOUNCING 

The  Medical  Practice  Manager  Program 

A Comprehensive  Program  developed  by 
MSNJ  & Rutgers  for  today’s  Medical  Practice  Manager 


Look  for  this  course  brochure 
arriving  at  your  office 
in  September! 


Your  office  staff  shouldn’t  miss  an  opportunity  to  obtain  . . . 

□ college  credit 

□ computer  skills 

□ modern  management  techniques 

□ knowledge  about  a changing 

medical  environment 


For  more  information,  please  contact  Julie  Jadlocki  609/896-1766  ext.  209 
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Fourth  Annual 

Symposium  by  the  Sea  1995 

A three-day,  educational  seminar  for  physicians 


October  20-22,  1995 
at  the  Rehoboth  Beach  Country  Club 
Rehoboth  Beach,  Delaware 


Friday,  October  20 


H.  Pylori  and  Peptic  Ulcer  Disease 

Robert  M.  Strauss,  MD 
Assistant  Professor  of  Medicine 
Digestive  Diseases 
Emory  University  School  of  Medicine 


Laparoscopic  Surgery  in  1995- 
Panacea  or  Technology  Run  Amuck 

Gene  Branum,  MD 
Assistant  Professor  of  Surgery 
Division  of  Gastrointestinal  Surgery 
Emory  University  School  of  Medicine 


Recent  Advances  in  Abdominal  Imaging 

Frederick  B.  Murphy,  MD 
Associate  Professor  of  Radiology 
Emory  University  School  of  Medicine 


Saturday,  October  21 


' -r-  .'UV-  U. 


r.  - T . 


Infectious  Diseases  Update-Understanding 
the  Impact  of  Antibiotic  Resistance 

Stephen  Schwarzmann,  MD 
Associate  Professor  of  Medicine 
Chief  of  Infectious  Disease 
Emory  University  Hospital 

Asthma  Update-Current  Diagnosis  and  Treatment 

Jeffrey  R.  Pine,  MD 
Associate  Professor  of  Medicine 
Pulmonary  and  Critical  Care 


Multispecialty  Panel  Case  Presentations- 
Gastroenterology,  General  Surgery,  Radiology 


Hypertension  1995- 

Part  I:  The  Search  for  Secondary  Causes 

James  A.  Tumlin,  MD 
Assistant  Professor  of  Medicine 
Renal  Division 

Emory  University  School  of  Medicine 

Multispecialty  Panel  Case  Presentations- 
Infectious  Diseases,  Pulmonary  Medicine, 
Nephrology 


Sunday,  October  22 


Preoperative  Medical  Evaluation 

Donald  C.  Davis,  MD,  PhD 
Associate  Professor  of  Medicine 
General  Internal  Medicine 
Emory  University  School  of  Medicine 


Hypertension  1995- 

Part  II:  A Rational  Approach  to 

Accelerated  Hypertension 

James  A.  Tumlin,  MD 

Colonic  Polyps  and  Colorectal  Cancer  An  Update 

Robert  M.  Strauss,  MD 


Credit  The  Emory  University  School  of  Medicine  designates  this  continuing  medical  education  activity  for  12  credit  hours  in 
Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 


Registration:  The  fee  for  this  three-day  conference  is  $175. 

For  registration  information  call  the  Emory  University  Office  of  CME  in 
Atlanta,  GA,  at  (404)  727-5695.  For  information  about  the  Lewes/Rehoboth 
area,  call  Beebe  Medical  Center  in  Lewes,  DE,  at  (302)  645-3499- 


Sponsored  by: 


Beebe 

Medical 

Center 


EMORY  UNIVERSITY 

System  of  Health  care 

Crawford  Long  Hospital  of  Emory  University 
Emory  University  Hospital 
The  Emory  Clinic 


EMORY  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  Robert  W Woodruff  Ffealth  Sciences  Center 
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DOCTORS’  NOTEBOOK 


UMDNJ  NOTES 


UMDNJ's  25th  anniversary.  In 
recognition  of  the  25th  an- 
niversary of  the  University  of 
Medicine  and  Dentistry  of  New 
Jersey  (UMDNJ),  the  New  Jersey 
Legislature  has  passed  a joint 
resolution  honoring  UMDNJ  for 
its  contributions  to  the  state. 

The  following  essay  recounts  a 
few  observations  about  UMDNJ  s 
accomplishments  that  were  in- 
cluded in  my  letter  of  apprecia- 
tion to  legislators: 

The  legislators  who  created  our 
University  envisioned  a unique, 
statewide  health  science  system — 
one  that  could  reach  eveiy  New 
Jerseyan  needing  health  care  or 
seeking  a career  in  the  health 
professions.  In  no  uncertain  terms 
I can  report  to  you  that  we  have 
achieved  that  vision  . . . and  that 
your  health  sciences  university  is 
competitive  with  the  foremost 
health  sciences  institutions  in  the 
nation.  Today  UMDNJ  has  be- 
come the  nation’s  largest  state- 
wide health  sciences  university. 

Our  Newark  campus  came  first, 
literally  rising  from  the  ashes  of 
the  Newark  riots  and  the  historic 
pact,  called  the  Newark  Agree- 
ments, that  sealed  a partnership 
with  the  City  of  Newark  that 
tin  ives  today. 

That  partnership,  which 
brought  health  care,  jobs,  and  ca- 
reer opportunities  to  the  city,  is 
recognized  nationally  as  a model 
for  community  uplift  and  re- 
naissance. It  is  a model  that  has 
served  us  well  as  our  campuses 
developed  in  the  other  hub  cities 
of  New  Brunswick  and  Camden. 

With  the  Newark  campus  as  a 
foundation,  the  University  has 
achieved  many  benchmarks  in  its 
growth,  including: 

• UMDNJ  has  established  four 
campuses,  seven  schools,  a uni- 
versity hospital,  two  community 
mental  health  centers,  and  a 


network  of  more  than  100  teach- 
ing affiliations. 

• UMDNJ  has  become  the 
state’s  primary  source  of  new 
health  care  practitioners,  graduat- 
ing annually  more  than  900  physi- 
cians, dentists,  nurses,  biomedical 
scientists,  and  allied  health 
professionals. 

• UMDNJ  has  emerged  as  a 
national  model  for  diversity  in 
community-oriented  programs. 
These  include  broad-based  efforts 
to  bring  preventive  health  care 
services  into  local  neighborhoods 
and  provide  educational  enrich- 
ment programs  that  attract 
minority  students  to  the  health 
sciences  and  prepare  them  for 
health  professions  careers. 

• UMDNJ  has  gained  national 
recognition  as  a center  for  re- 
search and  care  in  such  areas  as 
AIDS,  trauma,  Lyme  disease, 
Parkinson’s  disease,  cystic 
fibrosis,  and  other  genetic  ail- 
ments. 

• UMDNJ  has  become  an  im- 
portant factor  in  the  economic 
growth  of  its  communities  and  the 
state.  In  1994,  New  Jersey  gained 
3,454  jobs  as  a resnlt  of  UMDNJ  s 
purchasing  $105  million  in  goods 
and  services  from  state  busi- 
nesses. 

The  future  of  the  University 
now  is  being  crafted  in  response 
to  the  challenges  of  a new  era  in 
health  care  delivery  and  health 
sciences  education.  Health  sci- 
ence universities  must  change 
dramatically  if  they  are  to  thrive 
into  the  21st  century  as  the  na- 
tion’s centers  of  sophisticated 
care,  health  sciences  education, 
and  biomedical  research. 

UMDNJ  is  responding  to  the 
challenge  in  several  ways,  includ- 
ing: 

• The  formation  of  University 
Healthcare  Corporation,  a state- 
wide managed  care  network  that 


serves  New  Jerseyans  through  six 
major  “hub  medical  centers  sur- 
rounded by  community  hospitals 
and  community-based  physicians 
and  other  health  care  practi- 
tioners. 

• The  implementation  of  cur- 
riculum changes  that  emphasize 
primary  care,  preventive  medi- 
cine, and  a team-oriented  ap- 
proach to  health  care  delivery. 

• The  initiation  of  a video-tele- 
conferencing  network  that  pro- 
vides integrated  instruction  and 
patient  care  consultation. 

Our  schools,  through  inno- 
vative partnerships  with  each 
other,  state  and  local  government, 
other  institutions  of  higher  educa- 
tion, and  the  private  sector,  are 
developing  cutting-edge  pro- 
grams in  health  care,  research, 
and  health  professions  education 
that  avoid  duplication  and  max- 
imize the  use  of  available  re- 
sources. 

I concluded  my  letter  by  thank- 
ing the  state  legislators  for  their 
contribution  to  UMDNJ’s  de- 
velopment: "With  your  ongoing 
support,  UMDNJ  will  continue  to 
flourish  as  one  of  our  nation’s 
premier  health  sciences  universi- 
ties and  the  state’s  primary  re- 
source for  those  professionals  who 
are  most  important  to  the  well- 
being of  us.”  □ Stanley  S. 
Bergen,  Jr,  MD,  president 

MSNJ 
Board  of 

Trustees  Meetings 

November  19,  1995 
December  17,  1995 
January  21,  1996 
February  18,  1996 
March  17,  1996 
April  14,  1996 
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A HALF-DAY  SYMPOSIUM 
DESIGNED  FOR  THE  BUSY  PHYSICIAN 


Update  ’95: 

Management  of  Venous 
Insufficiency  and  Ulcerations 

October  27,  1995— Hyatt  Regency/New  Brunswick,  NJ 

This  comprehensive  program  is  designed  for  the  busy  physician,  interested  in 
enhancing  their  clinical  expertise  in  the  management  of  venous  insufficiency  and  the 
latest  advances  in  wound  healing.  The  physicians  most  benefiting  from  the  program 
would  be:  Internal  Medicine,  General  Practice  Family  Practice,  Endocrinologists, 
General,  Vascular  and  Orthopedic  Surgeons,  and  Podiatrists. 

PROGRAM 

• 7:30  am-8:00  am 

Registration/Exhibits/Continental  Breakfast 

• 8:00  am  Program  Begins 

• “Non-Invasive  Diagnosis  of  Venous  Disorders” 

Silvia  Berry,  M.Sc.,  R.V.T. 

Director,  Vascular  Laboratory 
Englewood  Hospital  & Medical  Center 
Engelwood,  New  Jersey 

• “Medical  Management  of  Venous  Insufficiency” 

G.  Allen  Holloway  Jr.,  M.D. 

Director,  Vascular  Laboratory 
Maricopa  Medical  Center 
Phoenix,  Arizona 

• “Surgical  Intervention  in  the  Treatment  of 
Venous  Insufficiency” 

Ibrahim  Ibrahim,  M.D.,  F.A.C.S. 

Associate  Chief,  Dept,  of  Surgery 
Englewood  Hospital  & Medical  Center 
Englewood,  New  Jersey 

Sponsored  By: 

Engelwood  Hospital  and  Medical  Center  Wound  Care  Center 


“Newer  Antibiotics  for  Lower  Extremity 
Infections” 

George  Perez,  M.D. 

Clinical  Associate  Professor  of  Medicine, 
UMDNJ 

Attending  Physician,  Infectious  Disease 
St.  Michael’s  Medical  Center,  Newark, 

New  Jersey 

“Compression  Products:  Indications  and  Use” 
Michael  Brennan,  M.D. 

Medical  Director,  Rehabilitation  Center  of 

Fairfield  County,  Connecticut 

Bridgeport  Hospital,  Bridgeport,  Connecticut 

Program  ends  12:30  pm 
(Box  Lunch  Provided) 


• CARE  CENTER- 


ALLIANCE  OF  NJ 


Wound  Care  Center  of  Clara  Maass  Health  System  Inc. 

Morristown  Memorial  Hospital  Wound  Care  Center 

• 

Mercer  Medical  Wound  Care  Center 
Wound  Care  Center  of  South  Jersey 


No  Fee  • Reserve  Early  • Space  Limited 

Accredited  for  Category  I credit  hours  (C.M.E./C.P.M.E.) 

□ Please  register  me  for 
the  conference 

For  additional  information 
call  1-800-41 4-HOPE 


Mail  reservation  form  to: 
Wound  Care  Centers 
95  Mount  Kemble  Avenue 
Morristown,  NJ  07962 
Fax  (201)  644-9182 


Print  Name 

Specialty 

Address 

City 

( ) 

State 


Zip 


Phone 


NEW  MEMBERS 


The  Medical  Society  of  New 
Jersey  would  like  to  welcome  the 
following  new  members: 

Atlantic  County 

Armando  M.  Sulit,  MD 
Leon  N.  Sykes,  Jr,  MD 

Bergen  County 

Nicholas  Alexander,  MD 
Fariborz  Ashtyani-Asl,  MD 
Stuart  A.  Barr,  MD 
Steven  I.  Becker,  MD 
Ari  Ben-Yishay,  MD 
Bruce  M.  Berberian,  MD 
Joel  A.  Broehstein,  MD 
James  S.  Cornell,  MD 
David  M.  Dubin,  MD 
Terry  W.  Hensle,  MD 
Gary  G.  Knackmuhs,  MD 
Joseph  Manno,  MD 
Steven  P.  Shikiar,  MD 
Samuel  Slipp,  MD 
Fred  Silvestri,  MD 
Steven  J.  Sperber,  MD 
Diane  G.  Verga,  MD 
Melba  G.  Vittal,  MD 
Zev  Wachtel,  MD 

Burlington  County 

Walter  J.  Boris,  DO 
Rido  Cha,  MD 
Lawrence  R.  Dultz,  MD 
Daniel  M.  Golding,  MD 
John  M.  Gray,  MD 
Joseph  J.  Savon,  MD 

Camden  County 

Michael  A.  Grosso,  MD 
Jodi  D.  Kaufman,  MD 
Brenda  R.C.  Kurnik,  MD 
Mary  P.  McHugh,  MD 
Janet  P.  Woodyard,  MD 

Cumberland  County 

Jeanette  Jimenez-Silva,  MD 
Neil  H.  Kaplitz,  MD 
David  H.  Kaufman,  MD 
Richard  F.  Lynen,  MD 
Michael  A.  Villani,  MD 

Essex  County 
Edwin  A.  Amirata,  MD 
Peter  W.  Carmel,  MD 
Gerard  R.  Cicalese,  MD 
Edwin  M.  Gangemi,  MD 
Kenneth  R.  Gray,  MD 
Fernando  R.  Herrera,  MD 
Pankaj  J.  Patel,  MD 
Nalini  Prasad,  MD 


Neil  J.  Russo,  MD 
Erik  D.  Schoenberg,  MD 
Keshavamurthy  Shivashankar,  MD 
Katherine  L.  Slazak,  MD 

Gloucester  County 

Kurt  W.  Kaulback,  MD 
Stanton  Kofsky,  MD 
Lawrence  M.  Markman,  MD 

Hudson  County 

Carmelo  V.  Casia,  MD 

John  A.  Cerritelli,  MD 

Damon  D.  Delston,  MD 

Jyotsna  H.  Gor,  MD 

Nancy  J.  Grande,  MD 

Manuel  C.  Hugo,  MD 

Hitendrakumar  C.  Upadhyaya,  MD 

Hunterdon  County 

Michael  J.  Coraggio,  MD 
Glen  E.  Tonnessen,  MD 

Mercer  County 

Shariq  A.  Afridi,  MD 
Andrew  Costin,  MD 
Nathaniel  J.  Fuller,  MD 
Eric  C.  Gokcen,  MD 
Kenneth  A.  Goldman,  MD 
Michael  S.  Gordon,  MD 
Stephen  J.  Harrison,  DO 
Valerie  L.  Kullmann,  MD 
Dakshukumar  B.  Patel,  MD 
Craig  W.  Stevens,  MD 
Alexander  P.  Vukasin,  MD 
Ulysses  Williams,  Jr,  MD 
Richard  E.  Zitwer,  MD 


John  T.  Harrigan,  MD 
Ronald  J.  Iannacone,  DO 
Munawara  S.  Khuddus,  MD 
David  Lewin,  MD 
Piotr  J.  Mencel,  MD 
Haig  Minassian,  MD 
Enrico  D.  Orlando,  MD 
Glenn  S.  Parker,  MD 
Francis  G.  Rienzo,  MD 
Gail  E.  Thomas,  MD 
William  C.  Wassel,  MD 
Michael  J.  Wile,  MD 

Morris  County 

Donna  A.  Chrisanderson,  MD 
Christos  P.  Christou,  MD 
Rekha  B.  Daftary,  MD 
Thomas  DeAngelis,  MD 
Robert  A.  DeSimone,  MD 
Gail  J.  Feingold,  MD 
Richard  I.  Finkel,  MD 
David  I.  Freilich,  MD 
Wayne  L.  Greene,  MD 
Lillian  D.  Nash,  MD 
John  B.  Sekel,  MD 
Kendall  L.  Stevinson,  MD 
George  M.  Uhran,  MD 

Ocean  County 
John  J.  Intili,  MD 
Chandru  U.  Jain,  MD 
Eric  G.  Lehnes,  MD 
Bharat  K.  Patel,  MD 
William  K.  Power,  Jr,  MD 
Bruce  S.  Tenner,  DO 


Middlesex  County 

Raymond  S.  Briski,  MD 
Ronny  M.  Chadi,  MD 
Sonia  S.  Guirguis,  MD 
Tyrone  J.  Krause,  MD 
JohnJ.  Nevins,  DO 
Noor  A.  Nisar,  MD 
Dorothy  M.  Quail,  MD 
Mary  Ann  J.  Salerno,  MD 
Catherine  J.  Schiano,  DO 
Roger  A.  Shell,  MD 
Frank  A.  Sparrow,  MD 
Michelle  A.  Tomlinson,  DO 
Mohammad  A.  Zubair,  MD 

Monmouth  County 
Michael  R.  Carroll,  III,  MD 
Frank  P.  Coppolino,  MD 
Stephen  J.  Dallolio,  MD 
Susan  E.  Dick,  MD 
Anthony  C.  Geraci,  DO 
Antero  Gonzales,  Jr,  MD 


Passaic  County 
Douglas  J.  Borkowski,  MD 
Daniel  P.  Conroy,  Jr,  MD 
John  G.  Cubero,  MD 
Jeffrey  N.  Gordon,  MD 
Cecily  A.  Lesko,  MD 
Michael  Maroules,  MD 
Boris  Reydel,  MD 
Ajai  K.  Goyal,  MD 
Ahmed  A.  Mekkawy,  MD 
Rajmohan  H.  Shetty,  MD 

Somerset  County 

George  C.  Alber,  MD 
Flavius  F.  Guglielmo,  MD 
Paul  P.  Vessa,  MD 

Union  County 

Richard  Alberts,  MD 
Brian  H.  Bennett,  MD 
Charles  A.  Saniewski,  MD 
Herbert  L.  Vallet,  MD 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


Cardiology 
Update  n? 


is  designed  for  the  physician  and  provides  an  intensive  survey  of  the 
current  status  of  clinical  cardiology,  allowing  application  of  this  new 
knowledge  and  technology  to  the  diagnosis  and  treatment  of  patients. 


OCTOBER  11,  1995 


3:30 -5:30  PM 


The  Changing  Picture  of 
Mitral  Valve  Disease 

Moderator:  Norman  Feinsmith,  M.D. 


NOVEMBER  1,  1995 


3:30  - 5:30  PM 


The  Changing  Picture  of 
Aortic  Valve  Disease 

Moderator:  Michael  S.  Feldman,  M.D. 


CME  Credits' 


Call  for  Free  Reservation  (215)  662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of  the  Physicians  Recognition 
Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership  requirement  Nine  sessions,  18  credits. 
Presbyterian  Medical  Center  of  the  University  of  Pennsylvania  Health  System  is  accredited  by  the  Pennsylvania  Medical  Society 
to  sponsor  continuing  medical  education  for  physicians. 

All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Presbyterian  Medical  Center  are  expected  to 
disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation(s). 
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CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

September 

15  DSM-IV 

St.  Francis  Medical  Center, 
Trenton  (AMNJ) 

15-  Annual  Meeting,  NJ  Chapter, 

16  American  College  of 
Cardiology 

Nassau  Inn,  Princeton  (AMNJ) 
16  Health  Care  Reform  and  You 
Hyatt  Regency,  New 
Brunswick  (Freedom  in 
Medicine  Foundation) 

18  New  Therapeutic  Options  for 
Parkinson’s  Disease 
Highlawn  Pavilion,  West 
Orange  (AMNJ) 

19  General  Meeting  of  the  NJ 
Society  of  Anesthesiologists 
Somerset  Marriott  Hotel, 
Somerset  (AMNJ) 

20  Family  Medicine  Services 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  Camden 
(Cooper  Hospital ) 

20  Pathogenesis,  Diagnosis,  and 
Management  of  Headache 

Rahway  Hospital,  Rahwav 

(AMNJ) 

20  4th  Annual  Conference  on 

Graduate  Medical  and  Health 
Professional  Education  in  NJ 
MSNJ  headquarters, 
Lawrenceville  (AMNJ) 

20  Radiology  Oncology  Section 
Meeting 

The  Manor,  West  Orange 

(AMNJ) 

20  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 

(AMNJ) 

20  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

21  True-False  Memory 
Syndrome 

Hackensack  Medical  Center, 
Hackensack  (AMNJ) 


21  Diagnostic  Radiology  Section 
Meeting 

Saint  Barnabas  Medical  Center,  28 
Livingston  (AMNJ) 

22  Neuropsychiatric  and 
Psychosocial  Aspects  of 

HIV/AIDS 

Gloucester  County  AIDS  Task 
Force,  Turnersville  (AMNJ) 

22  Meeting,  New  Jersey 

Obstetrical  and  Gynecological 
Society 

Garden  State  Arts  Center, 

Holmdel  (AMNJ) 

26  Management  of  Portal 
Hypertension 

East  Orange  General  Hospital, 

East  Orange  (AMNJ) 

27  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

27  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

28  Managing  Cardiovascular 
Disease 


Atlantic  Cits'  Medical  Center, 
Pomona  (AMNJ) 

How  To  Help  Your  Patients 
Stop  Smoking 

Atlantic  City  Medical  Center, 
Pomona  (AMNJ) 

Visiting  Professor  Lecture 
Saint  Barnabas  Medical  Center, 
Livingston  (AMNJ) 

NJ  Institute  of  LTltrasound  in 
Medicine  Meeting 
JFK  Conference  Center, 

Edison  (AMNJ) 

October 

4 Chronic  Pain  Management 

and  Issues  Related  to 
Iatrogenic  Addiction 

St.  Marv’s  Hospital,  Passaic 

(AMNJ) 

4 Medical  Problems  of  the 

Elderly 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

4 Interhospital  Endocrine 

Rounds 


ARE  YOU  MOVING? 

If  so,  please  send  a chance  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address 

City State Zip 

New  Address — 

City State Zip 
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Lipid  Symposium 
Date: 

Saturday,  October  28, 1995 


Diagnosis  and  management 

OF  HYPERLIPIDEMIA  AND 
RELATED  DISORDERS 

Informative  presentations  by 
a distinguished  faculty 
Introduction 

Edward  M.  Goldenberg,  M.D.,  F.A.C.C., 

Program  Chairman 

NCEP  Guidelines 

Dan  Rader,  M L)  , Director  of  Lipid  Climes, 
University  of  Pennsylvania  School  of  Medicine 
Endothelial  Function — Clinical  Implications 

Joseph  Loscalzo,  Ml),,  Ph.D.,  Cliief  of  Cardiology, 
Boston  University  School  of  Medicine 


Time: 

8:45  am  - 2:00  pm 


Place: 

MBNA  Conference  Center 
Newark,  Delaware 


Cost: 

$10 


Antioxidants — Are  They  Effective? 

Jay  W.  Heinecke,  M.D.,  Department  of  Medicine, 
Washington  University  School  of  Medicine 
Acute  Ischemic  Syndromes 
Valentin  Fuster,  M.D.,  Ph.D,,  Chief  of  Cardiology 
and  Director,  Cardiovascular  Institute,  Mount  Sinai 
Medical  Center 

Triglycerides — When  to  Treat 

Stephanie  Kafonek,  M IL,  Associate  Director  of  the 
Lipid  Clinic,  The  Johns  Hopkins  Medical  Institutes 
Postmenopausal  Estrogen  Therapy 
Rogers,  Blumenthal,  M.D.The Henry Ciccarone 
Center  for  the  Prevention  of  Heart  Disease,  The 
Johns  Hopkins  Medical  Institutes 


Sponsored  by 


In  conjunction  with 
ACARDOOGY 

^GONSUnXNTS  PA 


MEDICAL  CENTER 
OF  DELAWARE 


Registration  deadline  is  October  20.  For  more 
information  or  to  register,  call  Miriam  Scherer  at 

(302)366-1929. 

AMA,  AAFP,  AOA,  CEU  credits 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardto-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  also  eligible  for  AMA 
CME  credit  hours,  will  be  given  periodically  for  licensed 
clinicians  (with  or  without  prior  training)  on  3-day  weekends 
(Fri-Sun)  of  September  15-17,  November  17-19,  and 
December  15-17,  1995,  at  Milford  Plaza  Hotel,  45th  St.  & 
8th  Ave.,  New  York  City. 

The  11th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N Y.  City,  from  October  19-22,  1995. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Cogizant 
Communications  Corp.  & indexed  in  15  major  indexing 
periodicals,  including  Index  Medicus),  Heart  Disease  Research 
Foundation;  NY  Pain  Center;  Electrical  Engineering  Dept., 
Manhattan  College;  Nordic  Medical  Acupuncture  Society 
(Scandinavia);  Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof.  Nordenstrom  of 
Karolinska  Institute,  Stockholm. 

For  information  on  the  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D  , 800  Riverside  Drive  (8-1),  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Dr  Richard  Simon,  Ph.D.,  (212)  662-7022 
or  Ms.  Sandra  Beckman,  M.A.,  (212)  679-8986. 


DEBORAH  HEART  AND  LUNG  CENTER  - DEPARTMENT  OF  PULMONARY  MEDICINE 


PRESENTS 


12 


TH  ANNUAL  CLINICAL  UPDATE 
IN  PULMONARY  MEDICINE 


November  18,  1995  • Trump  Plaza  Hotel  • Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  and  Allied  Health  Care  Professionals 

7 Hours  Category  1 CME  Credit 


PROG  R A M 


Diagnosis  & Management  of  Chronic  Obstructive 

Pulmonary  Disease  in  ’95  Nicholas  Anthonisen,  MD 

Current  Pharmacologic  Approaches  to  Asthma  Treatment  Nicholas  J.  Gross,  MD,  PhD 

The  Clara  Falk  Franks  Lecture:  The  Lung  Health  Study: 

Current  Status  & Future  Directions  Nicholas  Anthonisen,  MD 

Pulmonary  Vascular  Disease:  Essentials  for  the  Office  Practitioner  Harold  I.  Palevsky,  MD 

Sleep  Disordered  Breathing:  State  of  the  Art  Christian  Guilleminault,  MD 

Community  Acquired  Pneumonias:  An  Update  Henry  Masur,  MD 

Approach  to  the  Patient  with  Pleural  Effusion:  Newer  Concepts  , Richard  W.  Light,  MD 

Unusual  Pneumonias:  Cases  You  Could  See  in  Your 

Practice  and  How  to  Manage  Them  Henry  Masur,  MD 

Office  Spirometry:  A Practical  Approach  to  Interpretation  David  M.F.  Murphy,  MD 


For  further  information,  please  contact:  Center  for  Bio-Medical  Communication,  Inc. 
80  W.  Madison  Avenue,  Dumont,  New  Jersey  07628  (201)  385-8080 
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University  Hospital,  Newark 
(AMNJ) 

4 Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

10  Monthly  Dermatology 
Meeting 

Sehering  Corporation, 
Kenilworth  ( Dermatological 
Society  ofNJ) 

10  Emerging  Infectious  Diseases 
East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

11  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

11  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

1 1 Management  of  ZDV  Therapy 
in  Pregnancy  To  Reduce 
Perinatal  Transmission  of  HIV 

St,  Mary’s  Hospital,  Passaic 
(AMNJ) 

11  Sports  Medicine  Seminar  95 

Medical  Society  of  New  Jersey 
headquarters,  Lawrenceville 
(MSNJ  and  AMNJ) 

12-  Scientific  Symposium,  Society 
13  of  Critical  Care  Medicine 
Hyatt  Regency,  New 
Brunswick  (AMNJ) 

12  Scientific  Meeting:  Head  and 
Neck  Oncology  Section 

The  Manor,  West  Orange 
(AMNJ) 

12  Ethical/Social  Issues  in 
Genetic  Testing 


612 


Corning  Clinical  Laboratories, 
Teterboro  (AMNJ) 

13-  20th  Annual  Symposium:  NJ 
14  Orthopaedic  Society 

Somerset  Marriott  Hotel, 
Somerset  (AMNJ) 

13  Meeting  of  the  Perinatal 
Association  of  New  Jersey 
The  Forrestal  at  Princeton, 
Princeton  (AMNJ) 

14  Diagnosis  and  Management  of 
Osteoporosis  and  Other 
Metabolic  Diseases 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  Camden 
(AMNJ) 

17  Diabetic  Nephropathy 

East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

18  Family  Medicine  Series 
UMDNJ,  Camden  (Cooper 
Hospital) 

18  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

18  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

18  Proper  Use  of  IV  Sedation 

St.  Mary  s Hospital,  Passaic 
(AMNJ) 

18  Diagnosis  and  Treatment  of 
Type  II  Diabetes  Mellitus 

Union  Hospital,  Union  (AMNJ) 

18  Medical  History  Society  of 
New  Jersey 

Nassau  Club,  Princeton  (AMNJ) 


18  Management  of  Intracerebral 
Hemorrhage 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

19  Focal  Liver  Lesions 

Saint  Barnabas  Medical  Center, 
Livingston  (AMNJ) 

24  Review  of  New  Antibiotics 

East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

24  Flexible  Nasolaryngoscopy 
Training  Program 

The  Mansion  on  Main  Street, 
Voorhees  (Cooper  Hospital) 

25  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

25  Medical  Grand  Rounds 
VA  Medical  Center,  East 
Orange  (AMNJ) 

26  Workers’  Compensation 
Managed  Care 

Hvatt  Regency,  New 
Brunswick  (AMNJ) 

26  Visiting  Professor  Lecture 

Saint  Barnabas  Medical  Center, 
Livingston  (AMNJ) 

30  Diagnosis  and  Treatment  of 
AIDS 

Union  Hospital,  Union  (AMNJ) 

30  Meeting  of  the  Neurological 
Association  of  New  Jersey 
Highlawn  Pavilion,  West 
Orange  (AMNJ) 

31  Advanced  Maternal  Age 
East  Orange  General  Hospital, 
East  Orange  (AA4NJ) 
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Hahnemann 

University 

Hospital 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


SEPTEMBER  1995 

SEPTEMBER  6th 

Pathogenesis  of  Non  Insulin  Dependent 
Diabetes  Mellitus:  A Group  of 
Heterogeneous  Disorders 

Harold  Lebovitz,  M.D. 

Professor  of  Medicine 
Chief  of  Endocrinology,  Metabolism,  and 
Diabetes,  Director,  Clinical  Research  Center, 
State  University  of  New  York,  Health 
Science  Center  at  Brooklyn,  NY 

SEPTEMBER  13th 
Drug-Induced  Liver  Disease 

Eugene  Schiff,  M.D. 

Professor  of  Medicine 
University  of  Miami  School  of  Medicine, 
Chief,  Division  of  Hepatology,  University  of 
Miami  Medical  Center,  Miami,  FL 

SEPTEMBER  20th 

Neuro-Humoral  Pathways  in  Heart  Failure: 
The  Role  of  Beta  Receptors 

Michael  Bristow,  M.D.,  Ph.D. 

Professor  of  Medicine 
University  of  Colorado  School  of  Medicine, 
Head,  Division  of  Cardiology,  University  of 
Colorado  Health  Sciences  Center, 

Denver,  CO 

Resin  Angiotensin  System  in  Congestive 
Heart  Failure:  Aj  Receptor  Blockers  vs.  ACE 
Inhibitors 

Donna  M.  Mancini,  M.D. 

Assistant  Professor  of  Medicine 
Columbia  University  School  of  Medicine, 
Division  of  Cardiology,  Columbia- 
Presbyterian  Medical  Center,  New  York,  NY 

SEPTEMBER  27th 

Humoral  Immunodeficiency  for  the  General 
Internist 

Jonathan  Jaffe,  M.D. 

Assistant  Professor  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University,  Director,  Laboratory 
of  Immunoregulation,  Division  of  Allergy 
and  Immunology,  Hahnemann  University 
Hospital 


OCTOBER  1995 


OCTOBER  4th 

Yom  Kippur— No  Grand  Rounds 

OCTOBER  11th 

Transbroncial  Needle  Aspiration  in  Staging 
of  Lung  Cancer 

Ko  Pen  Wang,  M.D. 

Associate  Professor  of  Medicine  and 
Otolaryngy,  Johns  Hopkins  School  of 
Medicine,  Director,  Interventional 
Bronchology,  The  Johns  Hopkins  Bayview 
Medical  Center,  Baltimore,  MD 

OCTOBER  18th 
Familial  Cardiomyopathies 

Reed  E.  Pyeritz,  M.D. 

Professor  and  Chair  of  Human  Genetics, 
Professor  of  Medicine  and  Pediatrics, 
Medical  College  of  Pennsylvania  and 
Hahnemann  University  School  of  Medicine, 
Allegheny  Singer  Research  Institute, 
Pittsburgh,  PA 

OCTOBER  25th 

Educating  Health  Care  Professionals  for  the 
21st  Century 

Eli  Gins  burg,  Ph.D. 

Director,  Eisenhower  Center,  Columbia 
University,  New  York,  NY 


NOVEMBER  1995 

NOVEMBER  1st 

Prostatic  Disorders:  BPH,  Prostatisis,  Cancer 

Steven  Kaplan,  M.D. 

Department  of  Urology,  Columbia-Presbyterian 
Medical  Center,  New  York,  NY 

NOVEMBER  8th 

Endocrine  Abnormalities  of  HIV:  Pituitary, 
Thyroid,  Adrenal  and  Gonadal  Deficiencies 

Adrian  S.  Dobs,  M.D.,  M.P.H. 

Associate  Professor  of  Medicine 
Director,  Endocrinology  and  Metabolism  Clinical 
Studies  Unit,  Johns  Hopkins  University  School  of 
, Medicine,  Baltimore,  MD 


NOVEMBER  1995 

NOVEMBER  15th 

The  Fibromyalgia  Patient:  A Problem  For  All 
Physicians 

Robert  Bennett,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Arthritis,  Rheumatic  Diseases, 
Oregon  Health  Sciences  University,  School  of 
Medicine,  Portland,  OR 

NOVEMBER  22nd 

Thanksgiving  Holiday— No  Grand  Rounds 

NOVEMBER  29th 

Urban  Asthma:  The  Importance  of  Indoor 
Allergens 

Thomas  Platts-Mills,  M.D. 

Professor  of  Medicine 

University  of  Virginia  School  of  Medicine,  Head, 
Division  of  Allergy  and  Clinical  Immunology, 
University  of  Virginia  Medical  Center, 
Charlottesville,  VA 


DECEMBER  1995 

DECEMBER  6th 
Cardiac  Auscultation 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University,  Division  of 
Cardiovascular  Diseases,  Hahnemann 
University  Hospital 

DECEMBER  13th 

Women’s  Health  Issues:  Gender  Based 
Differences  in  Disease  Progression  and 
Pharmacodynamics 

Jean  Hamilton,  M.D.,  M.P.H. 

Betty  A.  Cohen  Chair  of  Women’s  Health, 
Director,  Institute  for  Women’s  Health, 
Medical  College  of  Pennsylvania  and 
Hahnemann  University 


Wednesday  Medical  Seminar  Series —8:30  a.m.  to  3:30  p 


SEPTEMBER  20, 1995 
Congestive  Heart  Failure 
Course  Director  Susan  Brozena,  M.D. 
Visiting  Professors:  Michael  R.  Bristow,  M.D.,  Ph.D. 
and  Donna  M.  Mancini,  M.D. 


OCTOBER  11, 1995 

Lung  Cancer 

Course  Director  Edward  S.  Schulman,  M.D. 
Visiting  Professor  Ko  Pen  Wang,  M.D. 


NOVEMBER  29, 1995 
Advances  in  Allergy/Immunology 

Course  Director:  David  M.  Lang,  M.D. 
Visiting  Professor  Thomas  Platts-Mills,  M.D. 


DECEMBER  6, 1995 

Cardiac  Auscultation 

Course  Directors:  Leonard  S.  Dreifus,  M.D., 
Daniel  Mason,  M.D,  Gerald  Scharf,  D.O. 
and  John  J.  Ross,  RCPT 


Seminar  Director:  Allan  B.  Schwartz,  M.D,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  are  expected 
to  disclose  to  the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME) 
to  sponsor  continuing  medical  education  for  physicians.  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  designates  1.0  credit  hour  of  Category  I of  the  Physician  s 
Recognition  Award  of  the  American  Medical  Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  Category  2A  of  the  American  Osteopathic  Association. 


VOL.  92-NUMBER  9 SEPTEMBER  1995 


613 


. 


- 


IN  MEMORIAM 


VIRIATO  A.  DURAN 


Born  on  December  5,  1930, 
Viriato  Antonio  Duran,  MD, 
passed  away  on  November  12, 
1994,  at  the  age  of  65.  Dr.  Duran, 
a urologist  from  Bayonne,  did 
much  pioneer  work  in  laser 
surgery.  Dr.  Duran  was  awarded 
a medical  degree  from  Santo 
Domingo  University,  Dominican 
Republic,  in  1955.  Dr.  Duran 
completed  an  internship  at  St. 
Francis  Hospital,  New  York;  he 
completed  a residency  at  Jersey 
City  Medical  Center,  Bayonne 
Hospital,  and  St.  Francis 
Hospital,  New  York.  Dr.  Duran’s 


medical  career  at  Bayonne 
Hospital  included:  president  of 
the  Bayonne  Hospital  medical 
staff  from  1983  to  1985;  a member 
of  the  hospital’s  Board  of  Direc- 
tors and  of  the  Bayonne  Hospital 
Foundation;  and  director  of  the 
Department  of  Surgery.  Dr. 
Duran  also  helped  to  establish  the 
Anselmo  J.  Braehe  Renal  Dialysis 
Center  at  Bayonne  Hospital.  Dr. 
Duran  was  attending  at  Bayonne 
Hospital  and  Greenville  Hospital, 
Jersey  City.  Dr.  Duran  resided  in 
Bayonne  for  over  30  years. 


LOUIS  S.  FORNASIER 


Born  on  September  7,  1910,  in 
Venice,  Italy,  Louis  Saute 
Fornasier,  MD,  passed  away  on 
November  9,  1994,  at  the  age  of 
84.  Dr.  Fornasier  was  a family 
practitioner  with  offices  in 
Somers  Point  and  Philadelphia. 
He  was  graduated  from  Hahne- 
mann University,  School  of 
Medicine,  Philadelphia,  in  1935. 
Dr.  Fornasier  completed  an  in- 


ternship at  Sacred  Heart 
Hospital,  Allentown,  Pennsyl- 
vania, in  1936.  He  received  a 
New  Jersey  medical  license  in 
1955  and  a Pennsylvania  medical 
license  in  1936,  respectively.  Dr. 
Fornasier  was  a member  of  our 
Atlantic  County  component,  and 
was  affiliated  with  Shore 
Memorial  Hospital,  Somers  Point. 


LOUIS  PILLONI 


Eighty-eight-year-old  Louis 
Pilloni,  MD,  of  Lakewood,  died 
on  December  31,  1994.  Dr. 

Pilloni  was  a general  practitioner 
and  surgeon  for  50  years.  Born  on 
December  7,  1906,  in  Malden, 
Massachusetts,  Dr.  Pilloni  was 
graduated  from  Boston  University 
School  of  Medicine,  Massachu- 
setts, in  1930.  During  his  medical 
career,  Dr.  Pilloni  was  a staff 
surgeon,  at  The  Mountainside 
Hospital,  Montclair,  and  a 


member  of  the  medical  board  of 
The  Mountainside  Hospital;  he 
also  maintained  a private  practice 
in  Brick.  Dr.  Pilloni  was  affiliated 
with  Kimball  Medical  Center, 
Lakewood.  Dr.  Pilloni  was  a 
member  of  The  Academy  of 
Medicine  of  New  Jersey  and  of 
our  Essex  County  component.  He 
served  in  the  United  States  Army 
during  World  War  II.  Dr.  Pilloni 
resided  in  Providence,  Bloom- 
field, and  Lakewood. 


NORMAN  PLUMMER 


Born  on  October  24,  1900,  in 
Reno,  Nevada,  Norman  Plummer, 
MD,  passed  away  on  January  25, 
1995.  Dr.  Plummer  was  grad- 
uated from  Cornell  University 
Medical  College,  New  York,  in 
1926.  He  completed  an  internship 


at  Barnes  Hospital,  Missouri,  and 
a fellowship  at  Bellevue  Hospital, 
New  York.  During  his  career,  Dr. 
Plummer  maintained  a private 
practice  in  New  York  City;  was 
the  medical  director  at  New  York 
Telephone  Company,  New  York; 
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and  was  employed  by  the  New 
Jersey  State  Department  of 
Health,  Trenton.  Dr.  Plummer 
was  affiliated  with  New  York 
Hospital  and  Bellevue  Hospital; 
he  also  was  on  the  teaching  facul- 
ty of  Cornell  University  Medical 
School.  Dr.  Plummer  was  a 
member  of  our  Mercer  County 
component,  of  the  American 


Medical  Association,  and  of  the 
Medical  Society  of  the  County  of 
New  York;  a diplomate  of  the 
American  Board  of  Public  Health; 
and  a fellow  of  the  American  Col- 
lege of  Physicians,  of  the  Ameri- 
can Public  Health  Association, 
and  of  the  American  Heart  As- 
sociation. 


JAMES  R.  TOOMBS 


Anesthesiologist  James  Raye 
Toombs,  MD,  of  Hawthorne,  died 
on  January  19,  1995,  at  the  age 
of  71.  Born  in  1921,  Dr.  Toombs 
received  a medical  degree  from 
Long  Island  College  of  Medicine, 
New  York,  in  1948.  After  he  re- 
ceived a New  Jersey  medical 
license  in  1950,  Dr.  Toombs 
served  in  the  United  States  Air 
Force  from  1951  to  1953.  Dr. 


Toombs  was  a consultant  at  Chris- 
tian Health  Care  Center, 
Wyekoff,  and  at  Preakness 
Hospital,  Wayne;  attending  at 
Wayne  General  Hospital;  and 
president  of  the  North  Jersey 
Anesthesia  Associates.  During  his 
medical  career,  Dr.  Toombs  was 
a member  of  our  Passaic  County 
component  and  of  the  AMA. 


BERNARD  WALLACH 


WILLIAM  R.  WARD,  JR 


Ninety-year-old  Bernard  Wal- 
laeh,  MD,  of  Berkeley  Heights, 
passed  away  on  October  22,  1994. 
Dr.  Wallach  was  the  medical 
director  of  Runnells  Specialized 
Hospital,  Berkeley  Heights.  Dr. 
Wallach  was  born  on  March  3, 
1904,  in  Warsaw,  Poland,  and  was 
a 1928  graduate  of  Long  Island 
College  of  Medicine,  New  York. 
He  received  a New  Jersey 
medical  license  in  1929.  During 
his  medical  career  as  an  internist. 
Dr.  Wallach  maintained  a prac- 
tice in  Plainfield  and  was  af- 

At  the  age  of  87,  William 
Rankin  Ward,  Jr,  MD,  of 
Slingerlands,  New  York,  passed 
away  on  October  25,  1994.  Dr. 
Ward  was  a Newark  general  prac- 
titioner for  many  years.  He  was 
born  on  September  13,  1907,  in 
Newark,  and  was  awarded  a 
medical  degree  from  Cornell  Uni- 
versity Medical  College,  New 
York,  in  1934.  Dr.  Ward  received 
a New  Jersey  medical  license  in 
1937.  Dr.  Ward  completed  an  in- 
ternship at  French  Hospital,  New 
York,  and  at  The  Mountainside 
Hospital,  Montclair.  Dr.  Ward 
was  affiliated  with  Presbyterian 


filiated  with  Muhlenberg  Hos- 
pital, Plainfield.  He  was  a 
member  of  our  Union  County 
component,  of  the  American 
Medical  Association,  of  The 
Academy  of  Medicine  of  New 
Jersey,  and  of  the  New  Jersey 
Diabetes  Association;  a fellow  of 
the  American  College  of 
Cardiology  and  of  the  American 
Geriatric  Society;  and  a diplomate 
of  the  American  Board  of  Internal 
Medicine.  Dr.  Wallach  served  in 
the  United  States  Army  Medical 
Corps  during  World  War  II. 


Hospital,  Newark;  Saint  Barnabas 
Medical  Center,  Livingston;  Irv- 
ington General  Hospital;  and  Ov- 
erlook Hospital,  Summit.  During 
his  long  medical  career,  Dr.  Ward 
was  a consulting  physician  for  the 
Newark  College  of  Engineering 
and  for  the  Newark  YMCA  and 
YWCA;  was  awarded  the  MSNJ 
Golden  Merit  Award  in  1984;  was 
a member  of  the  American 
Medical  Association,  of  our  Essex 
County  component,  and  of  The 
Academy  of  Medicine  of  New 
Jersey.  Dr.  Ward  resided  in 
Chatham.  He  was  a World  War 
II  Army  Medical  Corps  veteran. 
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PHYSICIAN  HEALTHCARE  PLAN  WINS  LICENSE  . . . 

Physician  Healthcare  Plan  of  New  Jersey  (PHPNJ),  the  solely  physician-owned  health 
maintenance  organization  in  the  state  and  a national  model  of  physician  direction  in 
managed  care,  obtained  its  license  from  the  state  Insurance  Department  on  August  28. 
PHPNJ  now  is  seeking  to  extend  its  authorization  into  all  counties  of  the  state. 

In  a statement,  PHPNJ’s  chairman,  Henry  D.  Rosin,  MD,  affirmed  that  the  plan’s  “first 
priority  is  obtaining  and  providing  quality  medical  care  for  patients.” 

There  may  be  another  opportunity  for  New  Jersey  physicians  to  join  PHPNJ.  A 
registration  statement  pertaining  to  a prospectus  has  been  filed  with  the  Securities  and 
Exchange  Commission  but  has  not  yet  become  effective. 

Also,  Dr.  Rosin  has  been  appointed  by  Governor  Whitman  to  a seat  on  the  state’s 
prestigious  Health  Care  Administration  Board  (HCAB),  which  must  approve  all 
Department  of  Health  regulations  governing  hospitals  and  other  health  facilities. 


MANAGED  CARE  LEGISLATION  ADVANCED  . . . 

Senators  Bill  Bradley  of  New  Jersey  and  Nancy  Landon  Kassebaum  (R-KS),  who  chairs 
the  Senate  Labor  and  Human  Resources  Committee,  have  sponsored  a bill  to  extend 
New  Jersey’s  ban  on  early  maternity  discharges  to  all  states. 

The  drive  for  the  New  Jersey  legislation,  led  by  the  Medical  Society  of  New  Jersey 
(MSNJ),  produced  a ban  on  hospital  discharges  of  mothers  and  newborns  within  48 
hours  after  vaginal  births  and  96  hours  after  cesarean  sections.  The  drive  sensitized 
many  legislators,  state  officials,  reporters,  and  patients  to  excessive  managed  care 
practices.  After  unanimous  passage  in  both  the  Senate  and  Assembly,  the  bill  was 
publicly  signed  by  Governor  Whitman  at  Holy  Name  Hospital  in  Teaneck. 

To  support  the  federal  bill,  the  American  Medical  Association  (AMA)  produced 
testimony  in  the  Senate  by  Palma  E.  Formica,  MD,  a past-president  of  MSNJ  and  AMA 
trustee. 

In  the  meantime  MSNJ’s  major  legislative  initiative,  the  Patient  Protection  Act  (A-2928) 
sponsored  by  Assembly  Health  and  Human  Services  Committee  Chairperson  Charlotte 
Vandervalk  (R-Westwood)  and  Assemblyman  Neil  Cohen  (D-Elizabeth),  has  received 
substantial  public  support.  As  the  result  of  a direct  mail  campaign  conducted  by  MSNJ, 


- 


approximately  100  postcards  supporting  the  Patient  Protection  bill  have  been  received 
from  patients  in  each  of  New  Jersey’s  40  legislative  districts. 

Support  from  patients  is  considered  vital  to  the  bill’s  chances.  Sorted  by  district,  the 
postcard  responses  will  be  distributed  to  the  senator  and  two  assembly  representatives 
in  each  district. 

The  comprehensive  bill  would  ensure  that  enrollees  in  a health  plan  are  informed  about 
the  plan’s  limitations.  The  bill  also  would  require  explicit  criteria  for  physician  selection 
and  deselection,  as  well  as  several  other  protections. 


LEADING  EXPERTS  ON  PHYSICIAN  SUCCESS  TO  SPEAK  . . . 

In  a seminar  series  jointly  sponsored  by  The  Academy  of  Medicine  of  New  Jersey 
(AMNJ)  and  MSNJ  in  cooperation  with  the  New  Jersey  Hospital  Association/HRET, 
and  supported  in  part  by  an  unrestricted  educational  grant  from  Astra  Merck,  more  than 
12  acclaimed  state  and  national  authorities  on  physician  survival  strategies  will  conduct 
interactive  sessions  with  small  groups  of  physicians. 

Titled  “Thriving  in  a Competitive  Environment:  Strategies  for  Success,”  the  series 
consists  of  six  programs:  computerization;  demonstrating  high  quality  of  care;  finance 
and  office  management;  marketing  your  practice;  strengthening  relationships  with 
patients;  and  negotiations  and  legal  issues. 

Participants  may  enroll  in  just  one  session  or  any  combination  of  sessions.  Discounts 
in  registration  fees  are  offered  to  MSNJ  members  and  to  participants  who  enroll  in  all 
six  seminars.  For  a brochure  and  information  call  NJHA/HRET,  609/275-4149. 


HEALTH  DEPARTMENT  OFFICIAL  LEAVES  OFFICE  . . . 

Senior  Assistant  Commissioner  Paul  R.  Langevin,  Jr,  is  leaving  the  New  Jersey  State 
Department  of  Health,  where  he  has  been  in  charge  of  hospital  reimbursement, 
licensure  of  all  health  facilities,  certificates-of-need,  and--most  recently-developing 
controversial  new  regulations  governing  health  maintenance  organizations.  Mr. 
Langevin  gained  wide  respect  in  the  state’s  health  policy  community  for  his  objectivity, 
integrity,  and  analytic  ability. 
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The  sad  truth  is,  everything  you’ve  worked  for  can  all 
disappear  if  you’re  not  prepared  for  a government 
inquiry.  Which  is  why  if  you  or  your  practice  is  being 
investigated,  you  need  counsel  experienced  and 
thoroughly  knowledgeable  in  health  law.  At  Kern 
Augustine,  our  goal  is  always  to  help  you  reach  your 
goals  by  advising  you  on  managed  care,  risk  prevention, 


.ugustme ; 


business  planning,  contracting  and  today’s  growing 
maze  of  regulations.  Yet,  should  you  ever  face  career- 
threatening  litigation,  rest  assured  that  our  expertise 
can  help  you  feel  as  if  your  problems  have  disappeared. 
For  more  reassuring  ' 

details,  please  call. 
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Infant  Dosage  Recommendations 
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4 hours,  not  to  exceed  6 doses 
in  24  hours 
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There’s  one  thing 
better  than  being  your 
own  boss. 

Being  your  own 
landlord. 


Finance  Your  Commercial  Property 
With  An  SBA  Loan  from  Valley  National. 

When  you  run  your  own  business,  you  practically 
live  there.  So  you  may  as  well  own  the  space.  But 
there’s  one  little  problem.  The  size  of  the  down- 
payment. Which  is  why  you  need  a Small  Business 
Administration  (SBA)  Loan  from  Valley  National.  It's  a 
great  way  to  build  a nest  egg  for  the  future.  We  can 
provide  up  to  100%  financing.  And  you  can  take  up  to 
25  years  to  pay  it  back  in  affordable  monthly  payments. 

What  it  all  boils  down  to  is  that  for  about  what  you 
spend  on  rent,  you  can  own  your  business  space. 

And  because  Valley  National  is  a Preferred  SBA 
lender,  the  approval  process  is  amazingly  quick.  In  most 
cases,  we  can  give  initial  credit  approval  in  three 
business  days  or  less.  And  you'll  be  working  with  a 
team  of  experts  who  specialize  in  satisfying  the  needs  of 
small  businesses.  In  addition  to  real  estate,  you  can  use 
an  SBA  Loan  to  finance  working  capital  and  pay  it  back 
in  up  to  7 years.  Or  to  buy  equipment,  which  you  can 
pay  back  in  up  to  10  years.  So  call  us  about  an  SBA 
Loan.  It's  quick.  It's  affordable.  It's  smart.  And  you'll 
actually  like  your  landlord. 

1-800-SBA-6772 
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PROFESSIONAL  LIABILITY 


HEALTH  CARE  FINANCING 


Does  managed  care  save 
money?  Health  policy  analysts 
continue  to  assess  whether 
health  maintenance  organizations 
(HMOs)  and  other  managed  care 
frameworks  save  money  for 
employers  and  other  payers.  A 
summary  of  recent  evidence, 
printed  in  Medicine  <b  Health 
Perspectives,  suggests  that  man- 
aged care  may  not  be  the  great 
boon  that  its  staunchest  advocates 
say  it  is. 

In  the  weekly  publication,  John 
Erb,  a leading  analyst  with  the 
Princeton-based  firm  of  Foster 
Higgins,  is  quoted  as  calling  the 
1.1  percent  decline  in  expen- 
ditures in  1994  merely  a "one- 
time savings”  that  may  or  may  not 
persist.  This  caveat  is  especially 
important  given  the  source;  it  was 
Foster  Higgins  that  initially  de- 
tected and  touted  the  1994  expen- 
diture drop. 

Further  elaborating  on  the 
1994  findings,  Foster  Higgins  re- 
cently has  calculated  HMO  cost 
increases  at  9.7  percent  for  the 
year,  compared  with  13.1  percent 
for  the  popular  point-of-service 
(POS)  plans,  10.2  percent  for  in- 
demnity plans,  and  2.6  percent 
for  preferred  provider  organiza- 
tions. (The  POS  increase,  accord- 
ing to  some  analysts,  is  driven  by 
rich  benefit  plans  offered  to  at- 
tract new  enrollees  and  by  pa- 
tients’ willingness  to  visit  out-of- 
network providers  freely.) 

Such  calculations,  however,  are 
themselves  suspect  among  many 
health  economists.  The  distin- 
guished Brookings  Institution 
scholar  Henry  Aaron  emphasizes 
that  expenditures  are  the  product 
of  quantity  times  price,  and  that 
the  quantity  of  services  is  simply 
assumed  to  be  constant  from  one 
year  to  the  next.  This  assumption 
belies  technologic  progress, 
changing  utilization  patterns,  and 


different  workforce  deployment 
strategies. 

If,  for  example,  a certain  pa- 
tient condition  starts  to  be  treated 
routinely  with  a less  costly  drug 
or  procedure,  involving  fewer  or 
shorter  visits  to  the  doctor  or 
hospital,  and  less  personal  in- 
volvement by  the  patient’s  physi- 
cian, one  might  determine  that 
the  quantity  of  services  has  been 
reduced  with  regard  to  that  con- 
dition, not  held  constant  from  one 
year  to  the  next.  Thus,  prices 
would  be  rising  faster  than  total 
expenditures. 

To  the  extent  that  managed 
care  plans  aggressively  do  seek  to 
stem  unnecessary  expenditures, 
such  reductions  in  quantity  may 
be  occurring. 

Also  occurring,  according  to  a 
Commonwealth  Fund  study  con- 
ducted by  pollster  Louis  Harris 
and  Associates  and  reported  in 
American  Medical  News,  is  a 
decline  in  continuity  of  care 
caused  by  HMOs  that  prevent 
new  enrollees  from  continuing  to 
receive  care  from  their  estab- 
lished physician.  The  study  of 
3,000  enrollees  in  three  cities 
found  that  48  percent  were  forced 
to  find  a new  physician— a switch 
which  the  patients  tended  to  re- 
sent and  which  the  study  analysts 
found  to  be  a serious  problem. 
Conceivably,  less  continuity  of 
care  also  could  be  seen  as  a re- 
duction in  quantity. 

Quantity  reductions  are  not  the 
only  limitation  to  the  expen- 
diture-only focus.  An  increase  in 
effectiveness  of  care  of  certain 
types  of  conditions,  such  as  car- 
diac conditions,  could  reasonably 
be  interpreted  as  a higher  quanti- 
ty of  service,  meaning  that  payers 
are  obtaining  greater  value  for 
their  money.  This  point,  too,  is 
lost  in  the  fixation  on  annual 
changes  in  expenditures. 


But,  it  is  the  expenditure  com- 
parison between  HMOs  and  more 
traditional  payment  plans  that  has 
been  getting  most  of  the  attention 
lately.  According  to  Urban  In- 
stitute researchers  Marilyn  Moon 
and  Stephen  Zuckerman,  the 
former  are  not  clearly  out- 
performing the  latter.  These 
scholars  observe  that  Medicare 
expenditure  growth  rates,  which 
are  not  influenced  by  managed 
care,  now  are  about  the  same  as 
growth  rates  in  the  private  sector, 
where  managed  care  is  increas- 
ingly prevalent.  These  findings 
suggest  that  the  Republican-con- 
trolled Congress  may  not  be  able 
to  achieve  the  desired  level  of 
savings  from  a shift  in  Medicare 
toward  HMO  plans. 

And,  even  more  bad  news  for 
HMO  advocates  was  reported 
by  Perspectives  writer,  Robert 
Cunningham.  Analyst  Richard 
Sharpe  was  quoted  as  observing 
that  payers  are  becoming  more 
and  more  interested  in  purchas- 
ing services  directly  from  pro- 
viders rather  than  from  third- 
party  payers,  while  Princeton 
University  economist  Uwe  Rein- 
hardt was  cited  as  wondering  how 
much  money  HMOs  “will  burn  in 
administering  managed  care,”  a 
calculation  that  Dr.  Reinhardt 
finds  problematic  “since  none  of 
the  HMOs  have  any  data  system 
worthy  of  the  name.” 

New  Jersey  reforms  high- 
lighted. At  last  getting  some 
respect,  New  Jersey’s  1992  health 
care  reforms  were  recently 
featured  in  State  Health  Notes, 
the  weekly  report  of  the  In- 
tergovernmental Health  Policy 
Project  based  in  Washington,  DC. 
The  reforms  included  creation  of 
standardized  health  benefit  plans 
for  small  employers  and  for  in- 
dividual purchasers  of  coverage, 
and  creation  of  the  Access  plan  of 
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subsidized  coverage  for  people 
who  are  not  poor  enough  to 
qualify  for  Medicaid. 

By  the  end  of  March  1995, 
close  to  2 percent  of  the  state’s 
population  had  enrolled  in  the  in- 
dividual program,  and  43  percent 
of  these  enrollees  were  not 
previously  insured.  About  10  per- 
cent of  the  state’s  population  had 
enrolled  in  the  small  employer 
programs,  about  one-quarter  of 


whom  were  purchasing  the  stan- 
dard plans.  Mandatory  conversion 
to  the  standard  plans  is  occurring 
under  a gradual  schedule  set  by 
the  Legislature,  but  legislation  is 
pending  to  allow  more  people  to 
purchase  non-standard  plans. 

The  Access  program  had  en- 
rolled 5,700  people  by  July  14 
and  was  handling  4,000  inquiries 
per  week.  State  revenues  are 
needed  to  support  the  program. 


The  Legislature  is  expected  to 
consider  funding  alternatives  at 
the  end  of  this  year.  Currently, 
indigent  care  in  New  Jersey  is 
supported  by  an  unemployment 
insurance  payroll  tax.  The  Med- 
ical Society  of  New  Jersey 
(MSNJ)  further  backs  an  increase 
in  the  tobacco  tax  for  this 
purpose. 


MALPRACTICE  TIPS 


hospitals  in  1993  disclosed  a 12 


Preventing  drug  errors.  “Many 
physicians  continue  to  be  at  risk 
because  of  faulty  prescribing, 
monitoring,  or  refilling  practices,  ’ 
cautions  Loss  Minimizer.  The 
monthly  newsletter  stresses  the 
importance  of  updating  drug  his- 
tories, documenting  allergies  on 
the  cover  of  the  patient’s  chart, 
and  asking  about  and  document- 
ing medications  prescribed  by 
other  physicians  or  taken  over  the 
counter. 

Risky  behaviors  cited  by  the 
newsletter  include  prescribing  for 
another  doctor’s  patients,  pre- 
scribing strong  medication  before 
verifying  a medication  history, 
and  prescribing  an  unfamiliar 
medication,  as  one  unfortunate 
physician  did  for  a patient  who 
recounted  a relative’s  success 
with  a new  arthritic  medication. 
After  suffering  severe  gastroin- 
testinal problems  under  the  new 
regime,  the  patient  sued  the 
physician  for  negligent  treatment. 

Other  risky  practices  include 
permitting  unlicensed  staff  to 


prescribe  or  refill  medications, 
prescribing  a drug  because  the 
patient  says  another  physician 
previously  had  prescribed  it,  and 
failing  to  ask  the  pharmacist  to 
repeat  a prescription  order  made 
by  telephone. 

Indications,  contraindications, 
recommended  dosages,  and  side 
effects  should  be  known  to  physi- 
cians who  order  a drug. 

Finally,  documentation  remains 
centrally  important.  The  newslet- 
ter advises  physicians  to  use 
medication  control  records  sta- 
pled to  the  inside  cover  of  each 
patient’s  chart.  Also  recom- 
mended are  writing  out  the  name 
of  the  drug,  dose,  and  directions 
in  the  chart — and  doing  so 
legibly. 

Backing  up  Loss  Minimizer's 
advice.  Medical  Liability  Monitor 
has  described  a recent  study  of 
drug  errors  previously  reported  in 
The  Journal  of  the  American 
Medical  Association.  An  analysis 
of  more  than  4,000  hospital  ad- 
missions to  prestigious  Boston 


percent  risk  of  drug  errors  faced 
by  patients.  Of  the  resulting  in- 
juries, 1 percent  were  found  to  be 
fatal,  and  12  percent  were  found 
to  be  life-threatening. 

Most  of  the  errors  in  the  Bos- 
ton study  involved  ordering,  with 
dosage  errors  the  most  common. 
Many  errors  involved  a lack  of 
awareness  of  drug  interactions  or 
the  need  for  reduced  dosages  for 
elderly  patients. 

Medical  Liability  Monitor  noted 
the  authors  strong  advice  to 
physicians  to  use  computers  for 
drug-related  tasks.  This  en- 
couragement was  reinforced  by  a 
statement  by  an  executive  of  the 
American  Physicians  Insurance 
Exchange  in  Austin,  who  said  that 
managed  care  companies  are  tell- 
ing doctors  to  use  computers  or 
“find  your  patient  base  mys- 
teriously disappearing. 


MALPRACTICE  VERDICTS 


Drug  side  effect.  After  suffer- 
ing a herniated  disc,  a man  under- 
went back  surgery.  Seven  years 
later  the  man  commenced  treat- 
ment with  a family  physician  for 
lingering  back  pain  that  rendered 
him  unable  to  work  outside  the 
home.  Initially,  the  physician  pre- 
scribed four  300  mg  tablets  of 
acetaminophen  with  codeine 
daily. 

During  the  next  seven  years, 
the  dosage  was  gradually  in- 
creased to  seven  tablets  per  day. 


On  15  occasions  blood  tests  ap- 
parently revealed  elevated  liver 
enzymes.  The  patient  then  was 
hospitalized  with  jaundice. 

As  the  liver  function  failed, 
kidney  problems  occurred  along 
with  swelling  of  the  extremities. 
Internal  bleeding  led  to  bleeding 
from  numerous  orifices.  Three 
months  after  the  jaundice  epi- 
sode, the  patient,  who  had  never 
been  a heavy  drinker,  was  placed 
on  a liver  transplant  list,  but  no 
donor  appeared,  and  ten  months 


later  the  patient  expired  at  age  59. 
A malpractice  action  was  brought 
in  New  Jersey,  alleging  that  the 
physician  was  negligent  in  con- 
tinuing to  prescribe  acetamin- 
ophen. 

The  plaintiff  pointed  to  phar- 
macy records  to  show  that  the 
drug  use  was  continued  even  at 
the  time  of  the  hospitalization  for 
jaundice,  and  even  after  another 
physician  recommended  five 
months  later  that  the  medication 
be  withdrawn.  The  plaintiff 
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further  noted  that  the  patient  re- 
cord contained  no  evidence  that 
the  physician  had  discussed  the 
hazards  of  continued  acetamin- 
ophen use  with  the  patient. 

The  patient’s  ten  months  of 
awareness  of  impending  death 
also  were  emphasized  by  the 
plaintiff. 

An  expert  internist  testified  for 
the  defense  that,  because  of  the 
synergistic  effect  of  acetamin- 
ophen and  codeine,  greater 
amounts  of  narcotic  drugs  would 
have  had  to  be  used  if  the 
acetaminophen  had  been  stopped. 
The  defendant  further  maintained 
that  he  had  suspended  the 
acetaminophen  at  the  time  of  the 
hospitalization,  and  that  he  had 
discussed  the  situation  with  the 
patient,  who  had  decided  to  con- 
tinue using  the  acetaminophen. 

The  jury  found  for  the  plaintiff 
and  awarded  $1,500,000  for  pain 
and  suffering,  $500,000  for  loss  of 
consortium  during  the  13  months 
after  the  jaundice  episode,  and 
$200,000  for  wrongful  death. 

Underlying  cardiac  condition. 
A man  in  his  early  40s  visited  an 
internist  who,  as  part  of  a workup, 
administered  an  electrocardio- 
gram (EKG).  Records  of  the  visit 
were  sparse. 

Two  years  later,  while  still 
under  the  internist’s  care,  the  pa- 
tient suffered  a heart  attack. 
Claiming  that  the  internist  should 
have  referred  him  to  a cardi- 
ologist at  the  outset,  and  that  a 
cardiologist  would  have  per- 
formed an  angioplasty  that  would 
have  prevented  the  heart  attack, 
the  patient  sued  the  internist  in 


MALPRACTICE  AND  OTHER 


Physicians  claim  wrongful 
birth.  Two  international  medical 
graduates  from  Jordan  came  to 
the  United  States,  where  the  hus- 
band pursued  graduate  medical 
education  while  the  wife,  in  her 
early  30s,  cared  for  their  child  at 
home.  The  wife  became  pregnant 
again  and,  at  16  weeks  gestation, 
her  obstetrician-gynecologist  per- 
formed an  alpha-fetoprotein 
(AFP)  test.  The  score  obtained  for 


New  Jersey  for  malpractice.  The 
plaintiff  contended  that  he  initial- 
ly had  informed  the  defendant  of 
a burning  sensation  in  the  chest 
and  breathing  difficulties  for  two 
months  prior  to  the  visit.  But,  the 
defendant  denied  this  account, 
stating  that  he  had  ordered  the 
EKG  only  to  obtain  baseline  data. 

An  expert  cardiologist  testified 
for  the  plaintiff  that  the  referral 
was  indicated.  In  the  expert’s 
view,  the  computer-generated 
test  report  suggested  the  pos- 
sibility of  an  earlier  infarct. 

Testifying  for  the  defense, 
another  expert  cardiologist  de- 
nied that  the  EKG  was  con- 
firmatory of  an  earlier  attack.  In 
any  event,  argued  the  defense,  if 
the  patient  had  an  active  history 
of  heart  trouble,  then  the  patient 
himself  was  “comparatively  neg- 
ligent in  failing  to  provide  a 
more  complete  history  or  to  visit 
the  physician  earlier.  The  defense 
was  able  to  establish  that,  when 
burning  began  to  occur  two 
months  prior  to  the  visit,  the  pa- 
tient’s wife  had  unsuccessfully 
urged  him  to  visit  an  emergency 
department. 

The  defense  further  suggested 
that  a significant  portion  of  the 
heart  damage  occurred  before  the 
recent  coronary.  The  patient  had 
changed  to  light  duty  work  after- 
ward and  made  no  claim  of  lost 
income. 

The  jury  determined  that  the 
defendant  was  50  percent  negli- 
gent and  the  plaintiff  50  percent 
comparatively  negligent.  The  jury 
assessed  damages  at  $125,000. 
This  award  was  reduced  by  one- 


CASES 


the  fetus  was  98,  one  point  lower 
than  the  higher  limit  of  normal  at 
the  time. 

Because  a high  AFP  score  is 
indicative  of  spinal  difficulties, 
the  physician  referred  the  patient 
to  a radiologist  for  a sonogram. 
Using  a Level  2 sonogram,  the 
radiologist  reported  a “variant  of 
normal.’’  Due  to  the  lack  of  a 
conclusive  result,  the  obstetrician 
referred  the  patient  to  a second 


half  due  to  the  comparative 
negligence,  and  the  remainder 
was  reduced  by  40  percent  due 
to  the  pre-existing  heart  con- 
dition. The  plaintiff  was  contest- 
ing the  final  award  of  $37,500. 

Use  of  traction.  A 57-year-old 
woman  presented  with  spon- 
dylolisthesis to  an  orthopedist. 
Traction  was  ordered. 

The  patient  later  maintained 
that  she  had  an  underlying  heart 
condition,  which  put  her  at  risk 
for  stress  under  traction,  and  a 
symptom  of  radiculopathy,  which 
rendered  traction  contraindi- 
cated. She  further  related  that  she 
was  left  alone  in  traction  for  20 
minutes  by  a physical  therapist 
and  that  she  was  in  severe  pain 
throughout  this  period.  The  re- 
sult, she  maintained,  was  diffuse 
disc  pathology  that  left  her  unable 
to  ambulate  without  a four- 
pronged cane.  She  brought  a 
malpractice  action  in  New  Jersey 
against  the  physician  and  physical 
therapist. 

An  expert  orthopedist  and  an 
expert  neurosurgeon  supported 
the  defense’s  view  that  the  trac- 
tion was  indicated.  The  defense 
additionally  argued  that  hernia- 
tions appeared  only  five  years 
later  and  were  unrelated  to  the 
traction.  The  physical  therapist 
vigorously  denied  leaving  this  or 
any  patient  in  pain  during  trac- 
tion. 

The  jury’s  verdict  went  for  the 
defense. 


radiologist,  who  also  performed  a 
Level  2 sonogram  and  then  re- 
ported a normal  result.  A more 
sophisticated  Level  1 sonogram 
was  not  performed,  despite  avail- 
ability of  this  technology  at  a 
nearby  university  hospital. 

The  baby  was  born  with  severe 
spina  bifida,  rendering  him  para- 
lyzed from  the  waist  down. 
Hydrocephalus,  causing  mild 
mental  retardation,  also  occurred. 
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The  parents  brought  a wrongful 
birth  action  in  New  Jersey  against 
the  first  radiologist  for  failing  to 
recommend  Level  1 sonography 
in  the  face  of  an  inconclusive  re- 
sult, against  the  second  radi- 
ologist for  failing  to  recommend 
the  Level  1 test  after  allegedly 
learning  about  the  inconclusive 
first  test  result,  and  against  the 
obstetrician  for,  possibly,  failing 
to  inform  the  second  radiologist  of 
the  results  of  the  first  test. 

Had  they  known  the  risk  of 
spina  bifida,  contended  the 
parents,  they  would  have  ob- 
tained an  abortion.  They  sought 
damages  for  medical  expenses 
and  emotional  distress. 


The  plaintiff  demonstrated  that 
the  child  is  incontinent  and  at  risk 
for  urinary  tract  infections  and 
other  complications.  Around-the- 
clock  care  is  required,  insisted  the 
plaintiff,  which  presented  the  tes- 
timony of  a life  care  planning  ex- 
pert who  estimated  the  cost  of 
caring  for  the  child  at  $7  million 
for  monitoring,  surgery,  therapy, 
and  equipment. 

The  defense  maintained  that 
most  of  the  costs  of  care  would 
be  borne  by  Medicaid  and  that 
the  parents’  costs  would  amount 
to  about  $1  million.  But,  the 
parents  had  moved  to  Louisiana, 
where,  the  plaintiff  contended, 
Medicaid  funding  is  in  jeopardy 


MALPRACTICE  POLICY  DEVELOPMENTS 


Medical  futility  described.  A 

recent  article  in  Federation  Bull- 
etin, published  by  the  Federation 
of  State  Medical  Boards,  in- 
tensivist  Carl  I.  Schoenberger, 
MD,  summarizes  the  latest 
scholarship  on  medical  futility. 
The  concept  of  futility  has  caught 
on,  due  to  concerns  by  patients, 
bioethicists,  ^nd  health  care 
payers  about  prolonging  death. 

Tracing  the  concept  of  futility 
to  its  mythologic  source,  where 
the  49  daughters  of  Danaus  were 
condemned  to  draw  water  in 
leaky  jars  for  conspiring  to  kill 
their  husbands,  Dr.  Schoenberger 


notes  that  both  Hippocrates  and 
Asclepius  saw  medical  futility  as 
an  exception  to  the  physicians’  ob- 
ligations of  benificence  and  non- 
malificence. 

Currently,  the  author  states, 
there  are  two  main  schools  of 
thought  about  the  meaning  of 
medical  futility.  The  physiologic 
view  is  that  an  intervention  is 
futile  if  it  fails  to  achieve  a 
measurable  physiologic  effect. 
The  relativist  view  advanced  by 
Lawrence  Schneiderman  and 
other  writers  is  that  futility  must 
be  determined  clinically  on  a pa- 
tient-centered basis. 


due  to  state  and  probable  federal 
cutbacks. 

The  first  radiologist  contended 
that  the  initial  test  result  was 
normal  and  did  not  present  the 
necessity  of  a second  test.  The 
second  radiologist  denied  the  ob- 
stetrician’s and  parents’  assertion 
that  he  knew  of  the  first  test  re- 
sult. The  obstetrician’s  records 
did  not  show  that  the  history  had 
been  shared  with  the  radiologist. 

Before  the  case  came  to  trial, 
a settlement  was  reached.  The 
malpractice  carrier  for  the  first 
radioloigst  paid  $850,000  of  the 
$1.8  million  settlement,  and  the 
carrier  for  the  second  radiologist 
and  obstetrician  paid  $950,000. 


As  a middle  view,  Dr.  Scho- 
enberger offers  a definition  of 
medical  futility  developed  at  Holy 
Cross  Hospital  in  Silver  Spring, 
Maryland.  There  a committee  de- 
termined that  “[pjhysicians  are 
not  obligated  to  offer  treatment 
alternatives  that  will  be  extremely 
unlikely  to  result  in  a benefit 
which  can  be  appreciated  by  that 
patient  or  which  will  result  in  ex- 
cessive burdens  to  that  patient.” 
□ James  E.  George,  MD,  JD; 
Neil  E.  Weisfeld,  JD,  MSHyg 


John  Dorsett  “will  be  missed  in  the  industry  and  as  a friend,”  bemoaned  James 
S.  Todd,  MD,  executive  vice-president  of  the  American  Medical  Association.  Mr. 
Dorsett  passed  away  this  summer  at  age  61. 

In  1977,  Mr.  Dorsett,  an  insurance  expert,  helped  create  the  Medical  Inter- 
Insurance  Exchange  in  New  Jersey.  At  the  time.  Dr.  Todd  was  chair  of  the  MSNJ 
Board  of  Trustees,  which  developed  the  company. 
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While  most  wounds  heal  quickly,  others  won’t.  Wounds  that 
refuse  to  heal  can  be  very  frustrating,  both  for  the  patient  as 
well  as  the  physician. 

But  now  there  are  dramatic  breakthroughs  in  wound  care; 
providing  new  hope  for  persistent  wounds,  especially  those 
associated  with  diabetes,  pressure  ulcers,  venous  stasis,  and 

other  vascular 
diseases.  An 
exclusive  treatment 
program  only 
available  through 
an  integrated 
network  of  75 
Wound  Care 
Centers® 
nationwide, 
including  five 
centers  right  here  in 
New  Jersey. 

At  the  Wound 
Care  Center  you ’ll 
find  a team  of 
doctors  and  nurses  using  a unique  and  highly  effective 
approach  to  wound  care.  An  individualized  treatment 
program  may  include  aggressive  debndement,  infection 
control,  growth  factor  therapy  as  well  as  other  surgical  and 
non-surgical  treatment  options.  The  Wound  Care  Center 
approach  has  been  used  in  over  75,000  cases  nationwide. 

When  you  refer  your  patient  to  the  Wound  Care  Center, 
you  remain  an  active  member  of  your  patients  health  care 
team.  To  find  out  more,  call  the  nearest  Wound  Care  Center 
and  receive  a complete  physicians  information  package. 


19% 

Other 


Wound  outcome  for  patients  treated  at  the 
New  Jersey  Wound  Care  Centers  in  1994. 


Clara  Maass  Health  System,  Inc. 

36  Newark  Avenue 
Belleville,  New  Jersey  07109 
(201)  450-0066 

Englewood  Hospital  and  Medical  Center 

350  Engle  Street 
Englewood,  New  Jersey  07631 
(201)  894-3361 

Mercer  Medical  Center 

446  Bellevue  Avenue 
Trenton,  NJ  08607 
(609)  695-0022 

Morristown  Memorial  Hospital 

95  Mt.  Kemble  Avenue 
Morristown,  New  Jersey  07962 

(201)971-4550 

William  B.  Kessler  Memorial  Hospital 

630  South  White  Horse  Pike 
Hammonton,  NJ  08037 
(609)  561-5551 


Affiliated  with  Curative  Technologies,  Inc 
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BREAKTHROUGHS 


UKHRONK 
WOUND  CARE 
■ARE-HERE; 


► 


Time. 


Staffing, 
Hiring.  Training, 
Phone  Etiquette 
Billing, 
Patient  Flow 
Insurance, 
CPT&ICD  Coding, 
all  cake  time  to 
coordinate  effectively. 
All  critical  decisions. 
Is  your  staff  working 
up  to  expectations? 


Do  you  have  coding 
problems?  Call  one 
number  fora 
complete  turn-key 
approach,  assuring 
peak  performance 
in  your  office.  Your 
medical  practice  is  a 
business,  and  if  that 
business  does  not 
run  efficiently,  it  will 
affect  your  patient 
and  public  relations. 


Yours  is  Valuable. 

Save  It!  Reorganize! 

Mary  Ann  Hamburger 

ASSOCIATES 

The  Specialist's  Specialist 

74  Hudson  Avf.  Matifwood,  N .J.  07040 

201-763-7394 
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loiyou 
the  proper 
Malpractice  Discounts? 

10-15%  Discounts  Available 
RATES  BELOW  ARE  PRIOR 
TO  DISCOUNTS 


- 
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OCCURRENCE  PLUS— 1/3,000,000  LIMITS 
Higher  Limits  Available 

New  Drs.  75%  1st  Year  Discount 
30%— 2nd  Year 


Emerg.  Med. 

$10,394 

Radiology 

$12,150 

GP-No  Surgery 

$ 6,828 

GP— Minor  Surgery 

$ 9,102 

Neurology 

$ 8,096 

Cardioiogy-NS 

$ 8,096 

Internal  Medicine 

$ 9,102 

Gastroenterology 

$10,394 

Psychiatry 

$ 3,317 

, 

\ 
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"DOYNTON 
& BOYNTON 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 

" 

MEDICAL  HOTLINE  1-800=822-0262 
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•STRINGENT  LIMITS,  SEVEPE  PENALTIES 
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A REMEDY 
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•NEW  OUTLAYS  NOT  PEOUIPEP 
•WILE  EE  A HELP  IN  EVEPY  CASE 
• "ECPTUNE  5€C"  LEGAL  SUPPOPT 


‘Hetlreaient  1«b  oj  8 1 v Ceitue  Plan 

'General  Agreement  €n  Trade  And  Tariffs,  Enacted  11/94 
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MSNJ  NEWSLETTER 


PRIMARY  CARE  AND  MANAGED  CARE 


In  a series  of  position  papers, 
the  American  Society  of  Internal 
Medicine  (ASIM)  has  called  for 
managed  care  reforms,  including 
a greater  recognition  of  subspe- 
cialists as  primary  care  practi- 
tioners. 

In  a 1994  revision  of  an  earlier 
definition,  the  Institute  of  Med- 
icine has  defined  primary  care  as 
"the  provision  of  integrated,  ac- 
cessible health  care  services  by 
clinicians  who  are  accountable  for 
addressing  a large  majority  of 
personal  health  care  needs,  de- 
veloping a sustained  partnership 
with  patients,  and  practicing  in 
the  context  of  family  and  com- 
munity. 

Applying  data  from  the  Na- 
tional Ambulatory  Medical  Care 
Survey  and  research  supported  by 
The  Robert  Wood  Johnson  Foun- 
dation, ASIM  asserts  that  in- 
ternists, including  many  medical 
subspecialists,  “typically  spend 
more  time  with  patients,  and  see 
a greater  proportion  of  older  and 
sicker  patients  than  other  physi- 
cians who  provide  primary  care. 

Such  subspecialists,  says  ASIM, 
provide  “principal  care,”  which 
should  be  recognized  as  primary 
care  within  a managed  care  net- 
work. However,  the  proposal 
would  allow  managed  care  plans 
to  deny  primary  care  status  to 
subspecialists  who  do  not  perform 
specific  procedures,  such  as  a 
pelvic  examination  or  derma- 
tologic procedure,  which  the  plan 
lists  as  a responsibility  of  the 
primary  care  physician. 


The  ASIM  reports  also  ad- 
vocate case-mix  adjustments, 
based  on  health  status  and  prior 
year  utilization,  for  capitation 
payments  to  physicians.  ASIM  ap- 
parently is  concerned  that  in- 
ternists typically  have  sicker  pa- 
tients with  more  complex  prob- 
lems. Flat  capitation  rates  could 
create  discrimination  or  access 
problems  for  such  patients,  warns 
the  organization. 

Case-mix  risk  adjustment 
methods  described  in  ASIM  re- 
ports include  ambulatory  care 
groups  based  on  disease  burdens 
across  populations,  diagnostic 
care  groups  (DCGs)  based  on  pa- 
tients hospitalization  histories, 
payment  amounts  for  capitated 
systems  similar  to  DCGs,  use  of 
the  Rand  SF36  health  status 
questionnaire,  and  the  Robinson- 
Luft  model  (risk  values  based  on 
conditional  probability  regression 
equations).  The  four  primary 
care  reports  are  available  from 
ASIM  (202/835-2746). 

In  another  development,  re- 
searchers for  Cejka  & Company 
are  reporting  that  median  com- 
pensation for  primary  care  physi- 
cians rose  a meager  1.9  pereent 
in  1994.  If  confirmed  through 
other  studies,  this  result  would 
suggest  that  primary  care  re- 
muneration “has  plateaued,  to 
use  a term  employed  by  the  in- 
fluential Medicine  6 Health  week- 
ly newsletter.  In  that  case,  rec- 
ognition as  a primary  care  practi- 
tioner could  become  less  de- 
sirable for  some  subspecialists. 


MEDICARE  OPTIONS 


In  an  unusually  objective  re- 
port, the  conservative  Heritage 
Foundation  has  released  a sum- 
mary of  recent  proposals  for  re- 
forming Medicare  in  order  to  im- 
prove the  federal  program  s fiscal 


stability.  The  21-page  document 
includes  an  overview  of  positions 
taken  by  the  Clinton  adminis- 
tration, Brookings  Institution, 
Heritage  Foundation,  National 
Center  for  Policy  Analysis,  and 
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National  Committee  To  Preserve 
Social  Security  and  Medicare. 

Also  represented  are  the  views 
of  the  United  Seniors  Association, 
American  Hospital  Association, 
American  Medical  Association, 
Federation  of  American  Health 
Systems,  Group  Health  Associa- 


tion of  America,  and  Healthcare 
Leadership  Council. 

The  Foundation  can  be 
reached  at  telephone  202/546- 
4400.  The  August  report  is  titled 
F.Y.I.:  A Guide  to  Medicare  Re- 
form Proposals,  by  policy  analyst 
John  C.  Liu. 


ADVANCE  DIRECTIVE  AVAILABLE 


Joseph  Fennelly,  MD  ©Armstrong 
Studios  Ltd,  1995 


On  July  11,  1991,  Governor 
James  Florio  signed  into  law  the 
New  Jersey  Advance  Directives 
for  Health  Care  Act. 

On  July  18,  1995,  the  Medical 
Society  of  New  Jersey  (MSNJ)  ap- 
proved an  abbreviated  version  of 
this  advance  directive. 

Under  the  guidance  of  Joseph 
Fennelly,  MD,  chair  of  the  MSNJ 
Committee  on  Biomedical  Ethics, 
and  Paul  Armstrong,  Esquire,  the 
MSNJ  advance  directive  now  is 
available  for  all  members  and 
their  patients.  A copy  of  this  ad- 
vance directive  is  on  the  following 
pages.  For  additional  information 
contact  Barbara  Mihalik,  at  MSNJ 
headquarters,  609/896-1766. 


1995 

-1996 

MSNJ  Board  of  Trustees 

Meeting 

Schedule 

October  15,  1995 

January  21,  1996 

November  19,  1995 

February  18,  1996 

December  17,  1995 

March  17,  1996 

April  14,  1996 
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Storage  of  clinical  notes  • Accurate 

■ ' v 

patient  insurance  billing  • Timely 
payments  from  insurance  carriers 
• Electronic  check  of  patients' 
eligibility  • Managed  care  reference 
and  tracking  • Tracking  of  profitability 
for  practice  • Voice  recognition  • 

unlock  the  secret 
to  a successful 
medical  practice. 

NCS  Docuscan  • E Mail  • Patient 
Waiting  Room  status  • Medical 
Record  with  Imaging  • Multi-Resource 
Appointment  Capability  • Complete 
training  and  customer  support. 

"The  System"  by  Medix  provides 
all  this  to  help  keep  you  on  top  of 
your  practice.  Discover  it's  exciting 
possibilities,  call  1-800-331-9351. 

MEuiji 


“Few  fund  companies  can  now  match 
tho  depth  and  quality  of  T.  Rowe  Price’s 
domestic-stock  line  up.” 

Morningstai  Investor  $/« 


In  over  55  years  of  managing 
investments,  we've  tried  to  do  what's 
best  for  our  clients.  To  us  that  means 
recognizing  not  only  the  importance 
of  returns  but  also  of  risk. 

We're  pleased  that  the  results  of 
our  efforts  have  been  noted  by  others. 
In  large  measure,  the  Morningstar 
ratings  shown  reflect  the  thorough, 
fundamental  stock  analysis  that 
backs  every  equity  fund  at  T.  Rowe 
Price,  through  every  market  environ- 
ment, regardless  of  the  fund's 
objectives  or  management  style. 

To  learn  more,  call  for  a free 
report  on  any  of  our  domestic  stock 
funds  today.  As  with  any  stock  fund, 
there  will  be  price  fluctuation.  Past 
performance  cannot  guarantee  future 
results.  The  minimum  investment  is 
$2,500  per  fund  ($1,000  for  IRAs). 
100%  no  load. 


Morningstar  risk-adj  usted  performance 
ratings  for  the  period  ended  8/31/95* 

Fund 

Overall 

3 yr 

5yr 

10  yr 

Balanced 

★★★★ 

★ ★★★ 

★★★★ 

★ ★★★ 

Capital  Appreciation 

★ ★★★ 

★★★★ 

★★★★ 

- 

Equity  Income 

★★★★ 

★ ★★★ 

★★★★ 

- 

Growth  & Income 

★ ★★★ 

★★★★ 

★★★★ 

★★★ 

Growth  Stock 

★★★ 

★★★★ 

★★★ 

★★★ 

Mid-Cap  Growth 

★ ★★★★ 

★★★★★ 

- 

- 

New  America  Growth 

★ ★★★ 

★★★★ 

★★★★ 

- 

New  Era 

★★★ 

★★★ 

★ ★ 

★★★ 

New  Horizons 

★★★★ 

★★★★★ 

★★★★★ 

★★★ 

OTC 

★★★ 

★★★★★ 

★★★★ 

★ ★ 

Science  & Technology 

★ ★★★★ 

★ ★★★★ 

★ ★★★★ 

- 

Small-Cap  Value 

★ ★★★★ 

★★★★★ 

★★★★★ 

- 

Spectrum  Growth 

★★★★ 

★★★★ 

★★★★ 

- 

The  following  funds  have  performance  records 
of  less  than  3 years,  and  therefore  are  not  rated. 

Blue  Chip  Growth 

Personal  Strategy  Balanced 

Capital  Opportunity 

Personal  Strategy  Growth 

Dividend  Growth 

Value 

Call  24  hours  for  a 
free  report  and  prospectus 

1-800-541-4795 

Invest  With  Confidence 

T.RoweRice  Kkh 


*The  Morningstar  statement  is  based  on  its  proprietary  rating  system.  Morningstar  proprietary  ratings  reflect  historical  risk-adjusted  performance  as  of  8/31/95.  These  ratings 
may  change  monthly.  Ratings  are  calculated  from  the  funds'  5-,  5-,  and  10-year  average  annual  returns  in  excess  of  90-day  Treasury  bill  returns  with  appropriate  fee  adjustments 
and  a risk  factor  that  reflects  fund  performance  below  90-day  Treasury  bill  returns.  Funds  with  performance  records  of  less  than  3 years  have  not  been  assigned  a star  rating.  1,260,  p 
917,  and  477  equity  funds  were  rated  for  the  3-,  5-,  and  10-year  periods  ended  8/31/95,  respectively.  Ten  percent  of  the  funds  in  an  investment  category  receive  5 stars,  the  next  22.5%  | 
receive  4,  the  next  35%  receive  3,  and  the  next  22.5%  receive  2.  Investment  return  and  principal  value  will  vary  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  1 
purchase.  Request  a prospectus  with  more  complete  information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money,  j 
T.  Rowe  Price  Investment  Services,  Inc.,  Distributor.  DEQ027777  | 
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ADVANCE  DIRECTIVE 
FOR  HEALTH  CARE 


INSTRUCTION  DIRECTIVE 

An  Instruction  Directive  for  health  care,  sometimes  called  a Living  Will,  is  a written  document, 
signed  by  you,  in  which  you  decide  the  kind  of  care  you  would  want,  if  for  any  reason  you 
are  unable  to  make  health  care  decisions  for  yourself. 

You  do  not  need  to  have  a Living  Will,  but  having  one  will  avoid  many  problems.  It  will  let 
your  physician,  family,  and  friends  know  ahead  of  time  what  kind  of  decisions  should  be  made 
for  you  if  you  become  disabled,  physically  or  mentally,  and  are  unable  to  decide  for  yourself. 
You  will  receive  appropriate  medical  care  whether  or  not  you  have  an  Advance  Directive. 


PROXY  DIRECTIVE- 

DURABLE  POWER  OF  ATTORNEY  FOR  HEALTH  CARE 

In  addition  to  your  Instruction  Directive,  we  encourage  you  to  fill  out  a Proxy  Directive  in 
which  you  designate  a health  care  representative,  for  example,  a family  member,  friend,  or 
other  person,  who  understands  your  feelings  and  is  willing  to  make  decisions  for  you  about 
accepting,  refusing,  or  withdrawing  treatment  if  you  become  unable  to  do  so  for  yourself. 


★ ★ ★ 


This  four-page  document  includes  a list  of  definitions  and  the  above  two  types  of  Advance 
Directives  (together  called  a Combined  Directive).  Some  people  choose  to  fill  out  only  one 
of  these  forms.  We  recommend  that  you  fill  out  both. 

Before  filling  out  these  forms,  you  are  encouraged  to  speak  with  your  doctor,  family,  health 
care  representative,  or  others  who  may  become  responsible  for  following  your  wishes.  Once 
you  sign  and  date  these  forms  and  have  them  witnessed  by  two  individuals,  your  requests 
must  be  followed  by  anyone  involved  in  your  care,  but  only  at  a time  when  you  are  not  capable 
of  making  decisions  for  yourself. 

After  you  fill  out  your  Advance  Directive,  we  recommend  that  you  keep  the  original  and  give 
copies  to  your  appointed  health  care  representative,  your  physician,  and  any  other  family 
member,  close  friend,  or  advisor  who  is  interested  in  your  health  and  well-being. 

Written  and  approved  by  the  Medical  Society  of  New  Jersey,  7/95. 
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TERMS  YOU  SHOULD  UNDERSTAND 


A.  Life-Sustaining  Treatment 

1.  Cardiopulmonary  Resuscitation  (CPR).  CPR  describes  procedures  that  are  done  to 
restart  the  heart  when  it  stops  beating  (“cardiac  arrest”),  and/or  to  provide  artificial 
respiration  when  breathing  stops  (“respiratory  arrest”).  CPR  can  involve  manual 
pressure  to  the  chest  and  mouth-to-mouth  breathing  or  pumping  of  air  into  the  lungs 
using  a rubber  bag.  In  some  instances,  a tube  may  be  inserted  into  the  windpipe 
(“intubation”)  for  mechanical  ventilation. 

2.  Mechanical  Ventilation  or  Respiration.  A machine  called  a respirator  or  ventilator  can 
take  over  breathing  if  the  lungs  cannot  adequately  breathe.  It  provides  oxygen  through 
a tube  inserted  into  the  windpipe. 

3.  Surgery.  A surgical  procedure  involves  cutting  into  the  body  to  treat  a problem. 

4.  Chemotherapy.  Chemotherapy  is  drug  treatment  for  cancer.  It  is  used  to  cure  cancer 
or  reduce  the  discomfort  of  cancer  even  if  it  does  not  cure  it. 

5.  Radiation  Therapy  (RT).  RT  involves  the  use  of  high  levels  of  radiation  to  shrink  or 
destroy  a tumor. 

6.  Dialysis.  Dialysis  requires  the  use  of  a machine  that  cleanses  the  blood  when  the 
kidneys  cannot  function  adequately.  This  can  be  done  through  tubes  placed  into  blood 
vessels  (hemodialysis)  or  through  tubes  into  the  abdomen  (peritoneal  dialysis). 

7.  Transfusion.  The  term  transfusion  refers  to  the  giving  of  any  type  of  blood  product 
into  a vein  intravenously. 

8.  Artificially  Provided  Nutrition  and  Fluids.  This  group  of  terms  refers  to  feeding  patients 
who  are  unable  to  swallow  food  and  fluid.  This  can  be  done  through  a tube  into  a 
vein  or  into  the  stomach.  The  feeding  tube  to  the  stomach  can  be  placed  through 
the  nose  (nasogastric  tube)  or  through  the  abdomen  (gastrostomy  tube). 

9.  Antibiotics.  Antibiotics  are  medications  used  to  fight  infections.  They  can  be  adminis- 
tered by  mouth,  by  vein,  by  injection  into  a muscle,  or  through  a feeding  tube. 


B.  Comfort  and  Supportive  Care  (Palliative  Care) 

Comfort  care  is  any  kind  of  treatment  that  increases  a person’s  physical  or  emotional 
comfort.  Comfort  care  includes  adequate  pain  control.  It  may  also  include  oxygen,  food 
and  fluids  by  mouth,  moistening  of  the  lips,  cleaning,  turning,  touching  a person,  or  simply 
sitting  with  someone  who  is  bedridden. 


C.  Medical  Conditions 

1.  Terminal  Condition.  The  end  stage  of  an  irreversibly  fatal  illness,  disease,  or  condition. 

2.  Permanent  Unconsciousness.  A medical  condition  that  is  total  and  irreversible  in  which 
a person  cannot  interact  with  his/her  surroundings  or  with  others  in  any  way  and  in 
which  a person  does  not  experience  pleasure  or  pain. 

Written  and  approved  by  the  Medical  Society  of  New  Jersey,  7/95. 
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INSTRUCTION  DIRECTIVE 

(Living  Will) 


To  My  Family,  Doctors,  and  All  Those  Concerned  with  My  Care: 

I, being  of  sound  mind,  make  this  statement  as  a directive  to  be 

followed  if  for  any  reason  I become  unable  to  participate  in  decisions  regarding  my  medical  care.  (Initial 

any  that  apply.) 

A 1 . I direct  that  life-sustaining  procedures  be  withheld  or  withdrawn  a)  if  I become  permanently 

unconscious,  b)  if  I have  a terminal  illness,  c)  if  I experience  extreme  mental  deterioration, 
or  d)  if  I have  another  type  of  irreversible  illness.  The  above  conditions  shall  have  no 
reasonable  expectation  of  recovery  or  chance  of  regaining  a meaningful  quality  of  life.  These 
medical  conditions  shall  be  determined  by  my  attending  physician  and  at  least  one  additional 
physician.  I understand  that  I will  be  kept  comfortable. 

OR 

2.  I direct  that  all  medically  appropriate  measures  be  provided  to  sustain  my  life,  regardless 

of  my  physical  or  mental  condition. 

B.  This  section  asks  you  to  think  about  the  values  that  are  important  to  you  regarding  treatment 
in  case  of  severe  mental  or  physical  illness. 

1.  I do  not  wish  my  life  to  be  prolonged  by  medical  treatment(s)  if  my  quality  of  life 

is  unacceptable  to  me.  The  following  are  conditions  that  are  unacceptable  to  me. 
(Initial  only  those  that  describe  a way  of  living  that  you  could  not  tolerate:) 

a)  Permanently  unconscious  with  a ventilator  breathing  for  me. 

b)  Permanently  unconscious  with  a feeding  tube  and/or  intravenous  (IV)  hydration. 

c)  On  a ventilator  when  there  is  little  or  no  chance  of  recovery. 

d)  Being  conscious  (awake),  but  unable  to  communicate  (for  example,  with  a stroke), 

and  being  fed  with  a feeding  tube  and/or  hydrated  with  IVs  to  keep  me  alive. 

e)  Living  with  a dementia  like  Alzheimer’s  disease  so  severe  that  I am  unable  to 

recognize  those  who  love  me. 

OR 

2.  I want  to  live  as  long  as  possible,  regardless  of  the  quality  of  life  that  I experience. 

C.  If  you  choose  A.1 .,  above,  the  life-sustaining  procedures  that  would  be  withheld  or  withdrawn 
include  but  are  not  limited  to:  CPR,  mechanical  ventilation,  surgery,  chemotherapy,  radiation, 
dialysis,  transfusion,  and  antibiotics.  Initial  the  following  if  it  applies  to  you  (see  “Terms  You 
Should  Understand”): 

In  the  circumstances  described  in  A.I.,  above,  I also  direct  that  artificially  provided 

nutrition  and  fluids  be  withheld  and  withdrawn  and  that  I be  allowed  to  die. 

D.  Upon  my  death,  I am  willing  to  donate  any  parts  of  my  body  that  may  be  beneficial 

to  others. 

Additional  Comments  or  Exceptions: 


These  directions  express  my  legal  right  to  request  or  refuse  treatment.  Therefore,  I expect  my  family, 
doctor,  and  all  those  concerned  with  my  care  to  regard  themselves  as  legally  and  morally  bound  to 
act  in  accord  with  my  wishes. 

Signed Date 

Witnesses  (cannot  be  health  care  representative  or  alternative  representative  if  any  are  named  on  the 
other  side  of  this  page). 

I declare  that  the  person  who  signed  this  document,  or  asked  another  to  sign  this  document  on  his/ 
her  behalf,  did  so  in  my  presence  and  that  he/she  appears  to  be  of  sound  mind  and  free  of  duress 
or  undue  influence. 

Witness Date 

Witness Date 

Reminder:  Give  a copy  of  this  document  to  your  doctor,  health  care  representative,  and  other 
concerned  individuals. 

Written  and  approved  by  the  Medical  Society  of  New  Jersey,  7/95. 


VOL  92-NUMBER  10  OCTOBER  1995 


637 


DURABLE  POWER  OF  ATTORNEY  FOR  HEALTH  CARE 

(Proxy  Directive) 


If  you  wish,  you  may  use  this  section  to  designate  someone  to  make  treatment  decisions  if  you  are 
unable  to  do  so.  Your  Living  Will  declaration  will  be  in  effect  even  if  you  have  not  designated  a proxy. 

I, , designate  the  following  person  as  my  health  care  representative  to  make 

any  and  all  health  care  decisions  for  me  acting  in  my  best  interest,  in  the  event  that  I become  incapable 
of  making  decisions  for  myself. 

Name Relationship  

Street __ 

City State Telephone 

If  the  person  I have  named  above  is  unable  to  act  as  my  health  care  representative,  I hereby  designate 
the  following  person(s)  to  do  so: 


1.  Name 

Relationship 

Street 

City 

State 

Z'P 

Telephone 

2.  Name Relationship 


City 

State 

Zip 

Telephone 

SPECIFIC  DIRECTIONS:  Please  initial  the  statement  below  that  best  expresses  your  wishes. 

My  health  care  representative  is  authorized  to  direct  that  artificially  provided  fluids  and  nutrition, 
such  as  by  feeding  tube  or  IV  infusion,  be  withheld  or  withdrawn. 

My  health  care  representative  does  not  have  this  authority,  and  I direct  that  artificially  provided 
fluids  and  nutrition  be  provided  to  preserve  my  life,  to  the  extent  medically  appropriate. 

Signed Date 

Witnesses  (cannot  be  health  care  representative  or  alternative  representative  listed  above). 

I declare  that  the  person  who  signed  this  document  or  asked  another  to  sign  this  document  on  his/ 
her  behalf,  did  so  in  my  presence  and  that  he/she  appears  to  be  of  sound  mind  and  free  of  duress 
or  undue  influence. 

Witness Date 

Witness Date  

*Reminder:  Give  a copy  of  this  document  to  your  doctor,  health  care  representative,  and  other 
concerned  individuals. 

Written  and  approved  by  the  Medical  Society  of  New  Jersey,  7/95. 
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iChecklist:  Questions  to  Ask  Yourselfl 


I.  Thinking  about  Your  Health  Care  Wishes 

A.  Why  am  I writing  an  advance  directive? 

B.  What  are  my  treatment  wishes 

1.  In  situations  near  the  end  of  life? 

2.  In  situations  of  serious  injury  or  illness? 


II.  Talking  with  Others 

A.  Physicians  and  other  health  care  professionals 

1.  Do  I understand  the  medical  terminology? 

2.  Do  they  understand  my  wishes? 

B.  My  friends,  family,  and  others 

1.  Have  I directly  and  thoroughly  discussed  my  wishes  with  them? 

2.  Do  they  understand  my  wishes? 

III.  Selecting  a Health  Care  Representative 

A.  Am  I confident  that  my  designated  representative  understands  my  personal  values  and  health  care 
wishes? 

B.  Does  my  health  care  representative  understand  his  or  her  responsibilities? 

C.  Has  he  or  she  clearly  agreed  to  serve  as  my  representative  and  to  communicate  my  wishes  to 
my  doctor  and  others  concerned  with  my  care? 

D.  Have  I selected  an  alternative  health  care  representative? 


IV.  My  Instructions.  Have  I clearly  stated  my  instructions  and  included  other  relevant  information  about  my  treatment 
wishes  regarding: 

A.  The  provision,  withholding  or  withdrawal  of  specific  treatments? 

B.  Artificially  provided  fluids  and  nutrition? 

C.  The  medical  conditions  in  which  I want  my  wishes  implemented? 

D.  Special  considerations  I may  have  concerning  my  care  and  treatment? 

V.  Witnesses.  Have  I had  my  directive  properly  witnessed? 

VI.  Distribution  of  My  Advance  Directive.  Have  I given  a copy  of  my  directive  to  those  who  should  have  one,  such 
as: 

A.  My  health  care  representative? 

B.  My  physician  or  other  health  care  provider? 

C.  The  hospital  or  nursing  home  which  I am  about  to  enter? 

D.  Family  members,  friends,  alternate  representatives,  and  religious  advisor? 

VII.  Periodic  Review.  Have  I made  a note  to  review  my  directive  on  a regular  basis  in  the  future? 

VIII.  Wallet  Card.  Have  I completed  the  wallet  size  card  located  below  that  tells  others  I have  an  advance  directive 
and  who  to  contact  for  further  information? 


I HAVE  AN  ADVANCE  DIRECTIVE  FOR  HEALTH  CARE 

Name: 


Address: 
City: 


State: 


For  information  please  contact  as  soon  as  possible: 

Name: Tel.  #:  


Address: 
City: 


State: 


OR 


Name: 


Tel.  #: 


Address: . 
City: 


State: 


"l ' - ' 

| ORGAN  DONOR  CARD 

| In  the  hope  that  I may  help  others,  I hereby  make  this  anatomical 
| gift,  to  take  effect  upon  my  death.  The  words  and  marks  below 
I indicate  my  desires. 

I I give:  Any  needed  organs  or  parts 

1 or:  Only  the  following  organs  or  parts. 


S For  the  purposes  of  transplantation,  therapy,  medical  research  or  education. 

® Signed  by  the  donor  and  the  following  two  witnesses  in 
1 the  presence  of  each  other. 


i 


Signature  of  donor. 

Date  Signed  

Witness 


Date  of  birth 
of  donor  


City  & State 
Witness 


This  is  a legal  document  under  the  Uniform  Anatomical  Gift  Act. 


VOL.  92-NUMBER  10  OCTOBER  1995 


639 


We  know  that 
practicing  medicine 
is  your  primary  concern. 


The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 


Practice  Assessments  • Billing  & Collection  • 
MIS  Systems  • Group  Practice  Formation  • 
Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 
Accounts  Receivable  and 
Information  Management  Company  of  the 


HEALTHCARE  MANAGEMENT  PARTNERS 


Medical  Society  of  New  Jersey 


NJ 


PARTNERS  IN  PROFIT 


200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 


BOOK 


REVIEWS 


MEMOIRS  OF  A FRONTIER  WOMAN  DOCTOR 


Seattle , WA,  Storm  Peak  Press. 
1994.  It  has  never  been  easy  be- 
coming a physician.  In  our 
modern  era,  despite  the  vast 
amount  of  medical  information  to 
be  learned,  there  is  comfort  in  the 
knowledge  that  an  answer  exists 
for  most  of  our  questions.  Im- 
agine becoming  a physician  a cen- 
tury ago  and  practicing  without 
many  of  the  methods  that  give 
physicians  so  much  confidence 
today. 

As  Long  As  Life,  The  Memoirs 
of  a Frontier  Woman  Doctor  is  the 
autobiography  of  Mary  Canaga 
Rowland,  MD.  One  hundred 
years  ago,  frontier  doctors  had  to 
do  it  all  and  get  there  by 


horseback.  Tonsillectomies  were 
done  in  the  kitchen  and  babies 
were  born  anywhere. 

This  book  is  not  the  type  of 
autobiography  filled  with  revela- 
tions and  complaints  for  the 
medical  menfolk  who  may  have 
made  Dr.  Rowland’s  life  difficult 
in  the  pursuit  of  her  goals.  Rather, 
it  is  a gentle  reminiscence  of 
medical  life  in  a time  of  great 
change.  There  was  a single  quota- 
tion in  the  book  that  summed  up 
her  competence  and  persever- 
ance. “I  could  make  a living  any- 
where, she  said,  which  is  more 
than  most  of  11s  can  say  today.  O 
Richard  Wein,  MD 


DEATH  AND  DELIVERANCE 
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Michael  Burleigh.  New  York , 
NY,  Cambridge  University  Press, 
1994.  This  year  is  the  50th  an- 
niversary of  the  end  of  World 
War  II.  Newspapers  and  televi- 
sions are  filled  with  pictures  of 
aging  soldiers,  their  chests  laden 
with  medals,  trying  to  straighten 
their  now  bent  backs  for  one  last 
salute.  Our  vision  of  war  is  one 
where  soldier  fights  soldier.  He  is 
a friend  and  an  enemy.  We  coidd 
not  imagine  that  the  battlefield 
included  doctors  against  patients. 

It  was  not  until  the  Nuremberg 
Trials  that  the  world  discovered 
how  well  physicians  did  their 
duty  for  the  Reich.  Physician  in- 
volvement in  the  care  of  "life  un- 
worthy of  life  began  decades 
before  the  war.  Death  and  De- 
liverance, Euthanasia  in  Germany 
1900-1945,  by  Michael  Burleigh, 
is  a study  of  the  euthanasia  move- 
ment in  Germany  from  1900  to 
1945.  He  chronicles  this  move- 
ment from  its  beginning  to  the 
post-war  gallows. 

And,  how  simply  it  all  started. 
It  just  cost  too  much  to  take  care 
of  the  hopelessly  ill  and  the  men- 


tally disturbed.  Germany  was 
likened  to  a boat  that  was  sinking 
from  compassion.  Certain  pa- 
tients, especially  those  with  men- 
tal illnesses,  were  characterized 
as  having  “ballast  existences. 
You  do  not  have  to  be  a sailor  to 
know  the  fate  of  this  ballast. 
Death  with  dignity  was  not  a new 
phrase  and  it  became  more 
powerful  when  it  was  linked  with 
honor  and  duty  for  one’s  country. 

It  was  clear  that  the  philo- 
sophical rationale  for  this  move- 
ment grew  out  of  a perceived 
economic  necessity.  Euthanasia 
and  sterilization  programs  be- 
came the  ultimate  managed  care 
scheme.  Though  not  the  intention 
of  the  author,  this  book  shows 
how  similar  the  motivations  were 
then  and  the  direction  in  which 
medicine  is  going  today. 

“One  may  hang  a copy  of  the 
oath  of  Hippocrates  in  one’s  office 
but  nobody  pays  any  attention  to 
it,  said  Dr.  Karl  Brandt  at  his 
Nuremberg  Trial.  Dr.  Brandt  was 
sentenced  to  death  for  his  inatten- 
tion. There  is  a lesson  here.  □ 
Richard  Wein,  MD 
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COMPREHENSIVE  RESPIRATORY  CARE 


David  Dantzker,  MD;  Neil 
MacIntyre,  MD , Eric  Bakow. 
Philadelphia , PA,  W.B.  Saunders, 
1995.  This  is  a new  hook  covering 
techniques  of  respiratory  care  in 
the  management  and  treatment  of 
lung  disease.  The  text  has  1,273 
pages,  comprised  of  62  chapters 
with  five  section  headings:  fun- 
damental anatomy;  physiology 
and  pathophysiological  concepts; 
diagnostic  and  therapeutic  tech- 
niques; clinical  entities;  and 
management,  sociopolitical,  and 
research  principles.  The  page 
format,  with  large  margins  for 
summaries,  and  a 33-page  index 
facilitate  its  use;  however,  the 
value  of  each  contribution  of  a 
multiauthored  text  with  74  con- 
tributors is  variable. 

It  is  unfortunate  that  the 
editors  did  not  create  a uniform 
style  to  include  references,  which 
significantly  decreases  the  value 
of  those  chapters  that  include 
only  suggested  readings. 

The  chapter  on  pneumonia  is  a 
particularly  good  example  of 
statements  derived  from  nonref- 
ereneed,  imperfect  data.  More- 
over, many  comments  are  dated, 
such  as  “Pneumocystis  carinii 
pneumonia  (PCP)  is  by  far  the 
most  common  infection  diagnosed 
in  HIV-positive  patients  with 


community  acquired  pneumonia.” 
Bacterial  pneumonia,  specifically  j 
S.  pneumonia,  now  is  accepted  as 
the  most  common  infection.  The 
diminished  incidence  of  PCP  is 
related  to  recurrent  bacterial 
pneumonia  now  being  recognized 
as  an  AIDs-defining  surveillance 
diagnosis,  and  the  increased  use 
of  antiretroviral  therapies  delay- 
ing more  severe  states  of  immune 
compromise,  PCP  prophylaxis, 
and  the  epidemiologic  shift  of 
HIV  infections  from  homosexual 
men  to  drug  users  and  their 
partners. 

The  book  is  most  successful  in 
the  chapters  that  describe  topics 
in  basic  physiological  concepts, 
e.g.  gas  exchange  or  mechanical 
ventilation. 

The  editors’  goal  is  to  serve  the 
needs  of  practitioners  from  many 
specialties;  however,  its  failure  to 
take  a more  rigorous  critical  ap- 
proach to  clinical  issues  is  disap- 
pointing and,  therefore,  the  book 
is  of  limited  value  for  pulmonolo- 
gists. However,  the  book  can  be 
recommended  for  respiratory 
therapists  and  generalists  includ- 
ing nurses,  physicians  assistants, 
and  students.  Its  price  is  so 
reasonable  it  is  tempting  to  rec- 
ommend it  for  all,  but  I cannot. 
□ Monroe  S.  Karetzky,  MD 


RITUALS  OF  SURGERY 


Richard  Selzer,  MD.  New  York, 
NY,  William  Morrow  Publishers, 
1987.  Rituals  of  Surgery  is  au- 
thored by  Richard  Selzer,  MD,  a 
professor  of  surgery  at  Yale 
Medical  School,  and  one  of  the 
few  doctors  who  write  of  the 
medical  experience.  His  name  is 
spoken  in  the  same  breath  as  Drs. 
Arthur  Conan  Doyle,  Anton 
Chekhov,  and  William  Carlos 
Williams. 

Rituals  of  Surgery  is  a collec- 
tion of  short  stories.  Despite  the 
title,  not  all  of  the  stories  are 
medically  oriented.  “The  Consul- 
tation” is  a story  about  a liaison 
between  a surgeon  and  a prosti- 
tute. During  their  lovemaking,  he 


feels  a suspicious  breast  mass. 
You  will  have  to  read  the  story  to 
find  out  if  he  coded  his  discovery 
as  a housecall.  Though  stories  like 
this  are  clever  and  well-written, 
I feel  there  is  more  effort  devoted 
to  entertainment  than  to  insight. 
As  a physician  and  surgeon,  my 
expectation  was  to  read  about 
how  other  physicians  think  and 
act  on  the  stage  of  medicine. 

I carefully  read  each  story  hop- 
ing to  find  not  only  a physician 
who  writes  well  but  also  one  who 
reveals  that  ritual  we  call  surgery. 
It  was  not  to  be.  This  was  my  first 
encounter  with  Dr.  Selzer  but  it 
will  not  be  my  last.  □ Richard 
Wein,  MD 
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Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 

For  more  information,  please  contact 

Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  and  Dover  • Delaware 
New  York  • New  York 


Once  in  a great  while,  something  comes 
along  that  is  so  impressive,  you  just 
can’t  wait  to  let  others  know  about  it. 

NAP  (National  Association  for  physicians) 

New  Jersey  is  one  of  only  1 7 states  in  the  whole 
country  that  allows  its  doctors  to  benefit  from  certain 
key  deep  discounted  plans  offered  through  NAP. 

There  is  finally  some  very  good  news  for  doctors,  and  it 
should  be  shared  with  you  immediately.  As  you  know, 
medical  professionals  have  been  hit  very  hard  with  higher 
insurance  premiums  in  regard  to  protecting  themselves. 

The  disability  insurance  industry  has  made  major  changes 
within  the  last  year.  Rates  have  gone  up,  the  unisex  class 
has  been  eliminated  by  most  major  companies  (women 
pay  10%-45%  more),  and  certain  occupations  are  rated. 

One  Occupational  Class  That  Has  Suffered, 
Probably  The  Most,  Has  Been  Physicians. 

-Across  the  board,  in  most  fields,  in  all  states  and  by  the 
majority  of  insurers.  So,  what  can  the  medical  profession 
do  about  these  rate  increases?  Turn  to  the  NAP  plans. 
NAP,  the  National  Association  for  Physicians,  offers  a 
valuable  portfolio  of  unique  benefits  that  can  not  be 
purchased  independently.  One  of  its  flagship  programs  is 
an  exceptional  disability  income  plan.  This  plan  provides 
the  same  key  features  that  other  companies  offer  at  about 
half  the  cost.  Features  include  but  are  not  limited  to: 

Your  “Specialty"  definition  of  disability,  Choice  of  benefit 
period,  Residual  benefits  and  Renewal  guarantee. 

“ The  NAP  plan  is  outstanding!  I compared  it  to  all  the 
major  disability  plans  that  are  offered  in  New  Jersey  and 
it  won  hands  down.  I was  able  to  structure  a plan  with 
optima!  soundness  based  on  my  exact  needs  at  half  the 
cost.  I figured  out  that  over  the  next  5 years,  I will  save 
approximately  $8,000.”  Rodolfo  A.  Munera  MD 

To  be  eligible,  you  just  need  to  practice  in  the  state  of 
New  Jersey  and  become  a member  of  NAP  at  only  $35  a 
year.  From  here,  you  are  on  your  way  to  large  discounts 
(up  to  50%)  on  your  disability  insurance,  business 
overhead  insurance  and  other  fine  sponsored  plans.  Now, 
you  might  be  asking  yourself,  “why  haven't  I heard  about 
NAP  before?”  Well,  you  can  only  get  the  plans  from  a 
qualified  financial  consultant  that  represents  NAP.  Also, 
there  are  very  few  professionals  that  even  know  about 
NAP  or  have  a vested  interest  to  tell  you,  because  the 
commission  pay  out  from  the  traditional  companies  are 
300%  more  compared  to  the  NAP  plans. 

NAP  give  the  doctors  of  New  Jersey  w hat  they  want- 
a solid  plan  at  a discounted  rate.  Additionally,  the  plan  is 
underwritten  by  one  of  the  strongest  insurance  companies 
in  the  country'.  To  find  out  more  about  the  NAP  plans, 
you  can  contact  Kenneth  Danseglio  at  1-800-638-9989. 
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IMAGINE  . . . 

Consumer  Protection 

Being  rid  of  the  claims  nightmare. 
We  can  make  that  dream  a reality: 

in  Managed  Care 

• Lower  expenses  & save  money. 

• Reduce  paperwork. 

a Symposium  Sponsored  by  the 

• Increase  productivity. 

Seton  Hall  Health  Law  & Policy  Program 

• Improve  cash  flow. 

® Get  insurance  payments  faster! 

November  17,  1995 

Experience  the  difference  . . . 

Seton  Hall  University  School  of  Law 

8:30  a.m.-4:15  p.m. 

JP  BUSINESS  GROUP,  INC. 

A MEDICAL  BILLING  SERVICE  FOR  THE 

HEALTHCARE  PROFESSIONAL 

For  more  information  contact  the 

908-269-0842  • 800-599-7590 

HeLPP  Office  at  (201)  642-8871 

We  have  a very 
selfish  reason  for  keeping 
your  practice  healthy: 


Because  our  roots  are  here,  in  the  com- 
munities we  serve,  we  have  a stake  in 
seeing  your  medical  or  dental  practice 
succeed  and  grow. 

Whether  you're  just  beginning  your 
career,  looking  to  expand  an  already  suc- 
cessful practice,  or  acquiring  an  existing 
practice,  our  local  perspective  and  highly 
competitive  rates  and  terms  can  help  you 


reach  your  goals  quickly  and  cost-effectively. 
And  because  your  loan  will  be  approved 
locally,  your  request  won't  have  to  go 
through  several  layers  of  management  to 
get  the  attention  it  deserves. 

To  discuss  your  needs,  call  our 
experienced  medical  & dental  lending 
specialist,  Letitia  "Tish"  Baum  at 
(609)291-2895. 


MEDICAL  & DENTAL  LOANS 


■ Equipment  Loans 

■ Lines  of  Credit 

■ Expansion,  Construction, 
and  Acquisition 

■ Income  Tax  Loans 


■ Professional  Liability 
Premiums 

■ Practice  Acquisition 

■ Start-up  Financing 

■ Personal  Loans 


(=3 


Bank  of 

Mid-Jersey 

Equal  Housing  Lender  • Member  FD1C  • Equal  Opportunity  Lender 


0 
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EDITOR’S  DESK 


HOW  TO  SUCCEED  IN  BUSINESS 


When  President  Clinton  an- 
nounced on  August  10,  1995,  the 
elements  of  his  proposed  war 
against  teenage  smoking,  it  was 
tempting  to  build  an  editorial 
around  it.  However,  that  evening, 
while  surfing  on  America  Online, 
a news  item  from  Reuter  caught 
my  attention:  “London,  Aug.  9 
(Reuter) — A British  life  assurance 
company  is  offering  smokers  bet- 
ter pension  rates — because  they 
are  likely  to  die  sooner. 

The  article  continues,  “To 
qualify,  applicants  have  to  sign  a 
declaration  saying  they  have 
smoked  an  average  of  ten 
cigarettes  a day  for  the  last  ten 
years,  although  they  do  not  have 
to  keep  smoking.’’  The  annuity, 
which  pays  for  life,  gives  benefits 
considerably  higher  than  do  stan- 
dard policies  from  other  com- 
panies. The  marketing  director  of 
the  British  insurer  also  revealed 
potential  expansion  of  the  con- 
cept, to  include  such  excellent  ac- 
tuarial risks  as  obese  individuals 
with  high  cholesterol  levels.  In 
today  s crass  world,  a similar  step 
by  American  health  care  delivery 
groups  might  be  to  suggest  dis- 
counted policies  for  the  elderly 
who  promise  to  forego  antibiotics. 
If  they  also  could  force  the  clos- 
ing of  neonatal  nurseries,  they 
could  produce  economies  at  both 
ends. 

The  distressful  logic  of  the  in- 
surer noted  above  also  reminded 
me  of  a news  item  in  The  Wall 
Street  Journal  of  July  10,  1995, 
“Prepaid  Tuition  Plans  Draw  Pa- 
tent-Infringement Suit.’  It  seems 
the  College  Savings  Bank  of 
Princeton,  New  Jersey,  owns  a 
patent  on  a method  of  investing 
that  helps  to  predict  and  pay  for 
increasing  costs  of  tuition.  In  the 
past  eight  years  several  states 
have  adopted  similar  programs  as 


an  aid  to  their  students.  Now 
Florida  finds  itself  as  a defendant 
in  federal  court  in  our  state.  Col- 
lege Savings  Bank  seeks  fees, 
damages,  and  other  retribution 
for  the  audacity  of  Florida  in  at- 
tempting to  be  a good  big  brother. 
Seven  other  states  offer  similar 
programs;  an  eighth  state  was  due 
to  start  in  September  1995. 
Although  state  plans  have  re- 
ceived favorable  tax  rulings  from 
a federal  appellate  court,  and 
some  law  professors  feel  the  suit 
is  without  merit,  patents  have 
been  granted  repeatedly  to 
protect  financial  services.  Thus 
the  outcome  of  the  suit  is  in 
doubt.  Pity  the  students  and  the 
colleges  if  the  bank  wins. 

From  The  New  York  Times  of 
June  8,  1995:  “Big  Drug  Com- 
panies Brace  for  Battles  on  Patent 
Rights.  A new  federal  law  took 
effect  on  that  date,  designed  to 
enforce  a world  trade  agreement 
called  the  Uruguay  Round  Agree- 
ment Act.  The  United  States  Pa- 
tent Office  has  issued  several  con- 
troversial rulings.  Some  of  them 
extend  the  patent  life  of  certain 
drugs;  some  of  them  deny  similar 
benefits  to  other  drugs.  The  final 
resolution  is  only  partly  predict- 
able. Consumer  groups  estimate 
the  changes  will  increase  the 
costs  of  medications  to  patients 
and  government-financed  pro- 
grams by  at  least  $6  billion.  At 
least  one  senator  plans  legislation 
to  change  the  law.  One  thing  is 
certain:  the  courts  will  have  the 
final  say,  and  megabucks  will  be 
spent. 

Is  patient  care  an  industry  or 
a profession?  Legislators  create 
no  doubt  that  they  favor  the 
former;  we  are  controlled  like — 
no,  worse  than — a public  utility. 
Insurers  and  other  payers  have 
caused  an  erosion  of  legitimate 


sources  of  income  for  physicians. 
When  regulations  increase  and 
become  oppressive,  one  can 
predict  the  proliferation  of  en- 
trepreneurial ventures.  Most  of 
these  hew  to  the  long-respected 
ethics  and  morals  of  our  dis- 
cipline. Occasionally,  we  find  in- 
dividuals who  have  forgotten  or 
pervert: 

I swear  by  Apollo  the  physician 
. . . the  following  oath: 

To  consider  dear  to  me  as 
my  parents  him  who  taught  me 
this  art;  ...  to  look  upon  his 
children  as  my  own  brothers,  to 
teach  them  this  art  if  they  so 
desire  without  fee  or  written 
promise;  to  impart  to  my  sons 
and  the  sons  of  the  masters  who 
taught  me  and  the  disciples 
who  have  enrolled  themselves 
and  have  agreed  to  the  rules  of 
the  profession,  but  to  these 
alone,  the  precepts  and  the  in- 
struction. 

The  New  York  Times  of  June  8, 
1995,  headlined,  “Why  Is  This 
Surgeon  Suing?  Doctors  Split 
Over  Patenting  of  Their  Tech- 
niques.” It  seems  a Vermont 
ophthalmologist  who  specializes 
in  a sutureless  cataract  operation 
has  run  afoul  of  an  Arizona  col- 
league who  has  been  granted  a 
patent  on  the  procedure  and  ex- 
pects royalty  payments  from  all 
who  use  it.  Patents  in  the  medical 
fields  are  essentially  of  recent  or- 
igin. The  numbers  have  escalated 
and  several  now  are  being  grant- 
ed weekly.  It  should  not  raise 
many  eyebrows;  it  seems  a logical 
extension  of  philosophies  held  by 
those  supportive  of  continuing 
and  extending  the  drug  and  tu- 
ition patents  discussed  above.  The 
New  York  Times  also  notes  the 
recent  issuance  of  patents  for  or- 
thopedic operations,  new  appli- 
cations for  standard  laboratory 
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tests  of  blood  components  or  drug 
combinations,  methods  of  radio- 
logic  diagnosis,  calculations  of  the 
risk  of  disease,  and  treating 
aneurysms  with  heat — possibly  a 
variation  of  the  Blakemore  tech- 
nique of  the  early  1950s. 

The  American  Medical  Associa- 
tion (AMA),  legislators,  and  some 
physicians  are  up  in  arms,  but 
many  other  doctors,  especially 
those  who  also  have  attempted  to 
secure  their  little  corners  of  the 
market,  feel  this  is  perfectly 
legitimate.  The  Arizona  eye  man 
is  quoted  as  saying,  "The  Hip- 
pocratic oath  says  nothing  about 
intellectual  property.  It  does  say 
a doctor  shall  not  participate  in 
abortion,  or  be  paid  for  passing  on 
teachings  to  other  doctors.  But,  as 
we  know,  doctors  are  paid  to  do 
abortions  and  to  teach  in  medical 
schools.’  There  is  a not-so-fine 
line  between  logic  and  ra- 
tionalization, but  it  is  easily 
breached  by  those  with  compell- 
ing financial  interests. 

Much  is  written  on  the  com- 
mercialization of  medicine.  From 
the  Journal  of  the  American 
Geriatric  Society , of  July  1993: 
“In  a Personal  View’  piece  in  the 
British  Medical  Journal,  Craw- 
shaw,  a professor  of  psychiatry  in 
Portland,  Oregon,  reports  that  90 
percent  of  150  persons  attending 
the  annual  meeting  of  the  State 
Medical  Boards  of  the  United 
States  raised  their  hands  in  assent 
to  the  question,  'Do  you  believe 
the  medical  profession  has  a 
problem  with  greed?  Dr. 
Kassirer's  editorial  in  The  New 
England  Journal  of  Medicine: 
dated  April  29,  1993,  stated, 

“Why  have  we  been  dubbed  a 
special-interest  group?  One  an- 
swer is  that  we  ourselves  are  con- 
fused about  what  we  are.  At  two 
extremes  we  are  either  a 
profession  or  a business;  in  fact, 
we  are  a little  of  each.  . . . 
Whether  intentionally  or  not, 
many  have  tilted  toward  the  busi- 
ness end  of  the  spectrum."  These 
quotations  are  typical  of  thou- 
sands written  in  a similar  vein. 
There  should  be  no  doubt  that  we 


now  possess  a tarnished  reputa- 
tion. 

Some  of  the  new  attitudes  of 
physicians,  which  mirror  the 
decreasing  moral  climate  of  socie- 
ty, in  general,  can  be  blamed  on 
external  forces.  The  Nixon  freeze 
on  salaries  and  fees  in  the  early 
1970s  focused  our  minds  on  the 
business  aspects  of  practice, 
sometimes  for  the  first  time,  as  we 
have  noted  previously  in  these 
pages.  But  the  major  impact  was 
probably  caused  by  the  ruling  of 
the  Federal  Trade  Commission 
(FTC)  in  1979,  when  it  declared 
the  AMA’s  restrictions  on  adver- 
tising constituted  an  unfair 
restraint  of  trade.  The  flood  gates 
were  opened.  As  Richard  Currey 
wrote  in  Medicine  for  Sale,  de- 
regulation “was  the  gateway  to  a 
new  kind  of  medicine  — the 
medicine  of  franchises,  tele- 
marketing, direct  mail,  and  cel- 
ebrity doctors.  The  medicine  of 
the  21st  century. 

Ernest  G.  Barnes,  adminis- 
trative law  judge,  issued  the  final 
order  for  the  FTC  and  said  the 
decision  “made  it  possible  for  or- 
ganized medicine  to  get  out  of  the 
19th  century,  to  get  on  with 
things.  ...  I think  opening  the 
door  to  commercialization  was 
one  of  the  best  things  to  happen 
to  our  health  care  system." 

There  is  little  doubt  that  the 
AMA  had  wielded  its  consider- 
able clout  against  some  legitimate 
innovations  in  the  delivery  of 
care,  certain  to  incur  the  wrath  of 
the  FTC.  However,  the  AMA  had 
softened  its  position  considerably 
before  the  decision,  and  the  FTC 
knew  of  it.  Perhaps  the  FTC  was 
sincere  in  allowing  expanded 
advertising  as  a means  of  getting 
information  to  the  public.  But  the 
pendulum,  as  usual,  has  swung 
too  far.  The  reaction  has  become 
overreaction  to  the  point  of 
danger.  The  medical  profession 
cannot  discipline  its  own.  And  the 
cry  of  caveat  emptor  resounds 
throughout  the  land. 

George  D.  Lundberg,  MD, 
wrote  an  editorial  in  The  Journal 
of  the  American  Medical  Associa- 


tion on  May  17,  1985,  entitled 
“Medicine — A Profession  in 
Trouble?’  The  article  is  worth 
reading,  but  his  recommendations 
are  based  upon  the  same  salient 
point,  made  even  more  than  ten 
years  ago,  that  I have  been  noting 
in  this  article  — the  public,  in- 
creasingly, views  us  as  business 
men  and  women.  As  a result,  they 
distrust  us  with  many  of  the 
economic  aspects  of  the  practice 
of  medicine  and  the  overall  de- 
livery of  care.  How  then  can  we 
expect  to  become  an  equal  player 
in  today’s  (and  tomorrow’s) 
managed  and  regulated  environ- 
ment? 

I hope  the  petition  of  the 
ophthalmic  surgeon  is  denied, 
although  it  would  not  surprise  me 
if  the  patents  for  surgical  tech- 
niques were  upheld,  or  even 
multiplied;  we  live  in  that  kind  of 
world.  If  that  occurs,  my  pride  in 
being  a physician  would  be  sorely 
diminished.  Could  we  then  also 
expect  to  be  paid  for  opinions  and 
advice  rendered  freely,  and  for 
free,  until  now  during  multi- 
disciplinary conferences?  Must  all 
elements  of  teaching  have  a price 
tag?  Has  the  good  Samaritan  been 
interred? 

President  Truman  had  a sign 
on  his  desk:  "The  Buck  Stops 
Here!"  Where  is  “here?”  And  do 
we  now  trade  the  “buck  meaning 
"responsibility"  for  the  “buck” 
meaning  money?  Q Howard  D. 
Slobodien,  ME) 

Such  is  the  brutalization  of  com- 
mercial ethics  in  this  country  that 
no  one  can  feel  anything  more  de- 
licate than  the  velvet  touch  of  a 
soft  buck. 

Raymond  Chandler,  Raymond 
Chandler  Speaking,  1962 

And  now  abideth  faith,  hope, 
charity,  these  three;  but  the 
greatest  of  these  is  charity. 

Corinthians  I,  13,  13  [Revised 
versions  have  substituted  “love 
for  “charity.”  Both  words  are  de- 
rived from  the  same  root.] 
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NEW  JERSEY  MEDICINE 


DO  YOU  HAVE  THE  RIGHT  TIME? 


It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS  AGENCY 

1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 

FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  3 EXECUTIVE  BLVD.  YONKERS,  NY  10701 
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Medibase  Plus  The  complete  practice 


management  computer  software 


Version  5. 


Includes  Direct  to  Medicare  Electronic 

Claim  Submission  in  the  ANSI  format 
without  a transaction  charge. 

Single  User  Version:  $1,495.00 
Multi  User  Version:  $2,495.00 


On-site  training  is  included  at  No  Additional  Cost!! 


Support  for: 

• Medicare 

• Medicaid 

• Private  Insurers 

• HMO's 

• and  PPO's 


(COMPLETE  SYSTEMS  INCLUDING  DEC  486  COMPUTERS  FOR  UNDER  $4,000) 

DON'T  PUT  IT  OFF  ANOTHER  DAY!! 

CALL  US  TODAY  FOR  A FREE  DEMONSTRATION 

Medibase^  Inc. 

753  Bergen  Boulevard 
Ridgefield,  NJ  07657 
(201)  313-1700 


Earn  Up  To  $1,000 

When  you  upgrade  from  any 
practice  management 
software 
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PRESIDENTS  PAGE 


LETTER  TO  THE  DIRECTOR  OF  NEW  JERSEY  MEDICAID 


To  Velvet  G.  Miller,  Director , 
Division  of  Medical  Assistance 
and  Health  Services: 

As  the  leader  of  the  state  s 
physician  community,  I enjoyed 
meeting  with  you  and  your  senior 
staff  regarding  the  future  of 
Medicaid  and  your  plan  for  seek- 
ing a “section  1115  waiver  from 
the  federal  government. 

You  and  other  state  officials 
are  proposing  that  the  Health 
Care  Financing  Administration 
allow  New  Jersey  to  revamp 
Medicaid  by  moving  more  reci- 
pients into  managed  care  and  by 
combining  Medicaid  with  the 
popular  and  new  physician-sup- 
ported  Access  program  of  subsi- 
dized health  insurance. 

Four  hundred  thousand  people 
in  New  Jersey  now  receive 
Medicaid  assistance.  By  placing 
this  entire  population  — including 
nursing  home  residents  — into 
managed  care  during  the  next 
several  years,  you  expect  to  save 
enough  money  to  provide  Medi- 
caid to  the  working  uninsured 
who  earn  np  to  250  percent  of  the 
federal  poverty  level.  These  work- 
ers would  pay  for  insurance  on  a 
sliding  scale  based  on  income  and 
number  of  dependents. 

In  addition,  you  seek  to  mo- 
bilize the  state’s  purchasing 
power  by  tying  health  insurers’ 
and  others  participation  in  the 
huge  and  lucrative  State  Health 
Benefits  Program  to  participation 
in  Medicaid.  And,  you  seek  to 
supplement  ordinary  managed 
care  with  creatively  organized 
mental  health  services. 

The  Medical  Society  of  New 
Jersey  (MSNJ)  supports  these  am- 
bitious endeavors.  We  agree  with 
the  strong  compliance  criteria 
that  you  are  requiring  of  health 
maintenance  organizations 
(HMOs).  So  far  your  agency  has 


Louis  L Keeler,  MD 


contracted  with  eight  managed 
care  plans — and  you  expect  to 
strike  agreements  with  as  many  as 
20  plans! 

We  have,  though,  some  con- 
cerns. 

We  hope  that  when  these  pa- 
tients arrive  at  our  offices,  we  will 
know  their  Medicaid  status  and 
will  have  confidence  that  their 
care  will  be  reimbursed  at  levels 
comparable  to  reimbursement  for 
other  managed  care  enrollees. 

When  Medicaid  patients  are  ill, 
they  should  have  the  good  fortune 
to  look  up  and  see  a physician 
caring  lor  them. 

At  our  meeting  1 commented 
that,  until  now,  Medicaid  has  de- 
ceived its  clients  and  deceived 
the  physician  community.  Let  me 
explain  what  1 mean. 

Before  the  advent  of  Medicaid, 
physicians  took  care  of  the  poor, 
mostly  at  hospital-based  charity 
clinics.  Twice  a week,  physicians 
commonly  saw  30  to  40  patients 
at  some  of  the  larger  clinics.  This 
service  was  required  as  a con- 
dition of  hospital  staff  member- 
ship. 

Perhaps  it  is  just  cynical  of  me 
to  suggest  that  those  in  political 


life  saw  these  patients  as  votes 
and  promised  access  to  private 
physicians’  offices,  with  state  and 
federal  governments  paying  the 

bill. 

In  any  event,  in  New  Jersey  it 
did  not  work  out  that  way.  Here, 
physicians  generally  receive  the 
lowest  Medicaid  physician  reim- 
bursement rates  in  the  nation. 
Consequently,  many  physicians 
do  not  open  their  offices  to 
Medicaid  recipients,  and  many 
others  care  for  indigent  patients 
without  bothering  with  the  ex- 
cessive paperwork  that  accom- 
panies Medicaid’s  paltry  reim- 
bursement. 

Fear  of  malpractice  liability 
further  discourages  physicians 
from  caring  for  Medicaid  reci- 
pients. 

And,  there  is  yet  another 
dimension  to  this  problem.  When 
physicians  see  Medicaid  patients 
in  clinics,  hospital  emergency  de- 
partments, or  other  hospital  units, 
the  hospital  receives  large  pay- 
ments that  appear  to  the  modestly 
reimbursed  physicians  as  a wind- 
fall. Lack  of  effective  early 
medical  care  causes  many  pa- 
tients to  come  to  the  hospital 
sicker  and  has  resulted  in  preven- 
table conditions,  lower  health 
status,  and  unnecessary  govern- 
ment expenditures. 

You,  Velvet  Miller,  are  trying  to 
get  this  situation  into  proper 
working  order,  so  that  physicians 
in  New  Jersey  can  take  care  of  the 
poor  and  working  poor.  If  we 
sometimes  seem  skeptical,  you 
will  understand.  The  30-year  his- 
tory of  Medicaid  in  our  state  is  a 
circuitous  trail  of  broken  promises 
leading  to  a quagmire. 

My  colleagues  and  I look  for- 
ward to  working  with  you  and 
your  staff.  □ Louis  L.  Keeler, 
MD 
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When  was  the  last  time 
your  medical  practice 
had  a legal  checkup? 


RH&B 

Richmond,  Hochron  & Burns 

ATTORNEYS  AT  LAW 


With  practicing  health  care  professionals  on  staff, 
the  law  firm  of  Richmond,  Hochron  & Bums  is 
uniquely  qualified  to  protect  your  medical  practice. 

908-821-0200 


Commerce  Center,  209  North  Center  Drive,  North  Brunswick,  NJ  08902 


Leonard  Bielory,  MI) 
Larry  Frohman,  MD 


UMDNT  and 
managed  care 


Managed  care  organizations  and  academic  medical  centers 
initially  have  been  at  opposite  ends  of  the  cost  containment 
spectrum.  UMDNJ,  the  largest  free-standing  health  care 
university  in  the  United  States,  responds  to  the  competitive 
managed  health  care  market. 


Although  federally  legis- 
lated health  care  reform 
has  stalled,  regional  cam- 
paigns have  continued  in 
the  form  of  state  legislative  action, 
insurance  market  activity,  and 
business  initiatives.  The  changes 
that  are  surfacing  may  threaten 
the  viability  of  academic  medical 
centers  (AMCs),  which  most  often 
are  comprised  of  a medical 
school,  its  major  teaching  hospi- 
tals, its  affiliated  health  profes- 
sional schools,  and  its  faculty 
practice  plans.1 

THE  PROBLEM 

Medical  education  has  been  a 
high  priority  on  the  public  agenda 
since  the  Flexner  Report,  over  75 
years  ago,  demonstrated  a need 
for  a more  rigorous  process  in  the 
education  of  physicians.  Educa- 
tion is  the  primary  goal  of  the 
AMC.  This  mission  requires  the 
commitment  of  a large  amount  of 
faculty  time,  administrative  effort, 
and  financial  resources  to  achieve 
the  goal  of  producing  qualified 
physicians.  To  date,  funding  for 
the  support  of  medical  education 
has  been  successful  in  generating 
a sufficient  number  of  physicians 
to  serve  the  public,  but  has  not 
monitored  the  needs  of  the  health 
care  system  for  the  type  of  physi- 


cians, such  as  primary  care  physi- 
cians versus  specialty  clinicians. 
In  New  Jersey,  the  physician 
density  is  in  the  top  20  percent 
in  the  United  States  while  it  re- 
mains in  the  bottom  20  percent 
in  primary  care  physician  (PCP) 
density. 

The  initial  funding  for  medical 
schools  came  from  legislative  ap- 
propriations and  research  income, 
but  both  of  these  entities  have 
decreased  over  the  past  30  years 
(Figure  l).2  Concurrently,  there 
has  been  an  increasing  de- 
pendence of  AMCs  on  clinical  in- 
come generated  by  their  respec- 
tive faculty  practice  plans.  Thus, 
the  AMC  must  quickly  adapt  to 
the  evolution  of  the  clinical  health 
care  market  to  ensure  the  finan- 
cial solvency  of  the  world’s  best 
medical  education  programs. 

AMC  costs  always  have  been 
higher  than  those  of  minimally  af- 
filiated or  nonaffiliated  medical 
centers  due  to  their  multiple  mis- 
sions of  education,  research,  and 
community  service.  As  such, 
AMCs  are  at  an  economic  disad- 
vantage when  competing  with 
nonacademic  providers  of  health 
care;  some  health  care  reform 
proposals  sought  to  remedy  this 
via  funding  outside  the  main- 
stream of  insurance  premiums. 


Other  studies  have  refuted  the  re- 
portedly higher  cost  of  AMCs, 
claiming  that  when  the  severity  of 
the  case  mix  is  adjusted,  AMCs 
are  not  that  costly.  The  type  of 
sophisticated  patient  care  is  a 
direct  offshoot  of  the  initial  mis- 
sion of  medical  education,  with 
the  AMC  s focus  on  more  costly 
tertiary  services  rather  than 
routine  inpatient  services.  In  ad- 
dition, the  AMC  s commitment  to 
medical  education  and  inpatient 
care  has  resulted  in  inefficient 
practice  styles,  with  increased  in- 
patient testing  and  consultations 
conducted  for  the  “thorough  and 
complete’  inpatient  academic 
assessment  that  perhaps  could  be 
performed  for  less  cost  as  an  out- 
patient. Therefore,  the  analysis  of 
the  AMCs  costs  must  reflect 
severity  adjustments.  The  AMC 
cannot  offer  unit  cost  pricing,  by 
this  method,  because  without 
severity  adjustments  AMC  s are  at 
an  inherent  disadvantage,  with 
costs  28  to  41  percent  higher  than 
nonteaching  institutions.3 

However,  the  demand  for 
specialized  services  from  AMCs 
will  continue  to  exist.  Regulatory 
forces  have  recognized  that  ap- 
propriate access  to  tertiary  and 
quaternary  services  is  mandatory 
for  the  maintenance  of  a high- 
quality  health  care  system.  Presi- 
dent Clinton’s  proposal  would 
have  required  health  plans  to 
enter  into  sufficient  contracts 
with  AMCs  to  ensure  patient  ac- 
cess to  specialized  treatment  ex- 
pertise for  rare  diseases  and  com- 
plex medical  problems.  Over 
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UMDNJ 

University  Healthcare  Corporation 


UMD  Health  Plans,  Inc. 
(HMO-lnsurance  Plans) 


Figure  1.  University  Healthcare  Corporation  (UHC),  formed  under  the  1993  FLEX  Act,  is  developing  integrated 
regional  professional  corporations  throughout  New  Jersey.  The  initial  professional  corporations  have  been  formed 
using  the  medical  staffs  of  the  AMCs  of  the  state  s medical  schools  and  include  New  Jersey  Medical  School,  Robert 
Wood  Johnson  Medical  School,  and  New  Jersey  School  of  Osteopathic  Medicine.  UHC  has  developed  insurance 
products  to  cover  a variety  of  programs  including  Medicaid  and  the  state  employees.  NJMS  = New  Jersey  Medical 
School;  NJSOM  = New  Jersey  School  of  Osteopathic  Medicine;  RWJMS  = Robert  Wood  Johnson  Medical  School; 
UHC  = University  Healthcare  Corporation. 


time,  the  exclusive  province  of 
the  quaternary  AMC  most  likely 
will  be  for  two  classes  of  thera- 
pies: therapy  of  severe  and  ex- 
traordinary conditions,  such  as 
vasculitis,  life-threatening  infec- 
tions, trauma,  and  multiple  organ 
system  failure;  and  new  and  ex- 
perimental therapies,  such  as 
bone  marrow  transplantation, 
liver  transplantation,  and  emerg- 
ing new  modalities  of  cancer  ther- 
apies. Clinical  research  centers 
performing  first  clinical  trials  of 
protocol  therapies  will  likely  be  in 
the  province  of  these  quaternary 
AMCs,  which  would  be  expanded 
to  the  affiliated  and  committed 
educational  partners.  It  is  re- 


search that  provides  the  ex- 
pansion of  a clinician’s  ability  to 
integrate  the  present  as  well  as 
future  health  care  innovations 
into  the  treatment  program  of 
today’s  patients. 

AMC  RESPONSE 

The  AMC,  in  response  to  the 
managed  care  market,  is  evolving 
through  a variety  of  stages 
throughout  the  country.  These 
stages  include  the  primordial 
“unstructured  baseline  stage;  the 
loose  framework  stage  of  an  al- 
liance between  the  AMC  s med- 
ical staffs  and  other  cost-effective 
hospitals;  the  consolidation  stage, 
with  mergers  of  successful  pro- 


grams, including  medical  staffs, 
into  a single  business  entity  to 
improve  efficiency,  decrease  cost, 
and  provide  the  best  health  care 
outcome;  and  the  ultimate 
managed  health  care  provider,  in 
which  the  medical  staffs  and  their 
affiliations  (hospitals  and  outpa- 
tient sites)  behave  as  a seamless 
system  to  provide  the  best  health 
care  for  their  patients. 

As  of  a 1992  survey,  43  percent 
of  the  United  States  102  AMCs 
own  or  operate  their  own  health 
maintenance  organization 
(HMO),  preferred  provider  or- 
ganization (PPO),  or  independent 
provider  association  (IPA).  How 
AMCs  enter  the  managed  care 
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market,  and  the  resultant  role 
changes,  are  likely  to  be  charac- 
terized by  several  basic  models 
and  principles.  In  general,  AMCs 
will  enter  into  managed  care  via 
three  routes:  by  contracting  to 
provide  individual  specialty 
services  (on  a discounted  fee-for- 
service  or  via  capitation);  by 
capitation  or  by  global  fees  for 
specialty  services  (hospital  and 
physician,  i.e.  cardiac  surgery);  or 
by  full  service  capitation,  includ- 
ing the  services  of  PCPs  and  com- 
munity hospitals.23 

In  the  latter  method,  a signifi- 
cant PCP  base  is  established,  as 
well  as  a network  of  community 
hospitals,  to  allow  coverage  of 
adequate  numbers  of  lives.  With- 
in this  framework,  the  AMC:  de- 
velops its  local  niche,  i.e.  all  ter- 
tiary and  some  quaternary 
services  in  its  immediate  area;  de- 
velops a more  specialized  regional 
niche,  perhaps  in  competition 
with  other  AMCs,  e.g.  liver  trans- 


plantation; and  develops  pro- 
grams of  national  reputation  and 
market  draw,  i.e.  therapies  of 
pediatric  AIDS,  parkinsonism. 

It  is  imperative  that,  in  going 
through  these  market  transitions, 
traditional  physician-patient  rela- 
tionships be  relatively  undis- 
turbed. Complete  Health  (the 
successful  University  of  Alabama 
managed  care  system)  has 
employed  a tactic  of  negotiating 
volume  discounts  with  one-half  of 
the  providers  in  its  region.  By 
doing  so,  their  enrollees  can  use 
either  member  physicians  or 
nonmember  physicians  who  give 
a volume  discount.  In  the  latter 
case,  because  of  the  discount,  the 
patient  may  still  have  80  percent 
of  the  maximum  fee  schedule  re- 
imbursed. This  has  proved  to  be 
a strong  inducement  to  join  the 
plan,  because  the  traditional 
physician  relationships  are  less 
disrupted.5 

In  addition,  it  is  extremely  im- 


portant that  the  medical  staffs/ 
clinical  faculties  develop  a single 
negotiation  point  of  contact  with 
the  purchaser  of  health  care.  The 
traditional  departmental  lines  of 
authority  will  be  rearranged  into 
an  integrated  structure  represent- 
ing as  broad  a constituency  as 
possible,  for  ease  of  contract 
negotiation.  For  an  AMC,  this 
means  at  least  committing  all  its 
specialists  via  one  point  of 
negotiation.  Ideally,  one  would  be 
able  to  represent  PCPs  and  in- 
stitutions as  well. 

The  need  for  stringent  coordi- 
nation of  the  roles  of  the  medical 
school  and  the  core  academic 
hospital  required  by  market 
forces  perhaps  will  favor  those  in- 
stitutions where  the  hospital  is 
owned  and  the  medical  school 
and  hospital  can  be  coordinated 
by  a single  point  of  authority. 
Currently,  there  are  61  universi- 
ty-owned teaching  hospitals  in 
the  United  States;4  for  those 
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AMCs  that  do  not  become 
quaternary  AMCs,  Dickler  of  the 
Association  of  American  Medical 
Colleges  (AAMC)  has  stated  that 
the  identification  of  the  core 
academic  hospital  as  offering 
something  unique  will  blur  in  the 
future.6  As  an  example,  Kaiser 
Permanente  and  Group  Health 
Cooperative  of  Puget  Sound 
already  have  developed  their  own 
residency  programs  and  research 
centers,  not  under  the  auspices  of 
an  AMC.  These  training  programs 
concentrate  on  primary  care  and 
the  role  of  the  PCP  in  managed 
care,  and  their  research  concen- 
trates on  clinical  outcomes. 
Similarly,  a coalition  of  20  large 
purchasers  of  health  care  in  the 
Twin  Cities  area,  the  Business 
Health  Care  Action  Group,  has 
taken  the  lead  in  research  in  cost- 
effective  and  improved  outcome 
protocols  of  care.  Such  training 
and  research  must  remain  the 
province  of  the  AMC  if  the 
number  and  kind  of  AMCs  that 
exist  today  are  to  survive. 

UMDNJ  RESPONSE 

Under  the  UMDNJ  Flexibility 
Act  of  1992,  the  UMDNJ  Board 
of  Trustees  approved  the  forma- 
tion of  the  University  Healthcare 
Corporation  (UHC)  to  respond 
directly  to  the  call  of  managed 
care  by  developing  a statewide 
plan  for  hospital  networks  with  a 
UMDNJ  AMC  at  the  center  of 
each  network.  It  is  expected  that 
UMDNJ  as  a whole  will  require 
that  it  cares  for  close  to  one 
million  lives  to  sustain  the 
necessary  volume  of  tertiary  and 
quaternary  services  to  fulfill  its 
research  and  educational  mis- 
sions. At  the  present  time, 
UMDNJ,  through  each  of  its 
medical  staffs/clinical  faculties 
and  primary  AMCs  in  Newark 
(New  Jersey  Medical  School), 
New  Brunswick  (Robert  Wood 
Johnson  Medical  School),  and 
Stratford  (New  Jersey  School  of 
Osteopathic  Medicine)  are  de- 
veloping large  hospital  networks 
(Figure  2).  In  conjunction  with 
the  development  of  hospital  net- 


works, the  medical  staff/clinical 
faculty  at  each  of  the  primary 
teaching  hospitals  are  in  the 
process  of  developing  professional 
corporations  to  negotiate  local 
contracts  with  managed  care  en- 
tities. The  development  of  large 
hospital  networks  is  driven  by  the 
ability  to  achieve  administrative 
economies  of  scale,  to  permit  geo- 
graphic access  with  a complete 
continuum  of  clinical  services,  to 
improve  access  to  capital,  to  share 
the  cost  of  capital-intensive 
primary  care  initiatives,  and,  ulti- 
mately, to  access  new  teaching 
sites  that  would  complete  the 
statewide  managed  health  care 
system.  A primary  principle  in  de- 
termining linkage  of  the  primary 
hospital  networks  is  that  "the 
primary  business  partners  should 
also  be  primary  educational 
partners,  i.e.  committed  to  the 
primary  goal  of  UMDNJ. 

To  allow  ease  of  access  to  ser- 
vices, AMCs,  including  UMDNJ, 
are  developing  strategies  to 
establish  satellite  tertiary  am- 
bulatory settings  away  from  its 
main  campuses,  as  well  as  com- 
munity-based primary  care  pro- 
grams. A corollary  is  that  the 
AMC  will  relocate  most  of  its 
PCP  education  and  some  of  its 
subspecialist  education  into  com- 
munity-based ambulatory  set- 
tings.5 

UMDNJ  through  the  resources 
and  flexibility  of  UHC  is  develop- 
ing information  processing 
capabilities  that  would  not  have 
been  affordable  to  its  individual 
faculties  or  to  interested  com- 
munity physicians.  This  will  allow 
joint  development  of  data  on  out- 
comes and  costs,  which  will  be 
attractive  to  purchasers  of  health 
care  and  to  the  academic  clini- 
cians interested  in  health  care 
outcome  analyses.  It  also  would 
allow  establishment  of  a manage- 
ment network  that  could  include 
such  services  as  remote  point 
scheduling  of  consultations  and 
provider  access  communication 
systems  to  allow  ready  com- 
munications between  PCPs  and 
UMDNJ  s tertiary  and  quaternary 


providers.  Overall,  the  design  is 
to  make  a statewide  health  care 
system  more  time  efficient  for  the 
patients,  PCPs,  and  subspe- 
cialists, while  maintaining  the  in- 
tegrity of  our  health  care  educa- 
tional system. 


SUMMARY 

UMDNJ  is  developing  its 
network  of  providers  and  institu- 
tions that  will  yield  a system  of 
cost-efficient,  seamless  health 
care  for  the  patient  from  outpa- 
tient PCP  setting  to  community 
hospital  to  extended  care  to  AMC. 
This  appeals  to  the  purchaser,  as 
it  shifts  administrative  health 
costs  from  the  purchaser  to  the 
provider  of  health  services  — 
UMDNJ. 
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Now  is  the  right  time  to  compare  the  outstanding  benefits  and 
premium  rates  the  MSNJ  Health  Care  Plan  offers  its  members: 


Total  freedom  of  choice  when 
selecting  providers 

Full  plan  benefits  for  special 
condition  hospitals 

Full  coverage  while  traveling 
at  home  or  abroad 

Full  coverage  for  dependent 
children  to  age  23 


I Continuance  of  coverage  for 
emeritus  members,  widows 
and  widowers 

Optional  dental  coverage 
available 

Dedicated  staff  of 
professionals  providing 
enrollment,  billing  and 
claims  submission  assistance 


The  MSNJ  Health  Care  Program,  now  underwritten  by  the  Provident  Life  and 
Accident  Insurance  Company,  has  not  had  a premium  rate  increase  for  over  three 
years!  When  was  the  last  time  your  insurer  increased  your  health  care  premium  rates? 


For  more  information,  please  call 

William  Bloor,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  227-6484 

Plans  are  not  available  to  residents  of  New  York  State. 


DONALD  F.  SMITH ^^ASSOCIATES 
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SERVICES,  INC. 

Are  you  sure  your  billing  and  collection 
approach  is  maximizing  cash  flow?  If 
not.  we  can: 


• Receive  maximum  reimbursement  on 
insurance  claims 


• Optimize  insurance  timing 


• Create  positive  activity  on  each  and 
every  patient  account 

JfieM  Management  Services,  Inc.  is  a full 

service  billing  and  collection  company  of- 
fering healthcare  providers  the  most  suc- 
cessful approach  to  claims  management 
available. 

(908)  563-0707 

Fax  (908) 563-0325 


Excellence 
in  Sleep 
Medicine 


Accredited  by  the  American 
Sleep  Disorder  Association 


The  Sleep  Disorder  Center  of  Morristown 
Memorial  Hospital  has  treated  thousands 
of  patients  and  assisted  over  one  hundred 
referring  physicians  with  the  diagnosis  and 
treatment  of  sleep  disorders. 

Testing  takes  place  in  a soothing,  home-like 
environment  to  ensure  maximum  patient 
comfort,  while  state-of-the-art  technology 
provides  high  quality,  accurate  results. 
Referring  physicians  promptly  receive 
comprehensive  reports  of  all  findings  and 
can  rest  assured  that  patients  are  returned 
to  them  for  ongoing  treatment. 

For  more  information  or  to  make  a referral 
please  call  (201)  971-4567. 


Most  insurance  & managed 
care  plans  accepted 


MORRISTOWN  MEMORIAL  HOSPITAL 

SLEEP  DISORDER  CENTER 

95  Mt.  Kemble  Ave.  • Morristown,  NJ  • (201)  971-4567 
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A survey  of  pediatric 
office-based  interventions 
on  smoking 


A mail  survey  of  pediatrician  practices  and  procedures  for  the 
modification  of  environmental  tobacco  smoke  (ETS)  and 
cigarette  smoking  in  patients  and  parents  was  mailed  to 
pediatricians.  Results  indicated  that  a large  proportion  of 
pediatricians  address  the  issue  of  ETS  and  cigarette  smoking. 


I-™-  t is  widely  recognized  that 
physicians  have  an  impor- 
tant and  unique  role  to  play 
JL,  in  the  anti-smoking  arena.1 

I Nowhere  is  this  more  true  than 
in  the  case  of  pediatricians.  There 
is  an  impressive  array  of  evidence 
that  documents  the  adverse 
health  effects  of  environmental 
tobacco  smoke  (ETS)  on  new- 
borns, young  children,  and 
adolescents.2  5 It  also  is  clear  that 
early  experimentation  and  subse- 
quent use  of  tobacco  products 
puts  young  people  on  a course 
that  leads  to  premature  morbidity 
and  mortality  from  tobacco-re- 
lated disease.3  Yeager  called  upon 
pediatricians  to  confront  the  issue 
of  ETS,  to  counsel  pediatric  and 
adolescent  patients  not  to  start 
smoking,  and  to  counsel  parents 
to  quit  smoking.4  Perry  and  Silvis 
suggested  that  pediatricians 
should  anticipate  the  risk  for  to- 
bacco use  at  each  developmental 
stage,  ask  about  exposure  to  to- 
bacco smoke  and  tobacco  use  at 
each  visit,  advise  all  smoking 
parents  to  quit  and  all  children 
not  to  use  tobacco  products,  assist 
children  in  resisting  tobacco  use, 
assist  tobacco  users  in  quitting, 
and  arrange  followup  visits.5 

Surveys  of  primary  care  physi- 
cians indicate  that  they  are  much 


more  likely  to  advise  smokers 
(adults)  to  quit  smoking  than  to 
provide  behavioral  assistance.6 
Over  80  percent  of  primary  care 
physicians  surveyed  asked  pa- 
tients about  smoking,  explained 
the  dangers  of  smoking,  and  ad- 
vised patients  to  stop  smoking. 
Fewer  than  40  percent  of  primary 
care  physicians  helped  smokers 
develop  a cessation  plan,  pro- 
vided self-help  quit  smoking 
material,  encouraged  patients  to 
set  a date  to  quit  smoking,  or 
arranged  followup  visits  to  ad- 
dress smoking  cessation.6 

Pediatricians  may  be  somewhat 
less  likely  than  others  to  in- 
tervene on  smoking.  A survey  of 
309  residents  (66  residents  in 
pediatrics)  showed  that  pediatric 
residents  scored  significantly 
lower  in  most  areas  of  smoking 
cessation  counseling  practices, 
and  only  32  percent  reported  hav- 
ing any  training  in  smoking  in- 
tervention, compared  to  76  per- 
cent of  family  practice  and  53  per- 
cent of  internal  medicine  resi- 
dents.7 A survey  of  72  pediatri- 
cians in  Vermont  indicated  that 
only  about  40  percent  of  pediatri- 
cians indicated  that  they  took  a 
smoking  history  from  parents, 
although  94  percent  said  that  they 
advised  smoking  parents  to  quit.8 


Norman  Hymowitz,  PhD 


Effective  intervention  on  smok- 
ing requires  physicians  and 
pediatricians  to  go  beyond  asking, 
advising,  and  providing  informa- 
tion.9 Indeed,  the  literature  on 
health  and  behavior  change 
provides  all  too  much  support  for 
the  concept  that  health  education 
does  not  equal  behavior  change. 

To  provide  more  information 
about  the  smoking  intervention 
practices  ol  pediatricians,  we  con- 
ducted a survey  ol  New  Jersey 
pediatric  practices.  The  survey 
addressed  five  components  of 
pediatric  office-based  interven- 
tions on  smoking:  general  office 
practice  procedures;  procedures 
for  addressing  ETS;  procedures 
for  addressing  parents  of  newborn 
babies;  procedures  for  patients 
who  smoke;  and  procedures  for 
parents  who  smoke.  The  survey 
identifies  areas  of  strength  as  well 
as  weakness,  providing  important 
insights  into  how  to  improve 
pediatric  intervention  on  smoking 
in  the  future. 

METHODS 

Subjects.  The  Pediatric  Office 
Smoking  Survey  was  mailed  to 
281  pediatricians  in  central  and 
northern  New  Jersey.  The  names 
of  the  pediatricians  were  obtained 
from  telephone  directories  for 
central  and  northern  New  Jersey. 
Care  was  taken  to  include  only 
one  pediatrician  from  any  given 
office  location  to  avoid  collecting 
duplicate  information  on  office 
practices  and  procedures. 

Procedures.  The  survey  con- 
sisted of  a 45-item  checklist 
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Table  1.  Office  procedures  (n  = 151). 

Procedure  Percent 

Maintain  no  smoking  policy  99 

Post  no  smoking  signs  79 

Post  anti-smoking  posters  40 

Distribute  smoking  and  health  material  32 

Distribute  how  to  stop/prevent  smoking  materials  24 

Distribute  material  on  chewing  tobacco  8 

Distribute  material  on  environmental 

tobacco  smoke  (ETS)  18 

Show  films/videos  on  smoking  prevention/cessation  in  waiting 
area  7 


Table  2.  Procedures  for  ETS  and  newborn  babies 
(n  = 151). 

Procedure  Percent 

Advise  parents  about  the  effects  their  smoking  may  have 

on  their  infant  or  children  88 

Encourage  parents  to  create  a smoke-free  household  80 

Encourage  parents  not  to  smoke  near  newborn  baby 

and  children  83 

Use  clinical  opportunities,  such  as  treating  asthma 
in  children,  to  encourage  parents  not  to 

smoke  around  children  81 

Distribute  educational  material  on  ETS  32 

Distribute  information  on  creating  smoke-free  household  28 

Show  films/videos  on  ETS  in  the  waiting  area  6 

Advise  mothers  of  newborns  to  quit  smoking  83 

Advise  fathers  of  newborns  to  quit  smoking  78 

Provide  self-help  quit  smoking  material  to  parents  of 

newborns  who  smoke  45 

Counsel/assist  parents  of  newborn  baby  who  smoke 

to  stop  smoking  28 

Encourage  parents  of  newborn  baby  who  smoke  to 

select  a quit  date  26 

Prescribe  nicotine  replacement  therapy  to  parents  of 

newborn  baby  who  smoke  1 5 

Arrange  followup  visits  to  discuss  smoking  with  parents  of 
newborn  baby  who  smoke  1 1 


divided  into  five  headings  that 
corresponded  to  interest  in  col- 
lecting information  on  general  of- 
fice practices,  ETS,  the  newborn, 
patient  smoking,  and  parental 
smoking.  The  content  of  the 
survey  was  modeled  after  a 
survey  used  to  assess  office  proce- 
dures and  practices  of  primary 
care  physicians  in  the  Community 
Intervention  Trial  for  Smoking 
Cessation.6 

Surveys  were  mailed  to  all 
pediatricians  listed  in  telephone 
books,  with  the  proviso  of  includ- 
ing only  one  pediatrician  per  of- 
fice location.  If  the  completed 
survey  was  not  returned  within 
one  month,  a second  survey  and 
appropriate  cover  letter  and  re- 
turn envelope  were  sent. 
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RESULTS 


Response  rate.  Two-hundred 
eighty-one  surveys  were  mailed  jj 
to  pediatricians  in  New  Jersey 
communities.  One-hundred  fifty- 
one  completed  surveys  were  re- 
turned, yielding  a response  rate  of 
54  percent. 

Office  procedures.  Table  1 
shows  that  virtually  all  of  the  of-  j 
fice  locations  reported  that  they 
maintain  a no  smoking  policy. 
Seventy-nine  percent  of  the  of- 
fices post  no  smoking  signs.  Only 
40  percent  of  the  pediatricians  re- 
ported posting  anti-smoking  post- 
ers and  still  fewer  reported  dis- 
tributing material  on  smoking 
cessation  or  prevention  or  show- 
ing films/videos  on  these  topics  in 
the  waiting  area. 

Procedures  for  ETS  and  new- 
born  babies.  Over  80  percent  of 
the  respondents  indicated  that 
they  address  the  issue  of  ETS  j 
with  parents  of  their  patients,  and 
some  of  them  make  a special  ef- 
fort to  help  parents  of  newborns 
to  quit  smoking  (Table  2).  About 
80  percent  of  pediatricians  advise 
mothers  and  fathers  who  smoke  to 
quit  smoking,  45  percent  of 
pediatricians  provide  self-help 
quit  smoking  material,  28  percent 
of  pediatricians  counsel  or 
otherwise  assist  parents,  26  per- 
cent of  pediatricians  encourage 
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Table  3.  Procedures  for  patients  who  smoke  (n  = 151). 

Procedure  Percent 

Routinely  collect  information  on  smoking  behavior  of  children 
and  adolescents  56 

Routinely  advise  patients  who  smoke  to  quit  smoking  79 

Routinely  inform  patients  who  smoke  about  the  health 

hazards  of  smoking  81 

Provide  information  and  material  on  how  to  quit  smoking  34 

Assist  cessation  attempts  by  counseling  smokers  34 

Encourage  smokers  to  select  a quit  date  21 

Prescribe  nicotine  replacement  therapy  to  older  teens  who 

wish  to  quit  smoking  46 

Arrange  followup  sessions  to  talk  about  smoking  1 4 

Refer  patient  for  assistance  in  stopping  smoking  25 

Discuss  patient’s  smoking  behavior  with  parent  or  guardian  34 


parents  of  newborns  to  select  a 
quit  date,  15  percent  of  pediatri- 
cians prescribe  nicotine  replace- 
ment therapy  (contraindicated  for 
lactating  mothers),  and  1 1 percent 
of  pediatricians  arrange  followup 
visits. 

Most  of  the  respondents  advise 
parents  about  the  effects  their 
smoking  may  have  on  the  infant 
and  other  children,  and  en- 
courage parents  who  must  smoke 
not  to  smoke  around  children. 
Despite  this  concern,  relatively 
few  pediatricians  reported  dis- 
tributing material  on  how  to 
create  a smoke-free  household 
and  ETS  in  general.  Only  6 per- 
cent of  pediatricians  show  films/ 
videos  on  ETS  in  the  waiting 
area. 

Procedures  for  patients  who 
smoke.  Table  3 shows  that  only  56 
percent  of  the  respondents  in- 
dicated that  they  routinely  collect 
information  on  smoking  behavior 
of  children  and  adolescents.  Once 
a smoker  is  identified,  79  percent 
of  the  pediatricians  advise  them 
to  quit,  and  81  percent  of 
pediatricians  state  that  they  in- 
form patients  about  the  health 
hazards  of  smoking. 

A fair  number  of  respondents 
indicated  that  they  actively  assist 
patients  who  smoke  to  quit.  While 
there  is  considerable  room  for  im- 
provement, 34  percent  of  pedia- 
tricians provide  material  on  how 
to  quit  smoking,  counsel  smokers, 
and/or  discuss  patients’  smoking 
behavior  with  a parent  or  guar- 
dian. Almost  one-half  of  the 
respondents  (46  percent)  report 
that  they  prescribe  nicotine 
replacement  therapy  to  older 
teens  who  wish  to  quit  smoking, 
and  25  percent  of  the  respondents 
refer  young  smokers  for  as- 
sistance in  stopping  smoking. 

Procedures  for  parents  who 
smoke.  Sixty-four  percent  of  the 
respondents  indicated  that  they 
routinely  ask  all  parents  if  they 
smoke  (Table  4).  Over  80  percent 
of  the  pediatricians  indicated  that 
they  advise  parents  who  smoke 
about  the  health  hazards  of  smok- 
ing, not  to  smoke  near  newborn 


babies  and  children,  and  to  stop 
smoking.  About  20  percent  of  the 
respondents  reported  that  they 
distribute  self-help  stop  smoking 
material,  provide  counseling/as- 
sistance for  stopping,  prescribe 
nicotine  replacement  therapy  (18 
percent),  and  encourage  parents 
to  select  a quit  date.  Eleven  per- 
cent provide  followup  sessions  to 
discuss  smoking  cessation,  and  30 
percent  indicated  that  they  refer 
parents  who  smoke  to  quit  smok- 
ing therapy. 

DISCUSSION 

The  responses  to  the  Pediatric 
Office  Smoking  Survey  provide 
information  about  pediatric  office- 
based  intervention  on  smoking. 
Data  were  derived  from  respon- 
ses of  pediatricians  residing  in 
rural,  suburban,  and  urban  com- 
munities, from  low,  moderate, 
and  upper  income  communities, 
and  from  communities  with  a 
diverse  racial  and  ethnic  mix. 
These  factors  add  to  the  generali- 
ty and  importance  of  the  data.  On 
the  other  hand,  the  response  rate 
to  the  survey  was  54  percent. 
Hence,  the  findings  must  be  in- 
terpreted with  caution.  Very  like- 
ly, physicians  who  completed  and 
returned  their  surveys  were  more 
active  in  intervening  on  smoking 
in  their  offices  than  those  who  did 
not  respond.10 


The  survey  shows  that  a fairly 
high  proportion  of  practicing 
pediatricians  actively  address 
ETS,  parental  smoking,  and 
smoking  in  adolescents  and  teen- 
agers. Virtually  all  pediatricians 
maintain  a nonsmoking  policy  in 
their  offices.  A large  proportion  of 
pediatricians  (more  than  80  per- 
cent) advocate  smoke-free  house- 
holds, use  “clinical  opportunities’ 
to  encourage  parents  not  to 
smoke  around  children,  and  en- 
courage parents  who  smoke  to 
quit.  These  are  important  and  en- 
couraging findings  since  ETS, 
due  primarily  to  parental  smok- 
ing, is  a serious  threat  to  the 
health  of  newborns,  young  chil- 
dren, and  adolescents.2 

However,  there  is  considerable 
room  for  improvement.  More  can 
be  done  to  mobilize  pediatric  of- 
fices. More  pediatricians  can  dis- 
tribute educational  and  behavior 
change  material,  can  post  anti- 
smoking signs,  and  can  show 
films/videos  on  ETS  and  smoking 
cessation/prevention  in  their  wait- 
ing rooms.  Data  from  the  Com- 
munity Intervention  Trial  for 
Smoking  Cessation  showed  that 
92.5  percent  of  primary  care 
physicians  reported  that  they 
routinely  ask  new  patients  about 
smoking.6  Present  survey  data 
show  that  only  56  percent  of 
pediatricians  routinely  collect  in- 
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Table  4.  Procedures  for  parents  who  smoke  (n  = 151 ). 

Procedure  Percent 

Routinely  ask  all  parents  if  they  smoke  64 

Advise  parents  who  smoke  about  the  health  hazards  of 

smoking  81 

Advise  parents  to  stop  smoking  82 

Distribute  self-help  stop  smoking  material  23 

Provide  counseling/assistance  for  smoking  cessation  20 

Prescribe  nicotine  replacement  therapy  1 8 

Encourage  parents  to  select  quit  date  21 

Provide  followup  session(s)  to  discuss  smoking  cessation  1 1 

Refer  patient  to  quit  smoking  therapy  30 


formation  on  smoking  behavior  of 
children  and  adolescents,  and  64 
percent  of  pediatricians  collect  in- 
formation on  parental  smoking. 
While  these  data  compare  fav- 
orably with  a recent  survey  of 
Vermont  physicians,8  there  is 
considerable  room  for  improve- 
ment. 

While  the  vast  majority  of 
pediatricians  advise  patients  and 
parents  who  smoke  to  quit  smok- 
ing, the  proportion  of  pediatri- 
cians who  provide  active  as- 
sistance for  smoking  cessation  is 
considerably  lower.  A similar  ob- 
servation holds  for  primary  care 
physicians  and  their  patients.6 
Former  Surgeon  General  Koop 
noted  that  one  of  the  pediatri- 
cian’s most  important  obligations 
is  to  encourage  and  help  parents 
quit  smoking.11  The  present  data 
suggest  that  more  pediatricians 
must  utilize  effective  behavioral 
strategies  to  enhance  the  impact 
of  their  encounters  with  parents 
who  smoke.  To  do  this,  it  prob- 
ably is  important  for  pediatricians 
to  acquire  appropriate  counseling 
skills  and  to  set  aside  time  for 
intervention  discussions  with 
smokers.  The  latter  may  be  more 
easily  said  than  done  in  busy  of- 
fice practices,  and  until  third- 
party  payors  cover  the  cost  of 
smoking  cessation,  it  is  unlikely 
that  pediatricians  or  other  physi- 
cians will  be  able  to  devote  suffi- 
cient efforts  to  smoking  interven- 
tion and  followup. 


Similarly,  there  is  a need  for 
more  comprehensive  behavioral 
intervention  with  children,  ad- 
olescents, and  teens  who  smoke. 
This  is  not  a simple  issue,  because 
the  development  of  effective  in- 
tervention strategies  for  young 
people  who  smoke  still  is  in  its 
infancy.12  Despite  this,  it  is  of  in- 
terest to  note  that  46  percent  of 
the  pediatricians  reported  that 
they  prescribe  nicotine  replace- 
ment therapy  to  older  teens  who 
wish  to  quit  smoking  (compared 
to  18  percent  for  parents).  This 
demonstrates  genuine  concern 
and  effort  on  the  part  of  pediatri- 
cians, and  it  would  be  of  more 
than  a passing  interest  to  learn 
more  about  their  success  rates. 

Finally,  it  should  be  noted  that 
the  present  survey  specifically  ad- 
dressed intervention  on  smoking, 
and  it  did  not  address  in  detail  the 
important  area  of  primary  preven- 
tion of  smoking  onset.  In  view  of 
the  fact  that  relatively  few  respon- 
dents reported  that  they  post  anti- 
smoking signs,  distribute  educa- 
tional material  on  cessation/ 
prevention,  show  films/videos  on 
smoking  prevention  or  cessation 
in  their  waiting  rooms,  or  ask 
young  people  about  smoking,  it  is 
likely  that  their  activities  in  the 
prevention  area  leave  much  to  be 
desired.  Of  course,  intervention 
on  parental  smoking,  ETS,  and 
patient  smoking,  along  with  en- 
couragement for  the  creation  of  a 
smoke-free  household,  should 


have  a beneficial  impact  on  smok- 
ing onset.  Young  people,  how- 
ever, continue  to  acquire  the 
smoking  habit  at  an  alarming 
rate,3  and  a new  generation  of 
smokers  literally  is  replacing 
older  smokers  who  ultimately 
succumb  to  tobacco-related  dis- 
ease. Community  pediatricians 
have  a unique  and  pivotal  role  to 
play  in  the  battle  for  the  health 
of  the  next  generation.  H 

Dr.  Hymowitz  is  professor  of  clinical 
psychiatry,  UMDNJ-New  Jersey  Medi- 
cal School.  The  paper  was  submitted 
in  March  1995  and  accepted  in  July 
1995.  Address  reprint  requests  to  Dr. 
Hymowitz,  ADMC  1430,  30  Bergen 
Street,  Newark,  NJ  07107-3007. 
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Attitudes  of  physicians 
regarding  physician- 
assisted  suicide 

Michelle  Reisner,  MI) 
Anthony  N.  Damato,  Ml) 


— 

A survey  of  New  Jersey  physicians  reveals  no  clear  consensus 
as  to  whether  physician-assisted  suicide  should  be  legalized, 
and  most  physicians  stated  that  they  would  not  participate  in 
such  activities  where  it  is  legal  to  do  so.  Further  studies  need 
to  be  undertaken. 


^ hysician-assisted  suicide 
| 1 J is  a bioethical  issue  com- 
I manding  significant  at- 
JL  tention  among  the  gen- 
eral public,  the  medical  profes- 
sion, and  the  media.  In  1991, 
'voters  in  the  state  of  Washington 
i narrowly  defeated  Initiative  119, 
which  would  have  legalized 
I physician-assisted  suicide.  In 
1992,  a similar  initiative  (Proposi- 
tion 161)  also  was  narrowly  re- 
jected by  voters  in  California.  In 
November  1994,  voters  in  Oregon 


passed  Measure  16  that  allowed 
physicians  to  help  terminally  ill 
patients  commit  suicide. 

While  much  has  been  written 
in  opposition  to  and  in  support  of 
physician-assisted  suicide,1'16  only 
a few  statewide  surveys  of  physi- 
cian’s attitudes  on  this  subject 
have  been  reported.1,  |l' 

We  surveyed  New  Jersey  phy- 
sicians to  determine  their  at- 
titudes about  the  legalization  of 
physician-assisted  suicide,  wheth- 
er thev  would  ever  participate  in 


such  an  activity  if  legal,  and 
whether  they  would  ever  request 
physician-assisted  suicide  for 
themselves. 

METHODS 

During  June  1994,  a one-time 
mailing  was  made  to  4,356  physi- 
cians selected  randomly  from  the 
American  Medical  Association 
(AM A)  list  of  New  Jersey  physi- 
cians. This  list  included  physi- 
cians who  were  members  and 
nonmembers  of  the  AMA.  Mail- 
ings were  made  to  2,303  (52.8 
percent)  practitioners  of  internal 
medicine,  1,740  (40.1  percent) 
family  medicine  practitioners,  208 
(4.9  percent)  oncologists,  and  99 
(2.2  percent)  geriatricians. 

The  questionnaire  contained 
eight  questions  relating  to  demo- 
graphic data  of  those  surveyed: 
age,  gender,  marital  status,  type 
of  practice,  years  in  practice, 
hospital  affiliation,  site  of  practice, 
and  religion.  One  question  asked 
if  competent  patients  with  a 
predictable  terminal  illness 
should  have  the  right  to  request 
a physician-assisted  suicide.  We 
asked  whether  the  physician 
thought  physician-assisted  suicide 
should  be  legalized  and  for  those 
answering  no  what  their  objec- 
tions) was  to  its  legalization,  i.e. 
moral,  ethical,  religious,  profes- 
sional (Figure).  Under  the 
premise  that  if  physician-assisted 
suicide  was  legal,  the  last  two 
questions  asked  if  physicians 
would  participate  in  such  an  ac- 
tivity if  requested  by  their  pa- 
tients or  request  phvsician-as- 


Table  1.  Characteristics  of  respondents. 


Category  Percent 


Gender 

Male  85 

Female  15 

Marital  Status 
Married  88.2 

Unmarried  11.7 

Practice  Type 
Internal  medicine  71.4 

Geriatrics  1 1 .9 

Family  practice  10.6 

Oncology  6.1 

Years  in  Practice 

I- 5  Years  8.8 

6-10  Years  19.2 

II- 15  Years  15.0 

16-20  Years  12.2 

>20  Years  44.7 


Category  Percent 


Hospital  Affiliation 

Yes 

91.1 

No 

8.8 

Practice  Site 

Office  based 

68.9 

Hospital  based 

10.6 

Both 

20.3 

Religion 

Catholic 

39.5 

Jewish 

28.8 

Protestant 

15.5 

Hindu 

3.2 

Muslim 

1.4 

Other 

6.4 

None 

4.4 
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Table  2.  Responses  to  questions. 


Question 

Percent 

Question  Percent 

Patients  should  have  right  to 

Would  participate  in  physician- 

request  physician-assisted 

assisted  suicide  if  legal? 

suicide? 

Yes  (362) 

35.8 

Yes  (591) 

58.5 

No  (585) 

57.9 

No  (407) 

40.3 

Undecided  (64) 

6.3 

Undecided  (13) 

1.2 

Would  consider  physician- 

Physician-assisted  suicide 

assisted  suicide  for  self? 

should  be  legalized? 

Yes  (473) 

46.8 

Yes  (508) 

50.2 

No  (490) 

48.5 

No  (491) 

48.6 

Undecided  (48) 

4.7 

Undecided  (12) 

1.2 

Table  3.  Characteristics  of  th 

ose  who  approve  and  disapp 

rove  of 

legalizing  physician- 

assisted  suicide. 

Percent 

Percent 

Percent 

Approve 

Disapprove 

Undecided 

Gender 

Male  (859) 

50.2 

48.6 

1.2 

Female  (152) 

49.0 

49.7 

1.3 

Religion 

Catholic  (394) 

36.0 

62.2 

1.8 

Jewish  (291) 

69.8 

29.2 

1.0 

Protestant  (157) 

40.1 

59.9 

0 

Hindu  (32) 

59.4 

40.6 

0 

Muslim  (14) 

21.4 

78.6 

0 

Other  (65) 

58.4 

41.5 

0.1 

None  (44) 

84.1 

15.9 

0 

Practice  Type 

Internal  medicine  (722) 

52.5 

46.3 

1.2 

Family  practice  (107) 

48.4 

51.6 

0 

Oncology  (61) 

39.0 

61 

0 

Geriatrics  (120) 

42.1 

56.1 

1.8 

Years  in  practice 

<15  Years  (346) 

51.7 

47.4 

0.9 

>15  Years  (663) 

49.6 

49.0 

1.4 

Age  Group 

<40  Years  (244) 

47.3 

51.8 

0.9 

>40  Years  (767) 

50.3 

48.3 

1.4 

sisted  suicide  for  themselves  or 
close  family  members. 

RESULTS 

Of  the  4,356  physicians  sur- 
veyed, responses  were  received 
from  1,011  (23.1  percent).  Char- 
acteristics of  the  respondents  are 
shown  in  Table  1 . The  mean  age 
of  respondents  was  51  years. 
Table  2 shows  answers  to  main 
survey  questions.  Table  3 pre- 


sents the  characteristics  of  those 
who  approved  and  disapproved  of 
legalizing  physician-assisted  sui- 
cide. Table  4 shows  a further 
breakdown  of  those  who  would  or 
would  not  participate  in  physi- 
cian-assisted suicide  based  upon 
approval  or  disapproval  of  its 
legalization.  Table  5 shows  that  of 
the  508  physicians  who  approved 
of  legalizing  physician-assisted 
suicide,  86  percent  would  con- 


sider it  for  themselves  or  a clos* 
family  member.  Conversely,  c 
the  491  physicians  who  disap 
proved  of  legalizing  physieian-as 
sisted  suicide  only  6.3  percen 
would  consider  it  for  themselve 
or  a family  member. 


DISCUSSION 


Tabl 


Won 


Tat 


The  results  of  our  study  shov 
that  there  is  no  clear  consensu: 
among  New  Jersey  physicians  re 
garding  legalization  of  physician  | 
assisted  suicide  and,  furthermore 
a majority  would  not  participat( 
in  physician-assisted  suicide.  Ir 
two  similar  statewide  surveys,  ; 
slight  majority  of  physicians  fav 
ored  legalization  of  physician-as- 
sisted suicide.1'"18 

In  a survey  of  336  Michigar 
physicians  (representing  a 67.2 
percent  response  rate),  Baclnnar 
reported  that  54  percent  of  physi- 
cians favored  legislative  enact- 
ment of  a law  allowing  physician- 
assisted  suicide  but  with  ex- 
tensive safeguards;1,  8 percent  oi 
physicians  were  uncertain;  and  38 
percent  of  physicians  favored 
keeping  physician-assisted  suicide 
illegal.  When  asked  if  they  would 
participate  in  physician-assisted 
suicide  or  euthanasia  if  legal- 
ized, 51  percent  of  physicians  said 
they  would  not  participate  in 
either  activity;  12  percent  of 
physicians  would  consider  partici- 
pation in  physician-assisted  sui- 
cide; and  25  percent  of  physicians 
would  consider  participation  in 
both.17 

In  a survey  involving  938 
Washington  State  physicians  (rep- 
resenting a response  rate  of  69 
percent),  Cohen  reported  that  53 
percent  of  physicians  thought  that 
physician-assisted  suicide  should 
be  legal  in  some  situations  but 
only  40  percent  of  physicians  said 
they  would  be  willing  to  assist  a 
patient  in  committing  suicide.18 
For  one  question  not  asked  in  the 
other  two  studies,  we  found  that 
46.8  percent  of  respondents 
would  request  physician-assisted 
suicide  for  themselves  or  their 
families.  In  regard  to  this  latter 
point,  our  findings  are  not  too 
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Table  4.  Participation  in 

physician-assisted  suicide. 

Favored  Legalization 

Disapproved  of 

of  Physician-Assisted 

Legalizing  Physician- 

Suicide  (508) 

Assisted  Suicide  (491) 

No  Response  (12) 

Would  participate  if  legal? 

342  (67.3%) 

18  (3.6%) 

2 (16.6%) 

Would  not  participate  even 
if  legal? 

115  (22.6%) 

466  (94.7%) 

4 (33.3%) 

No  response. 

51  (10%) 

7 (1.3%) 

6 (50%) 

Table  5.  Respondents'  attitudes. 

Favored  Legalization 

Disapproved  Legalizing 

of  Physician-Assisted 

Physician-Assisted 

Suicide  (508) 

Suicide  (491) 

No  Response  (12) 

Would  request  for  self? 

437  (86%) 

31  (6.3%) 

4 (33.3%) 

Would  not  request  for  self? 

36  (7%) 

450  (91.6%) 

2 (16.6%) 

Undecided. 

35  (7%) 

10  (2.0%) 

6 (50.0%) 

Objections  to  physician-assisted  suicide. 

400-1 


Mora!  Ethical  Religious  Professiona! 

Figure.  Breakdown  of  the  1,319  total  objections  offered  by  the  491  respondents  who  were  not  in  favor  of 
legalizing  physician-assisted  suicide. 
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dissimilar  from  those  of  Watts 
who  in  a national  study  involving 
1,381  internist-geriatricians  re- 
ported that  while  only  26  percent 
of  respondents  favored  easing  re- 
strictions on  physician-assisted 
suicide,  41  percent  of  respon- 
dents would  consider  suicide  a 
possible  option  if  they  themselves 
were  afflicted  with  a dementing 
illness.20 

Our  response  rate  of  23.1  per- 
cent was  significantly  less  than 
that  of  Bachman  and  Cohen.  One 
could  speculate  that  the  higher 
response  rates  in  these  two 
studies,  in  part,  may  be  due  to  the 
publicized  activities  of  Dr.  Jack 
Kevorkian  and  the  passage  of 
legislation  banning  physician-as- 
sisted suicide  in  Michigan  and  to 
the  public  debate  surrounding  the 
narrow  defeat  by  voters  of  In- 
itiative 119  in  Washington.  Ad- 
ditionally, Cohen  followed  up 
with  two  additional  mailings  to 
initial  nonrespondents  that  im- 
proved the  response  rate. 

To  what  extent  our  results  are 
reflective  of  the  opinions  of  physi- 
cians in  states  heretofore  not 
surveyed  is  unknown  and  further 
studies  need  to  be  done.  H 
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The  future  of  health  care 
and  the  medical  profession 
in  the  United  States 

Donald  Louria,  MI) 


The  medical  profession  is  going  through  a traumatic  period 
characterized  by  loss  of  autonomy  and  subversion  of  doctor- 
patient  relationships.  To  prepare  for  the  future,  physicians  need 
a shared  vision  and  cohesive  strategies  and  goals.  Physicians 
need  to  be  informed  and  proactive. 


The  medical  profession  is 
suffering  through  a very 
difficult  period,  charac- 
terized by  loss  of  physi- 
cian control  and  autonomy,  ac- 
companied by  a reduction  in  in- 
come. And,  equally  important, 
and  an  almost  inevitable  casualty 
of  the  ascendancy  of  managed 
care,  is  the  doctor-patient  rela- 
tionship, once  thought  to  be  the 
touchstone  of  clinical  medicine. 
The  erosion  of  this  sacrosanct  re- 
lationship is  underway;  the 
erosion  started  long  before  the 
current  turmoil,  a consequence  of 
our  ever-increasing  dependence 
on  and  the  sophistication  of 
burgeoning  technologies.  Clearly, 
at  this  writing,  the  managed  care- 
health  maintenance  organization 
(HMO)  onslaught  has  not  reached 
its  zenith.  The  competing  net- 
works, the  deals  within  deals,  all 
will  result  in  an  ever-more  op- 
pressive environment  for  the 
practice  of  medicine  that  will  un- 
dermine further  the  doctor-pa- 
tient relationship. 

If  one  accepts  this  unpleasant 
scenario  and  further  assumes  this 
period  will  not  last  forever,  then 
a derivative  obligation  is  to  define 
what  we  believe  is  a desirable 
path  for  health  care  in  the  future. 
The  medical  profession  must 


behave  like  futurists;  we  must  re- 
alize that  if  we  believe  the 
present  and  the  next  few  years 
will  be  unpleasant  and  bad  for  the 
medical  profession,  then  we  must 
focus  on  the  future,  draw  up 
alternative  scenarios,  decide  on 
the  scenario  that  appears  most  de- 
sirable, and  work  toward  realiza- 
tion of  that  scenario.  We  must 
develop  a vision  and  establish 
specific  goals  and  strategies. 

THE  VISION 

Physicians  must  return  to  car- 
ing doctor-patient  relationships  as 
the  primary  focus  of  medical  care 
or,  more  accurately,  to  a close 
doctor-nurse-patient  relationship. 
This  may  sound  simplistic,  or 
even  lubricous,  but  it  is  critical. 
All  too  often  medicine  now  is 
dominated  by  a primary  focus  on 
technology,  procedures,  tests,  and 
money;  all  this  should  be  secon- 
dary to  a caring  and  trusting  rela- 
tionship. Doctors  will  need  to 
listen  to  patients  and  talk  with 
them  and  not  at  them.  Unfortu- 
nately, this  fundamental  precept 
is  going  to  be  severely  undercut 
by  the  managed  care  proposals 
that  will  concentrate  on  seeing  a 
large  number  of  patients  for  the 
shortest  possible  time  at  the  least 
possible  cost. 


A possible  antidote  to  this  de- 
terioration of  patient-doctor  rela- 
tionships is  the  annual  prevention 
examination.  This  is  an  intrinsic 
part  of  the  health-full-life  pro- 
gram that  now  is  law  in  New 
Jersey.1  At  the  annual  prevention 
examination,  20  to  30  minutes  is 
allotted  for  the  physician  to  dis- 
cuss with  the  patient  a variety  of 
issues  including  smoking  cessa- 
tion, nutrition,  exercise,  weight 
control,  automobile  safety,  sexual- 
ly transmitted  diseases  and  HIV 
risk  factors,  depression,  sexual 
dysfunction,  and  domestic  vio- 
lence. 

GOALS  AND  STRATEGIES 

1.  A single  payer  system  will 
eventually  be  needed.  Almost  cer- 
tainly, managed  care  will  not  suc- 
ceed as  a long-term  solution, 
since  it  will  encourage  an  ever- 
increasing  focus  on  costs  and  cut- 
ting corners,  at  the  expense  of  the 
doctor-patient  relationship.  In 
time,  health  personnel  and  pa- 
tients are  going  to  become  in- 
creasingly angry;  and  they  will 
force  the  end  of  the  managed 
care-HMO  era.  It  will  take  five  to 
ten  years,  but  it  will  happen. 

Single  payer  is  no  panacea,  but 
it  has  succeeded  elsewhere;  it  can 
avoid  many  of  the  problems  of 
current  payment  mechanisms  and 
it  can  promote  more  traditional 
doctor-patient  relationships. 

There  also  will  have  to  be 
sensible  cost  controls.  Part  of  our 
problem  has  arisen  from  excessive 
charges:  $1,000  to  $2,000  for  a 
colonoscopy;  $3,000  or  more  for 
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a cataract  removal;  and  $150  to 
$200  for  a mammogram.  Sensible 
costs  mean  just  that  — fair  charges, 
not  ferocious  cost-cutting  that  is 
unfair  to  the  physician. 

2.  There  should  be  a treatment 
gatekeeper  so  that  only  docu- 
mented treatments  are  covered. 
The  number  of  treatment  options 
increases  profoundly  every  year, 
and  many  of  them  are  very  ex- 
pensive. No  health  care  system 
can  afford  to  offer  unproved  treat- 
ments that  markedly  increase 
costs.  Just  because  a doctor  wish- 
es to  offer  a cancer  patient 
massive  radiation  and  drug  treat- 
ment with  bone  marrow  replace- 
ment at  a cost  of  $150,000  does 
not  justify  the  treatment.  Some 
group  will  have  to  say  which 
treatments  are  effective  and 
which  treatments  are  not,  and  the 
rule  should  be  that  if  a treatment 
is  experimental,  either  the  patient 
becomes  part  of  a well-designed 
experimental  study  or  the  patient 
pays  for  the  treatment. 

The  gatekeeper  should  be  an 
organization  with  expertise  in 
epidemiology  and  outcome 
analyses. 

3.  Technology  controls  are  ob- 
ligatory. We  need  to  figure  out 
how  to  achieve  such  controls  or 
costs  will  inevitably  escalate.  We 
cannot  adopt  every  technology 
just  because  it  is  available.  For 
example,  a recent  study  suggests 
that  magnetic  resonance  imaging 
detects  more  breast  lumps  than 
mammography.  It  also  is  perhaps 
five  times  as  expensive.  It  surely 
should  not  be  adopted  until  we 
prove  beyond  any  doubt  that  it  is 
a major  advance  in  saving  lives. 
Even  then  the  costs  may  be 
prohibitive.  This  is  a very  tricky 
issue.  The  diagnostic  technology 
gets  better  and  better — and  more 
expensive.  The  days  of  profligacy 
should  be  over.  We  have  to  be 
rigorous  about  our  technologies, 
or  cost-containment  strategies 
will  be  futile.  Control  means  re- 
jection of  some  technologic  ad- 
vances, limitations  in  usage  of 
others,  and  requirements  for 
physicians  to  use  sophisticated 


technologies  only  when  absolute- 
ly needed  as  supplements  to  (and 
not  as  replacements  for)  careful 
histories,  physical  examinations, 
and  thoughtful  analyses  of  pa- 
tients’ problems. 

4.  The  rhetoric  about  preven- 
tion should  be  translated  into  a 
national  health  promotion  and 
disease  prevention  program.  Dis- 
ease prevention-health  promotion 
gatekeepers  will  be  needed  to 
keep  programs  spartan,  but  com- 
prehensive, and  inexpensive. 
Prevention  programs  that  include 
inadequately  documented  tests  or 
that  are  very  expensive  could 
bankrupt  the  health  care  system. 

New  Jersey  has  taken  a gargan- 
tuan step  forward  with  the 
passage  of  the  Health  Wellness 
Promotion  Act.  The  bill  includes 
a cap  on  expenditures  and  an  ad- 
visory board  that  can  add  no  test 
or  action  unless  the  test  is 
documented  to  reduce  mortality, 
reduce  morbidity,  or  prolong 
good  quality  life.  The  legislation 
requires  that  each  health  insurer 
offer  the  health-full-life  program 
as  part  of  one  basic  policy  and 
that  all  HMOs  and  managed  care 
organizations  offer  the  program  to 
all  participants.  The  bill  now 
needs  to  be  fully  implemented; 
then  it  could  serve  as  a national 
model. 

If  health  promotion-disease 
prevention  programs  are  to  suc- 
ceed they  will  require  intensive 
social  marketing  and  financial  in- 
centives for  following  such  pro- 
grams, in  the  form  of  bonuses  or 
insurance  rebates,  or  reduction  in 
copayments. 

5.  It  is  time  to  realize  that  the 
combination  of  an  aging  popula- 
tion, ever-more  sophisticated  (and 
expensive)  technologies,  and  lim- 
ited financial  resources  make  it 
almost  inevitable  that  we  will 
have  to  prioritize  and  ration 
treatment.  In  the  year  2050,  more 
than  one-fourth  of  the  American 
population  will  be  over  age  60.  It 
would  be  nice  to  do  everything 
for  everyone  but  that  would 
bankrupt  the  system. 

We  just  cannot  do  everything 


for  everyone.  We  will  have  to  de-  ti 
cide  what  we  designate  as  essen-  $ 
tial  for  each  age  group.  The  rest  H 
then  will  have  to  be  eo-funded  by 
the  individual,  paid  for  by  sup-  t 
plemental  insurance,  or  pro- 
scribed under  certain  circum- 
stances. It  will  be  painful  but  it 
is  unavoidable. 

We  will  be  compelled  to  make 
decisions  about  major  technolo-  s 
gies  for  older  members  of  society.  < 
For  example,  it  might  be  ] 
necessary  to  say  that  after  a given  j 
age  there  will  be  no  liver,  kidney,  , 
or  bone  marrow  transplantations, 
regardless  of  ability  to  pay. 

6.  Having  living  wills  should 
be  mandatory.  One  of  the  most 
vulnerable  points  in  the  financial 
viability  of  any  health  care  system 
is  the  enormous  costs  created  by 
the  aging  process.  The  costs  re- 
quired for  the  16  to  25  million 
people  over  the  age  of  85  who  will 
be  in  our  society  50  years  from 
now  will  be  astronomical.  For 
most  people  of  that  age,  the 
greatest  medical  costs  will  come 
in  the  last  2 years  of  life.  Prolong- 
ing life  by  carrying  out  heroic  or 
intensive  (and  expensive)  proce- 
dures not  wanted  by  the  in- 
dividual is  improper.  Increasing 
numbers  of  people  would  prefer 
when  terminal  illness  approaches 
to  die  quietly,  with  as  much  digni- 
ty and  privacy  as  possible.  To 
spend  a lot  of  money  to  keep  a 
98-year-old  person  alive  for  six 
more  months  with  a poor  quality 
of  life  and  in  defiance  of  such 
wishes  makes  no  sense.  And  it 
will  help  destroy  the  medical  care 
system. 

Living  wills  should  be  written 
at  age  25  and  updated  every  10 
years.  We  also  will  have  to  come 
to  grips  with  assisted  dying. 
There  comes  a time  when  death 
holds  no  terror  and  is  welcomed 
as  a friend;  this  often  happens  to 
people  after  age  85.  The  desire  for 
assisted  death  under  certain  cir- 
cumstances could  be  included  as 
a part  of  every  living  will. 

There  are  two  further  points:  It 
is  crucial  that  we  conduct  our 
social  marketing  of  health  promo- 
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t.ion  and  disease  prevention  to  all 
segments  of  our  society.  The 
Health  Wellness  Promotion  Act 
provides  the  framework  under 
which  people  can  opt  for  a state- 
of-the-art  health  promotion  pro- 
gram and  do  so  knowing  the  pro- 
gram will  be  paid  for  out  of  stan- 
dard premiums.  The  entire 
health-full-life  program  will  cost 
about  5 percent  of  the  premium. 
Surely  that  is  not  unreasonable. 
But  there  is  no  mandate  requiring 
individuals  to  participate  in  an  an- 
nual prevention  examination.  We 
must  persuade  them  that  such  an 
examination  is  highly  desirable; 
that  in  turn  means  we  must  in- 
form, cajole,  and  provide  a variety 
of  incentives. 

One  of  the  dangers  is  that  we 
will  end  up  further  subdividing 
the  public  into  two  populations. 
The  evidence  is  that  there  is  a 
growing  health  gap  between  those 
who  are  better  educated  and 
more  affluent  and  those  who  are 
less  educated,  and  less  affluent.2 
Certain  ethnic  minorities  tend  to 
fall  in  the  latter  group.  Better 
educated,  more  affluent  persons 
are  more  likely  to  follow  health 
promotion-disease  prevention  ac- 
tivities.3'0 In  our  zeal  to  promote 
programs  such  as  health-full-life, 
if  we  are  not  careful,  we  may  in- 
advertently encourage  further 
subdivision  of  the  public  into 
those  who  are  better  educated, 
more  affluent  and  healthier;  and 
those  who  are  less  educated,  less 
affluent,  and  less  healthy. 

The  only  way  to  avoid  such  an 
unacceptable  dichotomy  is  to  vig- 
orously market  health  promotion 
and  disease  prevention  to  every- 
one with  a particular  focus  on 
those  who  are  not  actively 
participating  in  such  programs. 

The  second  point  is  that  in  the 
future,  five  to  ten  years  hence,  we 
will  have  more  fully  documented 
health  promotion-disease  preven- 
tion tests  than  we  can  afford 
under  the  present  financial  cap  in 
the  Health  Wellness  Promotion 
Act.  At  that  point  we  could  raise 
the  cap,  but  if  we  do  keep  doing 
that,  health  promotion  will  be- 


come so  expensive  that  it  will  in- 
evitably fail.  The  alternative  is  to 
tailor  the  prevention  tests  and  ac- 
tions to  the  individual  needs  with- 
in the  cap.  For  example,  it  may 
be  necessary  for  a woman  to 
choose  two  out  of  three  in  any 
given  year  when  considering 
screening  for  breast,  ovarian,  and 
cervical  cancers.  A man  might 
have  to  elect  to  prolong  the  in- 
terval between  flexible  co- 
lonoscopies in  order  to  do  screen- 
ing for  prostate  cancer. 

The  choices  may  not  be  easy; 
it  will  require  providing  the  in- 
dividual with  as  much  information 
as  possible  and  then  using  the 
annual  prevention  examination  as 
an  opportunity  for  health  person- 
nel to  help  individuals  make  the 
best  informed  and  most  sensible 
choices  that  will  maximize  the 
chances  of  the  individual  leading 
a longer,  healthier  life,  yet  staying 
within  established  financial  caps. 

We  should  debate  visions, 
goals,  and  strategies  for  the 
medical  profession.  Once  physi- 
cians have  agreed  on  a vision  and 
on  goals  and  strategies,  physicians 
must  do  something  we  have  not 
done  in  the  past— speak  in  a rea- 
sonably cohesive  style  to  help 
fashion  the  future.  And  we  had 
better  do  it  now,  during  the  un- 
pleasant managed  eare-HMO  era 
so  that  we  are  ready  to  claim  a 
future  that  is  good  for  us  and  the 
public.  If  we  do  not  prepare  now, 
if  we  do  not  agree  on  a shared 
vision  and  goals,  we  will  find 
ourselves  disorganized,  confused, 
and  uncertain.  At  that  time,  when 
the  current  approach  to  health 
care  runs  into  major  troubles,  our 
lives,  our  futures,  and  the  con- 
figuration of  our  profession  will 
be  decided  by  others  — entrepre- 
neurs and  politicians.  I 
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1995  in  Washington,  DC.  Don’t  pass  up  this  opportunity  to  participate  in  AMA’s  policy- 
making process  and  make  a difference  in  the  way  your  representative  organization 
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can  also  gain  valuable  knowledge  and  make  useful  contacts  by  attending  OMSS 
educational  programs  and  networking  functions. 

With  the  growth  of  managed  care,  the  merging  of  hospitals,  and  the  corporatization  of 
medicine,  the  traditional  roles  and  responsibilities  of  the  medical  staff  are  being 
challenged.  To  help  physicians  respond  effectively,  OMSS’s  educational  program 
titled,  “Creating  the  Future  and  Getting  There  First,”  will  focus  on  changing  the 
medical  staff  paradigm,  thinking  in  the  future  tense,  and  strengthening  the  physi- 
cians’ leadership  role  in  the  governance  of  hospitals,  integrated  delivery  systems,  and 
managed  care  organizations.  More  specifically,  the  session  will  address: 

• The  changing  environment  and  the  value  of  self-governance; 

• How  to  reengineer  and  improve  medical  staff  functions  and  processes; 

• The  attributes  of  a successful  self-governing  physician  organization  (PO); 

• The  components  of  governance  and  resources  needed  to  develop  a 
community-based  PO; 

• What  criteria  should  be  utilized  in  making  partnering  decisions;  and 

• How  to  manage  risk,  respond  to  legal  and  logistical  challenges,  and  raise  capital. 

For  new  insight  into  how  to  increase  physician  involvement  in  your  community  attend 
the  AMA-OMSS  Interim  Assembly  Education  Program  on  Friday,  December  1 from 
2:30  pm  to  5:30  pm  in  Washington,  DC. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physi- 
cians.” 

“The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  1 of  the  Physician’s  Recognition  Award.” 

For  more  information  please  call  800  AMA-3211  and  ask  for  the  AMA’s  Department 
of  Organized  Medical  Staff  Services. 
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Case  report: 

Autoimmune  polyglandular 
syndrome 

Suzan  Khalil,  MD 
Martin  L.  Evers,  MD 


The  authors  present  a case  of  autoimmune  polyglandular 
syndrome,  a rare  inherited  condition.  Early  recognition  allows 
prevention  of  significant  morbidity  and  mortality.  A review  of 
the  literature  of  this  multiple  endocrine  end  organ  disease  is 
presented. 


The  autoimmune  polyglan- 
dular (APG)  syndromes 
are  a rare,  inherited  con- 
stellation of  disorders 
characterized  by  multiple  en- 
docrine end  organ  failures.1  Since 
the  individuals  have  more  than 
one  endocrine  failure,  it  is  impor- 
tant to  recognize  these  syndromes 
in  clinical  practice  and  to  be  alert 
to  the  possibility  of  a second 
major  endocrine  organ  failure 
after  a first  one  has  been 
diagnosed.  We  present  a case  re- 
port followed  by  a review  of  the 
literature. 

CASE  REPORT 

A 40-year-old  female  presented 
at  age  38  with  a chief  complaint 
of  generalized  weakness  and  pain 
in  her  extremities,  symptoms 
that  persisted  for  several  years. 
She  was  diagnosed  with  insulin 
dependent  diabetes  mellitus 
(IDDM)  at  age  10,  complicated 
by  retinopathy,  neuropathy,  gas- 
tropathv,  and  nephropathy,  re- 
quiring multiple  hospitalizations. 
At  age  30,  she  was  found  to  have 
a nontoxic  goiter  and  hypothy- 
roidism. Hypoadrenalism  was 
diagnosed  at  age  36.  There  also 
was  a history  of  benign  fibrocystic 
disease  by  biopsy  of  the  breast  at 
age  30,  partial  hysterectomy  for 


dysfunctional  bleeding  at  age  32, 
and  anxiety  and  depression  with 
several  suicide  attempts. 

The  family  history  is  prominent 
and  significant.  The  patient’s 
mother  had  a goiter,  and  current- 
ly is  hypothyroid  with  vitiligo. 
The  patient  s brother  had  toxic 
goiter  requiring  thyroidectomy, 
developing  hypoparathyroidism 
postoperatively,  and  kidney 
stones.  There  are  two  nieces  and 
a nephew  with  hypothyroidism, 
all  of  which  started  after  age  20. 
The  patient’s  maternal  grand- 
mother expired  due  to  complica- 
tions of  IDDM.  In  addition,  her 
father  had  tuberculosis  and  died 
of  carcinoma  of  the  prostate. 

The  patient’s  medications  are 
human  insulin,  hydrocortisone, 
fludrocortisone,  levothyroxine, 
and  fentanyl  patches.  Her  al- 
lergies include  sulfonamides,  beef 
and  pork  insulin,  and  penicillin. 
She  is  twice  divorced,  has  one 
child  born  when  the  patient  was 
20  and  had  another  pregnancy 
end  in  a spontaneous  miscarriage. 
She  has  a 20-year  history'  of 
cigarette  smoking  and  denies  al- 
cohol and  drug  abuse. 

The  patient  appears  her  stated 
age.  She  is  slightly  underweight, 
not  in  acute  distress,  and  usually 
is  anxious  and  tearful.  Her 


ophthalmological  examination  is 
notable  for  mild  background 
retinopathy  without  any  exudate 
or  hemorrhage.  The  neck  is  sup- 
ple with  a smooth  and  slightly 
enlarged  thyroid.  Her  lungs  are 
clear;  the  heart  shows  a regular 
rhythm  with  no  gallop  or  murmur 
and  the  abdomen  is  benign  other 
than  two  scars.  Her  neurological 
examination  is  significant  for 
minimally  reduced  power  in  all 
four  extremities,  reduced  vibra- 
tory sensation  in  all  four  ex- 
tremities, reduced  soft  touch 
sensation  in  the  legs,  and  all  deep 
tendon  reflexes  are  intact.  There 
is  slight  atrophy  in  both  upper 
arms. 

Investigations  include  fasting 
hypercholesterolemia,  fasting 
hypertriglyceridemia,  an  elevated 
glycosylated  hemoglobin,  normo- 
chromic normocytic  anemia,  and 
positive  antithyroglobulin  and 
antimicrosomal  antibodies.  Her 
blood  sugars  usually  run  between 
150  and  250  mg/dl,  with  frequent 
bouts  of  extreme  hypoglycemia 
and  hyperglycemia. 

DISCUSSION 

APG  failure  is  a rare  endocrine 
disorder  composed  of  any  com- 
bination of  at  least  two  of  the 
following  autoimmune  endocrine 
disorders:  Addison’s  disease,  hy- 
poparathyroidism, IDDM,  pri- 
mary gonadal  failure,  mucocu- 
taneous candidiasis,  vitiligo, 
alopecia,  pernicious  anemia, 
chronic  active  hepatitis,  primary 
biliary  cirrhosis,  and  malabsorp- 
tion syndrome.2  4 
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Table  1.  Association  of  autoimmune  diseases  and  HLA  types. 


Disease 

Class  1 

Class  II 

APG  type  II 

5,7,8,21  ggl  .3-8,21 

DR3511,21,  DR45-1121 

Addison’s  disease 

B85,8,21 

DR35-16,  DR45,16 

IDDM 

B85-8  18  22,  B1518 

DR3518,22,  DR451822 

IDDM  protective 

B718 

DR218,22 

Pernicious  anemia 

CXI 

CO 

DR21618 

Myasthenia  gravis 

B8818 

DR31118,  DQW211 

Hashimoto’s  thyroiditis 

B8820,21 

DR5818,  DR38-20 

Graves’  disease 

B81821,  B3520,21 

DR318,  DW320 

Celiac  disease 

B811-18 

DR318,  DR718 

Chronic  active  hepatitis  (non-B) 

B818 

DR318 

Primary  biliary  cirrhosis 

B4018 

DR318 

APG  is  classified  in  three 
categories:2"4  APG  type  I is  seen 
in  patients  who  have  at  least  two 
of  the  following:  Addison’s  dis- 
ease, hypoparathyroidism,  and 
chronic  mucocutaneous  candidi- 
asis. Malabsorption  secondary  to 
celiac  disease  is  found  in  20  per- 
cent of  the  patients  with  APG 
type  I.  APG  type  II  is  associated 
with  a combination  of  Schmidt’s 
syndrome  as  described  in  Ad- 
dison’s disease,  autoimmune  thy- 
roid disease  (Graves’  disease  or 
hypothyroidism)  and/or  IDDM. 
APG  type  III  presents  in  patients 
who  have  autoimmune  thyroid 
disease  with  any  other  auto- 
immune disease  except  for  Ad- 
dison s disease.  Patients  with  type 
III  developing  hypoadrenalism 
later  in  life  are  considered  to  be 
type  II. 

Pathogenesis  and  genetic  com- 
ponent. Autoimmune  polyglandu- 
lar endocrinopathy  is  character- 
ized by  the  presence  of  circulat- 
ing organ  specific  antibodies  even 
in  the  absence  of  overt  clinical 
disease.5  The  initial  lesion  and 
precipitating  events  that  result  in 
the  syndrome  are  unknown  but 
immunogenic  and  immunologic 
similarities  are  present  with  re- 
gard to  both  the  time  course  and 
pathogenesis  of  each  component 
disorder.  A human  leukocyte  anti- 


gen associated  genetic  predisposi- 
tion coupled  with  additional 
genetic  factors  (defects  in  cell- 
mediated  immunity)  and  un- 
known triggering  events  (en- 
vironmental or  somatic  mutation) 
result  in  an  autoimmune  process 
that  precipitates  either  glandular 
destruction  or  hyperfunction.5 

As  with  many  other  immune 
disorders,  APG  type  II  tends  to 
be  familial,  being  inherited  in  at 
least  some  cases  as  autosomal 
dominant  with  variable  pene- 
trance.*1 ' It  has  been  found  that 
in  many  cases  there  is  an  associa- 
tion between  the  occurrence  of 
APG  tvpe  II  and  the  presence  of 
HLA  BS.13"8  While  this  gene, 
present  in  24  percent  of  the  con- 
trol population,  does  not  seem  to 
cause  the  disease,  it  is  hypothe- 
sized to  be  tightly  linked  to 
chromosome  6 in  linkage  dis- 
equilibrium.8 

In  APG  type  I,  there  is  no  as- 
sociation with  HLA  and  there  is 
familial  clustering  of  cases  that 
occurs  by  autosomal  recessive  in- 
heritance. A wide  variety  of  auto- 
immune diseases  affecting  various 
organ  systems  has  been  found  to 
be  associated  with  certain  HLA 
expressions  (Table  1).  Each  in- 
volved organ,  in  its  own  right,  has 
specific  antigens  attacked  by  auto- 
antibodies (Table  2).  The  action  of 


these  antibodies  is  to  inhibit  La 
enzymatic  steps  and  cause  W 
destruction  of  the  cells  expressing  Uf 
enzymes.9  itfi 

Association  with  other  st/n-Lc 
dromes.  Associations  between  I tu 
APG  and  other  multisystem  dis- 
eases have  been  noted  in  the  fo 
literature.  Among  these  path-  ol 
ologies  are  the  POEMS  syn-|si 
drome,  Kearns-Sayre  syndrome,  ti 
thymic  tumors,  trisomy  21,  con-  L 
genital  rubella,  DIDMOAD  svn-  L 
drome,  celiac  disease  with  mal-  j tl 
absorption,  sarcoidosis,  presence  ; (] 
of  alveolar  antibasement  mem-  [ 
brane  antibody,  and  Alstroms’s  i $ 
syndrome.2-0’13"10  s 

POEMS  syndrome  is  a multi-  | 
system  disease  with  plasma  cell  | 
dyserasia,  polyendocrinopathy,  , 
e.g.  IDDM,  gonadal  failure,  j 
hypothyroidism,  organomegaly, 
polyneuropathy,  M proteins,  and 
skin  changes.5  Patients  present 
with  severe  progressive  sensori- 
motor neuropathy,  hyperpigmen- 
tation, and  sclerotic  bone  lesions. 
Treatment  involves  radiotherapy 
of  the  localized  plasma  cell  lesions 
of  the  bone. 

Kearns-Sayre  syndrome  is  an 
oculocraniosomatic  neuromuscu- 
lar disease  with  ragged  red 
fibers.5  There  are  myopathic  ab- 
normalities leading  to  ophthal- 
moplegia and  progressive  weak- 
ness, combined  with  several 
endocrine  abnormalities,  e.g. 
IDDM,  gonadal  failure,  hypo- 
parathyroidism, hypopituitarism. 
Histology  shows  crystalline  mito- 
chondrial inclusions  in  both  mus- 
cle biopsy  and  cerebellar  tissue. 
Retinitis  pigmentosa  and  heart 
block  have  been  described  with 
the  disease  and  antibodies  to  the 
anterior  pituitary  and  striated 
muscles  have  been  found.5 

The  illnesses  associated  with 
thymoma  are  similar  to  those  in 
APG  type  II,  although  the  fre- 
quency of  specific  disorders  is  dif- 
ferent.5 Myasthenia  gravis  is 
found  in  44  percent  of  cases  with 
thymic  tumors,  red  blood  cell 
aplasia  is  found  in  20  percent, 
hypoglobulinemia  is  found  in  6 
percent,  autoimmune  thyroid  dis- 
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Table  2.  Specific  antigens  and  autoantibodies,  as  a function  of  the 
affected  organ  or  disease  state. 

Organs 

Antigen 

Antibody 

Thyroid 

Thyroid  peroxidase5 

Antimicrosomal5,20 
Antithyroglobulin520 
Thyroid  stimulating 
immunoglobulin5 

Pancreas 

Glutamic  acid 
decarboxylase  89 

Anti-islet  cell19 
Anti-insulin19 

Stomach 

Parietal  cell 
Intrinsic  factor 

Anti-parietal  cell2,16 
Anti-intrinsic  factor216 

Skin 

Melanocytes 

Anti-melanocyte16 

Ovaries,  testes, 
adrenals 

Cytochromes 

Anti-cytochrome  P450c1710, 
P450SCC10 

Placenta  steroid 
producing 

P450C1710,  P450scc’° 

(Testis  more  resistant 
than  ovary) 

Adrenals 

Cytochrome  P450c2110 

Anti-cytochrome  P450c2110 

Parathyroid 

Mitochondrial  antigens 

Anti-mitochrondrial  antigens16 

Chronic  active 
hepatitis 

Mitochondrial 

Anti-mitochondrial  antigens16 
Smooth  m.  nuclear 

Biliary  cirrhosis 

Mitochondrial 

dehydrogenase 

Anti-mitochondrial 

dehydrogenase16 

Myasthenia  gravis 

Acetylcholine  receptor 

Anti-acetylcholine  receptor16 

ease  is  found  in  2 percent,  and 
adrenal  insufficiency  in  1 case  out 
of  423. 5 Temporary  remission  of 
the  autoimmune  disease  can 
occur  with  resection  of  the 
tumor.4 

Patients  with  trisomy  21  are 
found  to  have  a higher  incidence 
of  IDDM,  thyroiditis,  adrenal  in- 
sufficiency, and  T-eell  abnormali- 
ties.5 Congenital  rubella  is  as- 
sociated with  a 20  percent  risk  of 
developing  IDDM,  and  a higher 
than  normal  risk  of  developing 
thyroiditis  and  hypothyroidism.5 
DIDMOAD  syndrome  is  an  auto- 
somal recessive  disease  not  as- 
sociated with  HLA  DR3  or  HLA 
DR4,  but  with  diabetes  insipidus, 
IDDM,  optic  atrophy,  and  nerve 
deafness,  with  loss  of  pancreatic 
islet  beta  cells.5 

Alstroms  s syndrome  has  an 
autosomal  recessive  inheritance 
pattern.1'  It  is  associated  with 
hypothyroidism,  blindness,  atypi- 
cal retinal  pigmentary  degenera- 
tion, obesity,  IDDM,  hypogeni- 
talism, hyperuricemia,  baldness, 
kyphosis,  renal  dysfunction,  lipo- 
dystrophy, and  optic  atrophy  as- 
sociated with  polyendocrinopathy 
and  may  present  with  normal  in- 
telligence.1’ 

In  addition  to  these  syndromes, 
there  is  an  association  with  eeliae 
disease  and  the  ensuing  malab- 
sorption.213  There  also  has  been  a 
report  of  diffuse  alveolar  anti- 
basement membrane  antibody  as- 
sociated with  polyendocrinop- 
athy14 and  another  with  report  of 
a case  with  sarcoidosis.13 

Treatment.  Treatment  of  APG 
is  based  upon  the  individual  dis- 
eases present,  but  several  thera- 
peutic cautions  must  be  observed 
that  relate  to  the  adrenal  gland161, 
and  IDDM.17 

Levothyroxine  therapy  can 
precipitate  life-threatening  Ad- 
disonian crisis  in  a patient  with 
adrenal  insufficiency  and  hypo- 
thyroidism; therefore,  it  is 
necessary  to  evaluate  adrenal 
function  in  all  hypothyroid  pa- 
tients if  the  syndrome  is 
suspected,  prior  to  starting  thy- 
roid replacement  therapy.161. 


Furthermore,  in  a patient  with 
adrenal  insufficiency  and  primary 
hypothyroidism,  thyroid  function 
may  improve  after  glucocorticoid 
replacement  is  started.  In  ad- 
dition, patients  receiving  high 
doses  of  glucocorticoids  for  in- 
flammatory disease  may  have  an 
Addisonian  crisis  that  can  respond 
to  mineralocorticoid  therapy 
alone.16 

Decreasing  insulin  require- 
ments in  a patient  with  IDDM 
may  be  the  earliest  sign  of  adrenal 
insufficiency.16  Most  patients  with 
long-term  IDDM  lose  glucagon 
and  adrenergic  responses  to 
hypoglycemia  and,  therefore,  are 
at  high  risk  for  insulin-induced 
hypoglycemia.  This  hypoglycemia 
may  be  secondary  to  adreno- 
medullary  fibrosis  as  part  of  an 
extension  of  autoimmunity  in 
APG  syndromes  to  neural  tissue 
as  in  stiff-man  syndrome.9 


CONCLUSION 

In  a family  in  which  APG  syn- 
drome has  been  documented,  rel- 
atives should  be  advised  of  the 
early  symptoms  and  signs  of  the 
principal  component  disease  even 
in  the  absence  of  early  signs  and 
symptoms. 

Relatives  at  risk  and  patients 
with  multiple  disorders  should  be 
screened  every  three  to  five  years 
with  the  measurements  of  fasting 
blood  sugar  and  sensitive  thyro- 
tropic assay,  measurement  of  B12 
level,  and  cosyntropin  stimulated 
cortisol  level  if  any  symptoms 
suggest  adrenal  insufficiency  as 
early  recognition  allows  preven- 
tion of  significant  morbidity  and 
mortality  in  polvendocrine  auto- 
immune patients  and  just  as 
important  in  relatives  of  pa- 
tients with  polyendocrine  auto- 
immunity. H 
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Part  6: 

Memoirs  and  musings 
of  a medic 

Stanton  H.  Sykes,  MD 


In  previous  issues,  a New  Jersey  physician  described,  in  rhyme,  his  early  experiences  and 
his  career  in  medicine.  He  now  evokes  the  golden  age  of  medicine  and  goes  on  to  portray 
some  memorable  patients,  recalling  their  attributes  and  their  foibles. 


The  golden  age  of  medicine — 

The  sixties  — time  for  doctors  when 
They  were  more  autonomous; 

When  there  wasn  t so  much  fuss 
About  their  even'  act;  when  ten 

Nurses  out  often  gave  care. 

Now,  five  of  ten  work  for  a payor, 

Or  spend  their  time  in  some  review. 
Thank  goodness  there  are  still  a few 
At  patient  s bedside,  though  it’s  rare. 

(A  time) 

When,  attending  a convention, 

Doctors  shared  their  new  invention. 
Theory,  teaching,  research  plans. 

Without  holding  out  their  hands 
For  entrance  fees  I cringe  to  mention. 

(A  time) 

When,  some  say,  we  were  beholden 
To  drug  reps,  bearing  trinket,  golden. 
With  which  they  swayed  our  use  of  drugs. 
Well,  I got  no  oriental  rugs  — 

Only  20  coffee  mugs, 

Which  didn  t set  my  mind  askew 
As  far  as  knowing  what  to  do 
For  a case  of  foot  mold,  and 
Didn’t  represent  a bribe. 

Please  take  note,  you  D.C.  tribe! 
Righteousness  seems  to  embolden 

Some  congressmen  and  Uncle  Nader 
To  say  a doctor  shouldn’t  cater 
To  one  with  baubles  in  his  sack. 

They  must  think  a thing  called  PAC 
Is  six  cans,  in  refrigerator! 

(A  time) 


When  “peer  review’  of  each  admission 
Didn’t  cause  daily  collision 
Of  doctor— doctor,  doctor — nurse. 
Apparently,  it  will  get  worse, 

Though  maybe  with  less  face-to-face 
Confrontation.  To  replace 

The  human  touch,  I understand, 

A giant  mainframe  boss  is  planned, 
Which  w ill  impose,  across  the  land. 
Edicts,  sanctions,  slaps  on  wrist. 

Won’t  it  be  a funny  twist 
If,  censured,  you  access,  insist 
On  a review  of  a dispute, 

And  get  reply,  “Does  not  compute!” 

(A  time) 

When  “third-party  payor  game” 

May  have  been  the  latest  name 
For  a quiz  show,  on  TV. 

A time  when  doctors  were  more  free 
To  do  their  best,  not  be  concerned 
As  to  how  they  might  be  burned 
By  a lawyer  or  called  to  task 
Because  they  didn’t  think  to  ask 

Some  layman  in  South  Bend  permission 
For  a septic  shock  admission. 

A time  when  HCFA,  PPOs 
Were  hiccoughs,  urinary  woes. 

(A  time) 

When,  in  short,  we  went  our  way 
Thinking  that  we  had  some  say 
In  therapeutic  plan  of  action. 

And  felt  a little  satisfaction 
At  the  ending  of  the  day. 

(A  time) 
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When  we  had  no  CABG,  MRI, 

Pushing  health  costs  to  the  sky, 

And  bringing  in,  for  share  of  pie, 

Medical-industrial 

Sticky  fingers,  if  you  will. 

The  mom  and  pop  store  has  gone  by 

In  groceries,  and  good  or  bad. 

We  won’t  go  back  to  what  we  had 
In  medicine — had  its  heyday; 

Now,  I fear,  we  should  cry,  “Mayday!” 
From  my  vantage  point,  it’s  sad. 

There  are/will  be  so  many  layers 
Of  bureaucrats,  dictating  payors. 

Lawyers,  senators,  and  other  players, 

That  there  will  be  unending  scuffle. 

The  latest  reaming  laser  art 

May  get  approved  for  John  Doe  s heart— 

Six  months  past  the  request’s  start. 

John’s  heart  will  infarct,  in  the  shuffle. 

To  keep  perspective,  I should  mention 
The  sixties  AMA  convention. 

When  Old  Golds  were  given  all 
The  doctors  in  exhibit  hall — 

“Not  a cough  in  a carload. 

Soon,  Doc  and  Mrs.  strolled  and  towed 
The  kids  to  boardwalk  ice-cream  stand, 
Where,  butt,  cholesterol  in  hand. 

Doc  breathed  salt  air,  then  took  a drag, 
And  expansively  was  heard  to  brag, 
"Medicine  has  reached  its  peak!" 

Though  that  be  said  again,  next  week, 

Next  year,  next  century,  beyond. 

We  can  t be  satisfied  or  fond 
Of  status  quo  in  medicine. 

I’ve  dwelled  too  much  on  what  has  been  — 
I'm  too  much  like  that  doc  just  quoted. 
Fact  is,  old  docs  were  devoted 
To  patient  care,  but  fell  far  short 
In  knowledge,  tools  of  every  sort. 

Much  of  what  we  had  to  give 
Now  seems  downright  primitive. 

Confusing  care  of  former  date 
With  some  fictitious  ideal  state, 

1 seem  to  constantly  berate 
What  is  now  or  yet  to  be. 

I rail,  don’t  speak  constructively. 

An  old  man’s  gripes?  Senility? 

More  likely  large  scoop  of  nostalgia, 

Mixed  with  present  day  proctalgia. 

First,  press  and  public  pillory, 

And  now  we  shrink  from  Hillary, 

Closeted  with  all  her  thinkers. 

But  largely  banning  docs.  The  stinkers 
See  us  as  self-serving,  slanted. 

We  spend  our  lives  with  patients,  granted. 
Perhaps  such  input  doesn  t count 


At  that  august  brain-trust  fount. 

My  gripes  and  moans  and  woes  and  whines 
Can  be  summed  up  in  two  lines: 

Though  high-tech  med  has  fast  advanced. 
Docs’  satisfaction’s  not  enhanced. 

When  the  kids  were  young,  we’d  go 
Yearly  to  the  Jersey  shore. 

Often  winding  up  below 
Atlantic  City,  searching  more 
For  sand  and  sea  instead  of  glitz; 

Margate,  Ventnor,  more  our  style. 
However,  we  well  knew  that  its 
Traditional  to  spend  a while 
On  the  boardwalk  — rolling  chairs. 

Steel  Pier  thrill  ride,  if  one  dares, 

Taffy,  Toussaud  s,  Traymore,  meals 
At  Hackney’s,  hucksters  and  their  deals. 
Then  brief  escape  to  old  hotel, 

Like  Dennis,  Chalfont,  Haddon  Hall, 
Where  one  might  pause  and  sit  a spell 
For  tea-time  music;  I recall 
Those  grand  hotels  pre-wrecking  ball  — 

A certain  dignity  and  calm  — 

Lounging  chairs  and  potted  palm; 

A very  far  cry,  goodness  knows, 

From  the  present  day  casinos, 

With  their  neon,  garish,  bright. 

Slot  machines  going  day  and  night, 

The  patrons,  mostly,  looking  glum  — 
Where  are  all  these  people  from? 

Old  men  with  their  baseball  caps. 

Who  should  be  gardening,  taking  naps; 

Old  ladies  with  their  cigarettes 
Wagging,  drooping,  making  bets. 

Each  day  thousands  must  be  bussed  in; 
One  in  ten,  perhaps,  must  win; 

The  rest  must  lose,  or  pocket  quarters, 
Stroll,  enjoy  the  sun  and  waters  — 

Not  the  worst  of  all  the  deals 
That  senior  citizens  fall  heir  to. 

Why  not  combine  with  meals  on  wheels? 
Then  lady  with  her  purple  hairdo 
And  old  gent  with  his  cap  and  cane 
Could  board  mobile  nutrition  station 
In  north  Jersey,  and  explain 
To  their  children,  recreation 
And  nutrition  are  in  store, 

As  they  motor  to  the  shore. 

Maybe  someone  could  provide 
Help  with  claim  forms,  as  they  ride. 

Also,  oldsters  could  decide 
On  living  wills,  as  on  they  travel  — 

But  outbound  wishes  might  unravel 
After  all  day  in  casino; 

Some  might  change  their  minds  and  see  no 
CPR  need  if  their  treasures 
Vanish  — “no  heroic  measures’ 

Might  be  the  choice  on  homeward  ride. 
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But  I digress— back  to  my  story. 

Which  concerned  the  former  glory 
Of  Atlantic  City,  minus  Trump; 

Now,  I feel,  it’s  in  a slump. 

At  any  rate,  we’d  spend  a day 
On  the  boards,  then  wend  our  way 
Back  toward  the  elephant,  at  Margate. 

Bv  evening  we  could  hardly  wait 
For  dinner;  salt  air  appetites 
Led  us  to  seek  out,  some  nights, 

A seafood  house  out  by  the  bay — 
Coolidge’s— or  out  a way 
Toward  Somer  s Point;  my  memory 
Brings  Harry’s  Shore  House  back  to  me; 
Such  names  cause  my  mind  to  linger 
On  the  night  we  saw  “Goldfinger’  — 

I think  it  was  at  Somer  s Point. 

The  movie  house  was  quite  a joint. 

Just  as  James  Bond  was  about 
To  be  impaled,  the  light  blew  out 
In  the  projector— what  a pity! 

They  had  to  send  to  Ocean  City 
For  another,  while  we  sat 
In  that  theater,  with  sweat 
Beading  on  our  brows,  from  heat. 

As  well  as  worry — just  what  feat 
Would  enable  James  to  meet 
This  peril?  Surely  he’d  survive  — 

In  fact  he'd  positively  thrive 
As  he  surmounted  four  or  five 
Obstacles,  some  lithe  and  live. 

There  are  other  trips  to  mention  — 

One,  to  AMA  convention 
In  nineteen  hundred  sixty  eight; 

The  family  thought  this  trip  was  great. 

As  parents,  it  was  our  contention 

The  kids  should  know  of  railroad  lore. 
They’d  hardly  been  on  trains,  before, 

And  weren  t ever  likely  to 

Ride  the  rails  as  folks  would  do 

In  our  youth;  both  Beth  and  I 

Had  daily  watched  the  trains  go  by 

In  our  hometowns,  when  we  were  small  — 

Freight,  passenger,  mail  trains,  and  all. 

Belching  smoke  into  the  sky, 

Chugs  and  hisses,  steam  galore. 

On  summer  nights,  when  it  was  hot. 

And  I had  lain  in  bed  and  not 
Been  able  to  drop  off  to  sleep 
I’d  often  heard  yard  engines  keep 
Huffing,  puffing,  back  and  forth; 

Or,  far  off  express,  speeding  north. 

Would  give  a wavering,  haunting  wail; 
With  such  accompaniment  I d trail 
Off  to  sleep.  As  like  as  not, 

I’d  wake  to  more  train  sounds  at  dawn. 


Would  I,  one  day,  be  going  on 
A train  trip  far  across  the  land? 

I d wait  at  crossings,  wave  my  hand; 

From  cute  caboose  or  engine  grand 
A hand  waved  back  — and  then  was  gone. 

Though  train  was  king  throughout  our  youth. 
Our  own  rail  rides  were  rare,  in  truth. 

Now,  with  our  children,  we  could  glide 
First  class,  through  the  countryside, 

Gazing  out,  so  cool  and  couth. 

So,  when  a rail  trip,  south  and  west. 

Was  advertised,  we  thought  it  best 
To  take  advantage,  not  delay. 

Since  it  seemed  rail  travel’s  day 
Was  quickly  being  laid  to  rest. 

From  Chicago,  cross  the  USA 
Finally,  Frisco,  by  the  bay. 

And  meeting  of  the  AMA 

Side  trips  to  Chinatown,  the  wharf. 

Then,  by  bus,  we  sallied  forth 
To  Muir  Woods  and  Salsalido; 

"See  everything!  was  our  gang’s  credo. 

Pacific  Northwest,  then  Vancouver. 

Our  driver  managed  to  maneuver 
Us,  by  bus,  across  B.C. 

There  were  many  sights  to  see. 

West  Canada,  for  scenery, 

Is  awesome  — forest  greenery. 

Mountains  and  wild  river  canyons. 

Motoring  with  our  companions. 

We'd  stop  at  local  beanery, 

Or  small  hotel,  in  frontier  style. 

And  then.  Chateau  Lake  Louise, 

Whose  special  setting  seemed  to  please 
Everyone;  we  took  our  ease 
On  the  veranda — there  one  sees 
Lake  with  mountains  as  backdrop. 

At  sunset,  glowing  mountaintop  — 

A picture  postcard  magnified 

Ten  thousandfold,  and  then  supplied 

With  sounds,  aromas,  changing  light — 

A multi-sensory  delight 
Whose  full  beauty  is  denied 
When  mere  color  print  is  eyed. 

Next,  Glacier  Park— spectacular. 

Taken  in  an  open  car. 

Tourists  rode  through  mountain  passes, 
Touched  the  glaciers’  icy  masses, 

Ducked  to  miss  the  cold  cascade 
Of  water  melting  snow  had  made, 

Watched  mountain  goats  graze,  from  afar. 

Back  on  the  train,  for  final  lap. 

We’d  scan  the  landscape,  take  a nap, 

As  we  crossed  Montana’s  spaces. 

Then  yawn  and  freshen  up  our  faces. 

See  what  the  diner  had  on  tap. 
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Across  the  flat  lands  of  Dakota 
And  on  into  Minnesota. 

And  then,  conductor  cried  “Chicago!”  — 
Our  starting  point,  three  weeks  ago. 

Of  travel  we  had  had  our  quota! 

It  is  the  family  doctor’s  lot 
To  analyze  and  learn  to  spot 
The  stoic,  whimp,  denier,  “crock,” 

The  strengths  and  foibles  of  his  flock. 

This  term  for  patients  you  may  think 
Poor  choice,  but  I can  see  a link 
Between  the  work  of  pastor,  priest. 

And  family  doc;  to  say  the  least. 

Guilt  and  shame,  remorse,  confessions 
Are  often  heard  by  both  professions. 

Both  encourage  ventilation, 

Embody  teaching,  explanation. 

The  difference  comes,  I do  believe, 

When  the  client  takes  his  leave. 

He’s  told  on  one  hand  “light  some  candles. 
Engage  in  prayer  and  meditation,” 
Whereas  the  other  healer  handles 
Therapy  with  medication. 

But  both  professions  understand 
It  pays  to  tarry,  lay  on  hand. 

Peabody  said  it,  years  ago, 

“The  secret  of  a patient’s  care 
Is  caring  for  the  patient  where 
This  axiom  is  amply  used 
Doctors  will  be  less  abused, 

Less  subject  to  the  witness  stand. 

At  any  rate,  through  course  of  years. 
Doctors  deal  with  patients  fears, 

Know  their  mind  and  body  ills, 

What  deflates  them,  what  fulfills, 

Share  their  laughter  and  their  tears. 

With  all  of  the  above  in  mind, 

And,  searching  mental  notes,  I find 
Several  patients  are  outstanding — 
Eccentric,  funny,  nice,  demanding — 

Folks  I knew  not  just  as  cases  — 

I also  saw  them  in  their  places 
Of  business,  worship,  residence — 

Plain  folks,  company  presidents. 

Some  became  friends  that  I kept; 

All  of  them  I knew  in  depth. 

The  memories  of  these  folks  I d share: 

THE  SQUIRE 

The  first,  a man  with  thinning  hair 
Who  had  a rather  haughty  air. 

His  physique  was  not  imposing. 

His  imperious  manner,  I’m  supposing. 
Made  up  for  his  stature  lack. 

He  gloated  o’er  his  goodly  stack 
Of  photos,  clippings,  going  back 


O’er  his  time  and  his  career. 

He  also  pointed  out  the  dear 
Price  he’d  paid  for  car  or  watch; 

Patek  Phillipe  for  him,  not  Swatch 
Caddy  DeVille,  but  never  Chevy, 

Yet  he  surely  wasn  t heavy 
Spender  on  the  commonplace. 

A fearsome  frown  came  o’er  his  face 
The  day  he  lost  his  Gulden’s  coupon 
And  was  forced  to  buy  Grey  Poupon. 

Luxury  item,  to  be  bought 
At  premium  price  was  what  he  sought. 

So  he  could  display,  impress — 

Unconscious  effort  to  redress 
Poverty’s  toll  of  youthful  days  — 

(That  s what  his  boyhood  buddy  says). 

BOB 

And  then  there’s  Bob,  our  friend  and  neighbor, 
Who  seems  up  to  any  labor. 

Bob’s  soft  in  voice,  self-deprecating. 

For  years  I’ve  been  appreciating 
His  friendship  and  his  diverse  skills. 

He’s  not  a man  of  guile  or  frills. 

But  a wizard  at  initiating 
Building  projects,  big  and  small. 

He  seems  to  ably  handle  all 
The  ins  and  outs  of  metal,  lumber, 

Paint  and  paper;  I could  number 
A thousand  of  his  labors,  local. 

Yet  he’s  never  very  vocal 
About  the  many  things  he’s  done. 

I’ve  always  felt  he’s  surely  one 
Who,  with  a chance  at  higher  learning, 

Would  be  in  architecture,  earning 
Ten  times  what  he  now  commands. 

He  has  few  complaints,  demands, 

About  his  lot  in  life;  now  eighty, 

He  still  tackles  projects  weighty 

Through  the  week;  then  Sunday  comes 
And,  after  walking  with  some  chums, 

He’s  off  to  Sunday  school  and  church. 

I was  going  to  say  you’d  search 
In  vain  for  matching  attributes; 

Indeed,  one  need  not  be  astute 
To  know  it’s  not  a rare  condition 
To  live  without  much  recognition. 

Unless  you  are  a punk-rock  star, 

Or  hit  a golf  or  baseball  far, 

In  which  case  a one-day  stand 
Can  bring  in  a hundred  grand  — 

Did  someone  say  life’s  fair? — Har,  har! 

FRED 

Freddie  didn’t  need  me  much — 

A checkup,  flu  shot,  cold,  or  such— 

But,  mostly,  he  was  like  a bull. 
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Healthy,  with  a life  so  full 
He  seemed  forever  on  the  go. 

As  neighbors,  friends,  we  came  to  know 
Him  and  his  spouse;  we’ve  kept  in  touch 
Throughout  the  years;  he  must  be  part 
Of  my  rhyme— but  how  to  start? 

To  adequately  comment  on 
Fred  is  tough  — phenomenon 
Is  one  word  that  comes  to  mind. 

Surely  he’s  one  of  a kind. 

Of  hardworking  immigrants, 

Who  dealt  with  cows,  and  corn,  and  plants. 

He  early  learned  the  toil  of  farm. 

Too  busy  to  seek  mischief,  harm. 

He  often  tells  about  boyhood. 

With  five  sisters  and  four  brothers. 

He  speaks  of  how  the  children  would. 

At  direction  of  their  mother. 

Pick  huckleberries,  when  in  season. 

To  sell,  about  two  bits  a box. 

So  when  the  school  year  came,  with  freezin’ 
Weather,  there  d be  cash  for  socks. 

Shirts  and  pants  and  gloves  and  dresses. 

He  recalls  one  trip  with  mom, 

When  he  was  maybe  12,  he  guesses, 

To  buy  some  pants  for  him  and  Tom, 

His  younger  brother;  in  they  went 
To  Isaac  Silver’s  dry  goods  store. 

Mother’s  mind  and  effort  bent 
On  spending  12  bucks  and  no  more. 

Mrs.  Silver  knew  they’d  spent 
Tidy  sums  on  clothes  before. 

She  greeted  them  with  manner  fawning, 

And,  learning  of  their  needs,  that  day, 

She  turned  to  Isaac,  who  was  yawning, 

Seated  in  the  rear,  his  way 

Of  resting  after  loading  pile 

Of  clothes  on  shelves  ranged  high  above. 

She  shouted,  sprinting  down  the  aisle, 

“Isaac,  quick,  get  up,  my  love  — 

Isaac,  quick,  take  down  your  pants  — 

Show  Mrs.  Greco  what  you’ve  got! 

So  as  not  to  take  a chance 
On  peals  of  laughter,  poor  Fred  shot 
His  finger  to  his  mouth  and  looked 
At  Tom,  who  also  sought  control. 

Though  lips  were  sealed,  their  bodies  shook. 
Just  when  they  thought  they’d  burst,  out  rolled 
Loud  guffaws;  then  Mrs.  Greco 
Took  them  by  their  ears  and  thrust 
Them  out  the  door,  then,  letting  go. 

Said  “Laugha  outside,  ifa  you  must; 

Whatsa  matter  witha  you  guys? 

Mom  and  the  Silvers  weren  t wise 
To  the  joke  till  later  years. 

When  tales  of  old  times  would  arise. 

This  one  became  a family  prize. 


Bringing  laughs  to  point  of  tears. 

Fred’s  early  labors  on  the  farm 
Broadened  back  and  strengthened  arm. 

So  that  when  they  spotted  him 
In  ragged  shorts  in  high  school  gym. 

With  clear  desire  to  out-compete 
The  other  boys,  and  not  be  beat. 

The  coaches  thought  he  should  do  well. 
The  sport  at  which  he’d  most  excell 
Was  wrestling;  going  one-on-one 
Fred  could  rarely  be  outdone. 

In  high  schools,  then,  the  sport  was  new  — 
Opponents  far  between  and  few. 

A match  in  New  York  “Y  today, 

Perhaps  tomorrow  in  PA. 

Fred  s wrestling  prowess  and  fame  grew. 

Fred  took  a Penn  State  frosh  position, 

On  understanding  and  condition 
That  he  be  helped  with  his  tuition. 
Wrestling  brought  still  more  renown; 

He  could  really  take  ’em  down  — 

With  each  pin  more  confident  and  bold. 
Among  his  many  feats. 

During  one  of  his  tough  meets. 

He  discovered  how  to  do  the  pretzel  hold. 

He  added  further  to  his  fame 
And,  as  a senior  star,  became 
Captain  of  the  wrestling  team. 

In  his  Ag  class,  milk  and  cream 
And  the  butter  fat  content 
Were  some  subjects  that  Fred  spent 
Hours  learning  all  about; 

And  how  to  judge  the  eyes  and  snout 
Of  the  porkers;  how  to  clean 
Engorged  bag  of  pure  Holstein. 

He  often  tired,  there  is  no  doubt. 

Of  starting  barn  work,  four  AM 
The  professor  cautioned  him, 

“Milk  at  four  AM — what’s  more. 

Not  one  minute  after  or  before! 

Becoming  udderlv  exhausted. 

Frazzled  Fred  one  day  accosted 
The  prof,  and,  quite,  delirious, 

Said  “Doctor  Jones,  be  serious — 

Who’s  bossy  round  here — you  or  her?’’ 

Jobs  agriculturally  related 
Came  after  Freddie  graduated. 

Full  of  farm  and  bovine  knowledge, 

He  joined  the  staff  at  his  state  college. 

He  was  often  in  the  field. 

Seeking  to  improve  the  yield 
Of  butterfat  and  hay  and  corn. 

He  always  felt  a little  scorn 
For  an  “expert,”  office  bound. 

Who,  feet  up  on  desk  all  day, 

Gave  phone  advice  from  far  away. 

Fred  put  his  feet  in  the  ground. 
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Showed  the  farmer  how  to  meet  a 
Quota,  dodging  cow  excreta. 

By  his  staff  he  was  adored, 

Although  they  could  at  times  be  bored 
By  his  rehash  of  Penn  State 
Monday  he  d recall,  relate, 

Every  play  that  failed  or  scored. 

Hearing  “I  remember  when  — 

From  Fred,  you  know  that  once  again 
You’re  in  for  a much-told  story  — 
Recounting  tales,  Fred’s  in  his  glory; 
Don’t  try  to  stop  him  — nothing  can! 

Through  the  years  he  cheered  the  Fions, 
Tracked  alumni  and  their  scions. 
Through  dozens,  scores,  of  games  he  sat, 
Those  on  gridiron  and  on  mat. 

His  pulse  and  pressure  pumped  and  rose 
As  the  kick-off  time  grew  close. 

We  had  to  cut  tailgating  short 
When  he  heard  the  lion  snort 
Or  noted  roar  from  north  grandstand. 
“Come  on,  let’s  go,  we  ll  miss  the  band! 
Or,  “Hurry  up,  we  11  miss  the  girlies 
When  they  march  and  do  their  twirlies! 

Even  now,  with  sparse  gray  hair. 

He  still  shows  this  spirit,  rare. 

When  Alma  Mater  echoes,  clear 
Through  the  crisp  air  of  October, 

His  demeanor  turns  more  sober. 

His  face  reflecting  memories,  dear, 

But  his  best  buddy  isn’t  there. 

As  this  poem  neared  its  end 
A sad  event  befell  my  friend. 

Fred  lost  his  wife;  her  sudden  death 
Feft  him  shaken,  stunned,  bereft. 

All  through  the  years  Fred  could  depend 

On  her  support,  companionship. 

Fred  would  often  tease  her,  slip 
Into  some  act  he  knew  would  goad  her; 
In  turn,  he  suffered  on  the  road,  her 


Back-seat  orders  frequent  — “Grip 

The  wheel  with  both  your  hands,  and  turn 
The  heat  down.  Won’t  you  ever  learn 
To  keep  over,  let  them  pass? 

Do  we  need  a tank  of  gas?’’ 

But  Fred  showed  no  great  concern  — 

These  exchanges  were  a game; 

Underlying  them,  the  same 
Fifelong  loyalty,  devotion, 

Was  the  deep  and  true  emotion, 

The  lasting  love  that  held  their  claim. 

They  knew  much  joy;  they  shared  some  woe. 
They  were  always  on  the  go. 

They  took  great  pride  in  family, 

And  both  lived  long  enough  to  see 
Grandchildren  thrive  and  learn  and  grow. 

He’ll  surely  miss  his  buddy-wife, 

But  I hope  Fred  will  lead  his  life 
Much  as  he  did  before  her  passing — 
Observing,  traveling,  amassing 
New  adventures  and  new  yarns. 

He’ll  surely  still  set  foot  in  barns  — 

His  career  and  times  are  rife 

With  farming  lore— it’s  in  his  blood; 

He  isn’t  fazed  by  dung  or  mud. 

But  Freddie  also  has  a score 
Of  other  interests,  skills,  in  store  — 

Reading,  outdoor  pleasures,  hikes. 

Among  his  many  talents,  likes. 

Are  checkers,  bridge,  and  poker  (stud), 

Or  any  card  game  you  might  mention. 

I hope  all  these  keep  his  attention. 

And  that  there  isn’t  time  for  brooding. 
Memories  may  be  intruding, 

But  Freddie’s  great  strength  is  his  penchant 

To  mingle,  learn,  participate. 

I can  only  hope  his  fate 
Is  to  stay  alert,  aware, 

And,  at  the  end,  to  have  his  pair 
Of  boots  on  when  he  clears  the  gate. 


Part  7 (of  10)  will  follow  in  an  upcoming  issue.  Dr.  Sykes  is  affiliated  with  Warren  Hopsital,  Phillipsburg.  Address  reprint 
requests  to  Dr.  Sykes,  428  Third  Street,  Belvidere,  NJ  07823. 
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G’ona/'afu/uf (OH'S  r7() 

THE  HONORABLE  ROSE  HECK 

RECIPIENT  OF  THE  1995  PALMA  E.  FORMICA,  MD, 
WOMEN  IN  MEDICINE  AWARD 

Recognizing  a woman  who  has  achieved  distinction 
in  her  field  while  using  her  status 
to  encourage  equal  opportunity  for  all. 


Assemblywoman  Rose  Heck  (R-District  38,  Bergen  County)  chairs  the  Assembly  Advisory 
Council  on  Women,  and  serves  on  the  Assembly  Appropriations,  Ethical  Standards,  and 
Policy  and  Rules  Committees. 

As  a champion  of  women’s  health  issues.  Assemblywoman  Heck  was  the  prime  sponsor 
of  legislation  to  create  an  Office  of  Women’s  Health  and  sponsored  a new  law  establishing 
the  New  Jersey  Breast  Cancer  Research  Fund. 

Assemblywoman  Heck  worked  tirelessly  with  the  Medical  Society  of  New  Jersey  to  craft 
the  nation’s  strongest  maternity  benefits  bill. 

The  Medical  Society  of  New  Jersey  wishes  Assemblywoman  Heck  continued  success  in 
her  leadership  role  as  an  advocate  for  women’s  health. 


Awarded  on  October  6,  1995,  by  the  MSNJ  Committee  on  Women  in  Medicine, 
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TRUSTEES  MINUTES 


A regular  meeting  of  the  MSNJ 
Board  of  Trustees  was  held  on 
July  16,  1995,  at  MSNJ  head- 
quarters. Detailed  minutes  are  on 
file  with  the  secretary  of  each 
county  society.  A summary  of 
significant  actions  follows. 

New  trustees.  Welcomed  the 
following  new  members:  Robert 
Bayly,  MD,  Medical  Specialty 
Societies  representative,  and  Mr. 
Ravi  Goel,  medical  student 
representative. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  New  Jersey 
Hospital  Association;  Medical  Al- 
liance to  MSNJ;  MSNJ  Student 
Association;  The  Academy  of 
Medicine  of  New  Jersey;  Robert 
H.  Stackpole,  MD,  chair.  New 
Jersey  delegation  to  the  AMA; 
and  Mr.  Stephen  Sun,  student 
representative  for  1994-1995. 

Executive  director’s  report. 

1.  Membership  recruitment. 

Noted  that  73  new  members  have 
been  recruited  through  the  new 
practice  program  sessions. 

2.  Biennial  licensing.  Advised 
physicians  to  complete  and  return 
the  lengthy  questionnaires  mailed 
by  the  state  Board  of  Medical  Ex- 
aminers (BME);  communicated 
with  BME  about  the  lengthy 
questionnaires. 

3.  Legislation.  Noted  the  fol- 
lowing: tort  reform  package  was 
signed  into  law;  bill  mandating  a 
minimum  48-hour  hospital  stay 
for  mothers  and  newborns  (A-224) 
was  passed  and  signed  into  law; 
and  Patient  Protection  Act  was 
introduced  in  the  Assembly  and 
will  be  introduced  in  the  Senate. 

Council  on  Legislation. 

1.  Patient  Protection  Act.  Ap- 
proved a position  of  active  sup- 
port for  A-2928,  the  bill  that  is 


designated  as  the  Patient  Protec- 
tion Act. 

2.  1995  House  of  Delegates. 
Noted  the  following:  reaffirmed 
its  current  position  of  active  sup- 
port for  Resolution  # 1 and  active- 
ly support  S-1394,  which  creates 
graduate  and  undergraduate  med- 
ical and  health  professions  educa- 
tion study  commission;  deferred 
action  on  Resolution  #7  pending 
the  outcome  of  the  Patient 
Protection  Act;  postponed  con- 
sideration ol  Resolution  #2  [re- 
quest MI IX  to  consider  writing 
reduced  premium  professional 
liability  policies  for  former  practi- 
tioners who  have  retained  a 
medical  license  so  they  can 
perform  pro  bono  services  in  their 
community]  until  a response  is  re- 
ceived from  MI IX;  approved  a 
position  of  support  with  amend- 
ment for  A-2350,  to  increase  the 
percent  of  gross  certificate,  agree- 
ment, or  contract  income  to  85 
percent  [Resolution  #9— Premi- 
um Dollars  for  Health  Care];  reaf- 
firmed the  existing  policy  con- 
cerning generic  versus  proprie- 
tary drugs  [Resolution  #17];  ap- 
proved the  recommendation  that 
MSNJ  seek  enactment  of  legisla- 
tion to  exempt  generators  of  less 
than  50  pounds  of  medical  waste 
from  the  tracking  requirement 
[Resolution  #26];  noted  that  the 
intent  of  Resolution  #20  is  en- 
compassed in  the  Patient  Protec- 
tion Act  as  well  as  in  S-1404 
[establishes  a statewide  indepen- 
dent managed  care  appeals  panel 
in  DOH]  and  no  further  action 
was  taken;  deferred  discussion  on 
Resolution  #21  [patient  protec- 
tion for  course  of  treatment] 
pending  clarification  from  the 
sponsor;  noted  that  the  intent  of 
Resolution  #23  [limit  retroactive 
denials]  and  Resolution  #22 
[New  Jersey  licensure  for  health 


insurance  medical  directors]  is 
covered  in  the  Patient  Protection 
Act  and  MSNJ  will  support  efforts 
of  BME  to  ensure  that  decisions 
regarding  the  denying  of  coverage 
by  a health  insurer  are  made  by 
a physician  medical  director 
licensed  in  New  Jersey;  noted  the 
intent  of  Resolution  #23  [limit 
retroactive  denials]  is  encom- 
passed in  the  Patient  Protection 
Act;  approved  that  MSNJ  work 
through  the  Charity  Care  Coali- 
tion to  pursue  uncompensated 
care  for  physicians  as  well  as  for 
hospitals  [Substitute  Resolution 
#27  and  #28], 

3.  Current  State  Legislation. 

Approved  the  positions  recom- 
mended by  the  Council  on  Legis- 
lation on  the  health  care  reform, 
insurance,  and  public  health  and 
related  issues  current  state 
legislation  for  action  lists. 

4.  First  responder  legislation. 
Approved  the  position  of  active 
support  for  S-1574/A-1480 — first 
responder  legislation. 

5.  Referred  legislation.  Ap- 
proved the  positions  recom- 
mended by  the  Council  on  Leg- 
islation on  the  referred  legislation 
list. 

6.  Current  bills  of  interest. 

Approved  the  position  of  “no 
position’  on  the  insurance  and 
public  health  and  related  issues 
current  bills  of  interest  list. 

7.  New  Jersey  Subacute  Care 
Policy.  Approved  the  position  of 
active  support  for  S-2018/A-2706. 

8.  Optometric  bill.  Approved 
the  position  of  active  opposition 
for  S-2191 . 

Council  on  Public  Health.  Ap- 
proved the  following: 

That  MSNJ  work  with  the  Depart- 
ment of  Environmental  Protection’s 
Management  of  Air  Quality  Program 
and  offer  input  on  programs  being 
developed  and  help  educate  the 
public. 
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Committee  on  Biomedical 
Sthics.  Will  distribute  to  the 
nembership  the  Advance  Direc- 
ive  for  Health  Care. 

Committee  on  Awards.  Ap- 
proved the  following: 

That  the  Board  of  Trustees  approve 
for  submission  to  the  AMA  the  name 


of  Mr.  Al  Ueltschi  for  Citation  of  a 
Layman  for  Distinguished  Service 
Award. 

That  the  Board  of  Trustees  approve 
for  submission  to  the  AMA  the  name 
of  David  I.  Canavan,  MD,  for  the 
Distinguished  Service  Award. 


MSNJ  1995  Annual  Meeting. 
Unanimously  voted  to  institute  a 


MEDICAL  ALLIANCE  TO  MSNJ 


A number  of  years  ago,  the 
phrase  'family  values  was 
coined.  By  using  the  phrase,  it 
was  thought  that  emphasis  would 
be  automatically  aimed  toward 
the  needs  and  rights  of  "the  fami- 
ly.’ Family  violence  in  the  United 
States  knows  no  gender.  More 
than  one  million  children  in  this 
country  are  sexually  or  physically 
abused  annually.  More  than  4 
percent  of  the  elderly  are  victims. 
The  potential  for  violence  is  not 
affected  by  age,  wealth,  or  social 
standing.  The  victims  come  from 
all  segments  of  society. 

Abuse  has  become  so  prevalent 
that  it  has  been  charged  as  a 
public  crisis.  It  is  a silent  disease 
that  spreads  without  the  benefit 
of  cure.  Unless  it  is  confronted 
and  recognized,  it  is  up  to  us  to 
stop  it. 

In  1874,  a church  worker 
entered  a tenement  in  New  York 
City  to  give  comfort  to  a confined 
elderly  communicant  and  heard 
the  story  of  a young  girl  chained 
to  her  bed  and  given  bread  and 
water  by  her  stepmother.  The 
church  sought  to  help  this  child 
but  was  refused  aid.  Finally,  in  an 
action  of  last  resort,  the  worker 


turned  to  the  American  Society 
for  the  Prevention  of  Cruelty  to 
Animals,  who  accepted  the  case 
after  the  worker  convinced  them 
that  the  child  was  a member  of 
the  animal  kingdom  and  merited 
protection  like  any  cat  or  dog. 

H ow  far  have  we  progressed 
since  then? 

Physical  and  mental  health 
problems  in  adults  have  been 
traced  back  in  some  cases  to 
childhood  abuse.  Twenty  percent 
of  married  male  batterers  are  re- 
peat offenders.  Thirty  percent  of 
children  from  violence-oriented 
households  become  abusive  par- 
ents. Family  violence  is  not  short 
term.  Its  effects  are  not  restricted 
to  race  or  ethnic  background. 
Family  violence  can  take  the  form 
of  deprivation  of  food,  clothing, 
shelter,  communication,  and  love. 
It  is  not  limited  to  actual  or 
threatened  physical  abuse  or  sex- 
ual assault.  Violence  can  reveal 
itself  in  psychological  abuse,  over- 
whelming control  with  progres- 
sive social  isolation,  and  pos- 
sessiveness. 

The  Medical  Alliance  to  the 
Medical  Society  of  New  Jersey 
(MAMSNJ)  is  attempting  to  pro- 


roll call  on  all  matters  designated 
by  the  presiding  officer  as  per- 
taining to  policy.  Also,  reviewed 
the  policy  for  late  resolutions  and 
will  be  explicit  when  specifying  to 
sponsors  the  rights  and  restric- 
tions that  govern  submission  of 
late  resolutions.  □ 


vide  the  community  with  informa- 
tion to  better  recognize  and  effec- 
tively identify,  counsel,  and  offer 
informed  options  to  people  who 
are  at  risk.  October  11,  1995,  has 
been  designated  as  domestic  vio- 
lence awareness  day.  MAMSNJ 
will  be  covering  the  state  in  a 
program  to  be  a part  of  the  solu- 
tion to  bring  this  awareness  out 
and  to  encourage  victims  to  seek 
help.  MAMSNJ  members  will  be 
at  malls,  college  campuses,  and 
other  areas  to  promote  a national- 
ly sponsored  program,  SAVE 
(Stop  America’s  Violence  Every- 
where). Brochures,  fixers,  hotline 
numbers,  films,  and  other  ma- 
terials that  will  inform  victims  and 
friends  of  victims,  about  com- 
munity resources  available.  With 
knowledge,  we  hope  to  bring  a 
permanent  salvation  to  a shameful 
problem  instead  of  pushing  it 
further  underground. 

In  a course  of  action  to  be  bet- 
ter recognized,  MAMSNJ  mem- 
bers will  be  wearing  black  and 
blue  ribbons  as  a memorial  trib- 
ute to  those  victims  who  did  not 
survive.  □ Christine  Kline,  presi- 
dent 


UMDNJ  NOTES 


Study  identifies  gene  respon- 
sible for  commonly  found  tumors. 

Scientists  at  the  Piscataway  cam- 
pus of  the  University  of  Medicine 
and  Dentistry  of  New  Jersey 
(UMDNJ)  have  identified  a gene 
that  plays  a major  role  in  the  de- 
velopment of  several  types  of 
human  tumors.  This  discovery 
could  lead  to  a whole  new  realm 
of  cancer-fighting  drugs  and 
possibly  become  a new  marker  for 


predicting  a person’s  risk  of  de- 
veloping this  deadly  disease. 

The  identification  of  this  gene, 
called  HMGI-C,  and  its  role  in 
cell  growth  and  proliferation  were 
detailed  in  a recent  issue  of 
Nature.  The  research  team  was 
led  by  Dr.  Kiran  Chada,  associate 
professor  of  biochemistry  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School. 

Researchers  study  new  drug  for 


diabetes.  Researchers  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School  are  seeking  pa- 
tients with  Type  2 diabetes  to 
participate  in  a study  of  a new 
drug  to  slow  the  damaging  effects 
of  sugar  on  the  eyes  and  kidneys. 

Idie  researchers  are  evaluating 
pimagedine,  which  is  believed  to 
be  capable  of  blocking  chronic 
complications  of  diabetes  leading 
to  blindness  and  kidney  malfunc- 
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MSNJ  would  like  to  thank  the 
members  of  the  Committee  on 
Publication  and  Editorial  Board 
for  their  outstanding  service  to 
New  Jersey  Medicine. 

Committee  on  Publication 

Harry  M.  Carnes,  MD,  Chair 

Alan  J.  Lippman,  MD,  Vice-Chair 

Jerome  Abrams,  MD,  MPH 

Richard  M,  Ball,  MD 

M.  Arif  Hashmi,  MD 

Monroe  S.  Karetzky,  MD 

Ismail  Kazem,  MD 

Clement  H.  Kreider,  Jr,  MD 

Robert  M.  MacMillan,  MD 

Emilio  Mazza,  Jr 

Edith  Tortora  Micale,  RP 

Donald  W.  Orth,  MD 

Arthur  W,  Perry,  MD 

Joel  W.  Rosenberg,  MD 

Stanley  I.  Rossen,  MD 

Pasquale  A.  Ruggieri,  MD 

David  J.  Sharon,  MD 

Sandra  S.  Valdez,  MD 

Louis  S.  Zeiger,  MD 

Editorial  Board 

Stevan  Adler,  MD 

Joseph  Alpert,  MD 

Harold  Arlen,  MD 

Leonard  Bielory,  MD 

Stanley  Bresticker,  MD 

John  P.  Capelli,  MD 

Alfonse  Cinotti,  MD 

Floyd  J.  Donahue,  MD 

Michael  J.  Doyle,  MD 

Norman  H.  Ertel,  MD 

Steven  C.  Fiske,  MD 

Palma  E.  Formica,  MD 

James  E.  George,  MD,  JD 

Jack  Goldberg,  MD 

Daniel  P.  Greenfield,  MD,  MPH 

Gerard  F.  Hansen,  MD,  MPH 

Christine  E.  Haycock,  MD 

George  J.  Hill,  MD 

Paul  J.  Hirsch,  MD 

Neil  B.  Homer,  MD 

Avrum  L.  Katcher,  MD 

Arthur  Krosnick,  MD 

Joel  D.  Levinson,  MD 

Henry  R.  Liss,  MD 

John  S.  Madara,  MD 

Donald  G.  McKaba,  MD 

George  Mellendick,  MD,  MPH 

John  R.  Middleton,  MD 

Frank  T.  Padberg,  Jr,  MD 

Christopher  M.  Papa,  MD 

Herman  M.  Robinson,  MD 

Edwin  L.  Rothfeld,  MD 

Benjamin  F.  Rush,  Jr,  MD 

Michael  A.  Samach,  MD 

Marvin  Shuster,  MD 

Ellis  P.  Singer,  MD 

Mark  M.  Singer,  MD 

John  Slade,  MD 

Leon  G.  Smith,  MD 

Morris  Soled,  MD 

Sheldon  D.  Solomon,  MD 

A.  Arthur  Sugerman,  MD 

Paul  E.  Wallner,  DO 

Stephen  F.  Wang,  MD 

Richard  J.  Wein,  MD 

Robert  B.  Zufall,  MD 


tion.  Dr.  Stephen  H.  Schneider, 
associate  professor  of  medicine,  is 
principal  investigator. 

Patients  must  be  22  years  of 
age  or  older  and  have  protein  in 
their  urine.  They  will  be  screened 
weekly  for  six  weeks  and  at  three- 
month  intervals  for  four  years. 
The  study  is  supported  by  Marion 
Merrel  Dow,  Inc.,  a Kansas  City- 
based  pharmaceutical  firm  that 
manufactures  the  drug,  and  Al- 
teon, Inc.,  of  Ramsey,  which  de- 
veloped the  drug. 

Study  will  focus  on  shyness  in 
toddlers.  Parents  often  think  the 
best  way  to  help  shy  children  de- 
velop social  skills  is  to  throw  the 
youngsters  into  large  group  ac- 
tivities. In  fact,  doing  so  can  be 
traumatic  for  shy  kids,  say  re- 
searchers at  UMDNJ-Robert 
Wood  Johnson  Medical  School 
who  are  studying  shyness  in  tod- 
dlers to  better  understand  what 
causes  this  trait.  Child  develop- 
ment experts  at  the  medical 
school’s  Institute  for  the  Study  of 
Child  Development  in  New 
Brunswick  are  looking  for  families 
with  shy  children  to  participate  in 
the  study. 

The  researchers  will  measure 
the  anxiety  levels  in  the  children 
while  they  are  solving  problems 
and  interacting  with  unfamiliar 
adults  and  their  own  parents. 
Parents  will  be  in  the  room  with 
their  children  at  all  times. 

Children  must  be  between  the 
ages  of  18  months  and  two  years 
old.  The  children  will  be  ob- 
served in  two  sessions  within  a 
two-month  period. 

Physician  tests  ‘cold’  laser  on 
carpal  tunnel  syndrome.  A physi- 
cian, Dr.  Alan  Lichtbroun,  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School  is  evaluating  a 
“cold”  laser  to  treat  patients  with 
carpal  tunnel  syndrome. 

In  a national  study  sponsored 
by  LaserMedics,  Inc.,  of  Houston, 
the  Microlight  830  is  being  tested 
for  its  ability  to  ease  the  com- 
pression of  nerves  and  tendons 
that  cause  this  condition. 

The  laser  emits  a low-energy 
infrared  beam  into  tendons,  mus- 


cles, blood  vessels  and  other  tis 
sues.  It  deposits  “photons”  int< 
the  affected  cells,  causing  ; 
chemical  reaction  that  stimulate: 
nerves  and  tissues  and  increase: 
blood  circulation. 

White  coat  ceremonies  wel- 
come new  medical  students.  More 
than  300  first-year  medical  stu- 
dents were  welcomed  to  UMDNJ 
in  “white  coat”  ceremonies  held , 
at  the  Newark  and  Piscataway 
campuses.  During  the  ceremony, 
the  entering  class  at  UMDNJ- 
New  Jersey  Medical  School  and 
UMDNJ-Robert  Wood  Johnson 
Medical  School  donned  their  first 
white  laboratory  coats  and  took 
the  Hippocratic  oath.  The  event 
was  established  last  year  to 
emphasize  the  importance  of  car- 
ing and  sensitivity  in  medicine  to 
first-year  medical  students. 

The  Arnold  P.  Gold  Founda- 
tion, Englewood,  sponsored  the 
ceremonies  at  both  schools.  The 
Foundation  established  the  first 
white  coat  ceremony  in  1993  at 
Columbia  University’s  College  of 
Physicians  and  Surgeons.  The 
group  reached  out  to  UMDNJ  in 
1994.  The  Bernard  Kessler  Foun- 
dation also  provided  funding  for 
the  ceremony  at  UMDNJ-Robert 
Wood  Johnson  Medical  School. 

Medical  school  graduates  first 
fellow  in  geriatric  psychiatry. 
UMDNJ-Robert  Wood  Johnson 
Medical  School  has  graduated 
New  Jersey’s  first  fellow  in 
geriatric  psychiatry.  Dr.  Satish 
Amirineni  completed  a one-year 
fellowship  at  the  Comprehensive 
Services  on  Aging  Institute  for 
Alzheimer’s  Disease  and  Related 
Disorders  at  UMDNJ-Communi- 
ty  Mental  Health  Center,  Piscat- 
away. □ Stanley  S.  Bergen,  Jr, 
MD,  president 
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NEW  JERSEY  MEDICINE 


Hahnemann 

University 

Hospital 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University.  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


OCTOBER  1995 

OCTOBER  4th 

Yom  Kippur— No  Grand  Rounds 

OCTOBER  11th 

Transbroncial  Needle  Aspiration  in  Staging 
of  Lung  Cancer 

Ko  Pen  Wang,  M.D. 

Associate  Professor  of  Medicine  and 
Otolaryngy,  Johns  Hopkins  School  of 
Medicine,  Director,  Interventional 
Bronchology,  The  Johns  Hopkins  Bayview 
Medical  Center,  Baltimore,  MD 

OCTOBER  18th 
Familial  Cardiomyopathies 

Reed  E.  Pyeritz,  M.D. 

Professor  and  Chair  of  Human  Genetics, 
Professor  of  Medicine  and  Pediatrics, 
Medical  College  of  Pennsylvania  and 
Hahnemann  University  School  of  Medicine, 
Allegheny  Singer  Research  Institute, 
Pittsburgh,  PA 

OCTOBER  25th 

Educating  Health  Care  Professionals  for  the 
21st  Century 

Eli  Ginsburg,  Ph.D. 

Director,  Eisenhower  Center,  Columbia 
University,  New  York,  NY 


NOVEMBER  1995 

NOVEMBER  1st 

Prostatic  Disorders:  BPH,  Prostatisis,  Cancer 

Steven  Kaplan,  M.D. 

Department  of  Urology,  Columbia-Presbyterian 
Medical  Center,  New  York,  NY 


NOVEMBER  1995 

NOVEMBER  8th 

Endocrine  Abnormalities  of  HIV:  Pituitary, 
Thyroid,  Adrenal  and  Gonadal  Deficiencies 

Adrian  S.  Dobs,  M.D.,  M.P.H. 

Associate  Professor  of  Medicine 
Director,  Endocrinology  and  Metabolism  Clinical 
Studies  Unit,  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  MD 

NOVEMBER  15th 

The  Fibromyalgia  Patient:  A Problem  For  All 
Physicians 

Robert  Bennett,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Arthritis,  Rheumatic  Diseases, 
Oregon  Health  Sciences  University,  School  of 
Medicine,  Portland,  OR 

NOVEMBER  22nd 

Thanksgiving  Holiday— No  Grand  Rounds 

NOVEMBER  29th 

Urban  Asthma:  The  Importance  of  Indoor 
Allergens 

Thomas  Platts-Mills,  M.D. 

Professor  of  Medicine 

University  of  Virginia  School  of  Medicine,  Head, 
Division  of  Allergy  and  Clinical  Immunology, 
University  of  Virginia  Medical  Center, 
Charlottesville,  VA 


DECEMBER  1995 

DECEMBER  6th 
Cardiac  Auscultation 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University,  Division  of 
Cardiovascular  Diseases,  Hahnemann 
University  Hospital 


DECEMBER  1995 

DECEMBER  13th 

Women’s  Health  Issues:  Gender  Based 
Differences  in  Disease  Progression  and 
Pharmacodynamics 

Jean  Hamilton , M.D.,  M.P.H. 

Betty  A.  Cohen  Chair  of  Women’s  Health, 
Director,  Institute  for  Women’s  Health, 
Medical  College  of  Pennsylvania  and 
Hahnemann  University 


JANUARY  1996 

JANUARY  10th 

Advances  in  the  Treatment  of  NIDDM 

AlanJ.  Garber,  M.D.,  Ph.D. 

Professor  of  Medicine,  Biochemistry  and  Cell 
Biology 

Baylor  College  of  Medicine,  Houston,  TX 

JANUARY  17th 
Addiction  Medicine 

David  Smith,  M.D. 

President  of  the  American  Society  of  Addiction 
Medicine 

University  of  Califomia/San  Francisco  (UCSF) 
School  of  Medicine,  San  Francisco,  CA 

JANUARY  24th 
Antiobiotic-Associated  Diarrhea 

Sherwood  L Gorbach,  M.D. 

Professor  of  Medicine  and  Community  Health 
Tufts  University  School  of  Medicine,  Boston,  MA 

JANUARY  31st 

Unrelated  Donor  Bone  Marrow  Transplantation 

David  Marks,  M.D. 

Assistant  Professor  of  Medicine 
MCPHU,  Division  of  Hematology/Oncology, 
Hahnemann  University  Hospital 
Phyllis  Sabol,  M.D. 

Hematology/Oncology  Fellow 
MCPHU,  Division  of  Hematology/Oncology, 
Hahnemann  University  Hospital 


Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p 


OCTOBER  11, 1995  NOVEMBER  29, 1995  DECEMBER  6, 1995  JANUARY  10, 1996 

Lung  Cancer  Advances  in  Allergy/lmmunology  Cardiac  Auscultation  Diabetes 

Course  Director:  Edward  S.  Schulman,  M.D.  Course  Director:  David  M.  Lang,  M.D.  Course  Directors:  Leonard  S.  Dreifus,  M.D.,  Course  Directors:  Leslie  1.  Rose,  M.D., 

Visiting  Professor:  Ko  Pen  Wang,  M.D.  Visiting  Professor:  Thomas  Platts-Mills,  M.D.  Daniel  Mason,  M.D.,  Gerald  Scharf,  D.O.  Allan  B.  Schwartz,  M.D. 

and  John  J.  Ross,  RCPT  Lecturers:  Alan  J.  Garber,  M.D.,  Ph.D. 

and  Harry  Gottlieb,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  are  expected 
to  disclose  to  the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME) 
to  sponsor  continuing  medical  education  for  physicians.  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  designates  1.0  credit  hour  of  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  Category  2A  of  the  American  Osteopathic  Association. 
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CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

October 

17  Diabetic  Nephropathy 

East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

18  Family  Medicine  Series 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  Camden 
(Cooper  Hospital ) 

18  Endocrine  Rounds 

University  Hospital,  Newark 
(AMNJ) 

18  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

18  Proper  Use  of  IV  Sedation 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

18  Diagnosis  and  Treatment  of 
Type  II  Diabetes  Mellitus 

Union  Hospital,  Union  (AMNJ) 

18  Medical  History  Society  of 
New  Jersey 

Nassau  Club,  Princeton  (AMNJ) 

18  Management  of  Intracerebral 
Hemorrhage 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

19  Focal  Liver  Lesions 

Saint  Barnabas  Medical  Center, 
Livingston  (AMNJ) 

24  Review  of  New  Antibiotics 

East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

24  Flexible  Nasolaryngoscopy 
Training  Program 

The  Mansion  on  Main  Street, 
Voorhees  (Cooper  Hospital) 

25  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

25  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

26  Workers’  Compensation 
Managed  Care 

Hyatt  Regency,  New 
Brunswick  (AMNJ) 
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26  Visiting  Professor  Lecture 
Saint  Barnabas  Medical  Center, 
Livingston  (AMNJ) 

27  Unexplained  Physical 
Symptoms 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  New 
Brunswick  (UMDNJ) 

30  Diagnosis  and  Treatment 
of  AIDS 

Union  Hospital,  Union  (AMNJ) 

30  Meeting  of  the  Neurological 
Association  of  New  Jersey 
Highlawn  Pavilion,  West 
Orange  (A MNJ) 

31  Advanced  Maternal  Age 

East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

November 

1 Complications  of  MI 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

1 Hyperalimentation 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

1 Theory  of  Cancer 

Corning  Clinical  Laboratories, 
Teterboro  (AMNJ) 

1 Adolescent  Gynecology 

Saddlebrook  Marriott, 
Saddlebrook  (AMNJ) 

1 Interhospital  Endocrine 

Rounds 

University'  Hospital,  Newark 
(AMNJ) 

1 Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

2 Women  in  Medicine  and 
Dentistry:  Power  and  Politics 

Saddlebrook,  Marriott, 
Saddlebrook  (Seton  Hall 
University) 

2-  Prosthetic  and  Orthotics: 

4 Lower  Extremity 

Kessler  Institute  for 
Rehabilitation,  West  Orange 
(Kessler  Institute) 

7 Pain  Management 

East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

8-  Physician  Office  Workshop 

9 Day 


New  Brunswick  Hilton,  New 
Brunswick  (POL  Consultants) 

8 Sensible  Sun  Exposure  and 

Common  Tumors  of  the  Sun 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

8 Violence  Epidemic 

UMDNJ-New  Jersey  Medical 
School,  Newark  (UMDNJ) 

8 Menopause  and  Osteoporosis 

Hyatt  Regency,  New 
Brunswick  (AMNJ) 

8 Vascular  Society  of  NJ 

Scientific  Meeting 
Short  Hills  Hilton,  Short  Hills 
(AA4NJ) 

8 Interhospital  Endocrine 

Rounds 

University  Hospital,  Newark 
(AMNJ) 

8 Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

14  Radiological  Society  of  NJ 
Semi-Annual  Meeting 
Hyatt  Regency,  New 
Brunswick  (AMNJ) 

14  Monthly  Dermatology 

Meeting 

Schering  Corporation, 
Kenilworth  (Dermatological 
Society  ofNJ) 

14  Meeting,  NJ  State  Society  of 

Anesthesiologists 
Somerset  Marriott  Hotel, 
Somerset  (AMNJ) 

14  Diagnosis  and  Management  of 
Glaucoma 

East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

15  Family  Medicine  Series 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  Camden 
(Cooper  Hospital) 

15  Diagnosis  and  Treatment  of 

Type  II  Diabetes  Mellitus 

St.  Marv’s  Hospital,  Passaic 
(AMNJ) 

15  Diagnosis  and  Treatment  of 

Type  II  Diabetes  Mellitus 

Rahway  Hospital,  Rahway 
(AMNJ) 

15  Fall  Symposium,  NJ 

NEW  JERSEY  MEDICINE 
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Columbia  University  College  of  Physicians  & Surgeons 
Department  of  Urology 

presents 

DIAGNOSIS  & TREATMENT  OF 

ERECTILE  DYSFUNCTION: 

A GUIDE  FOR 

PRIMARY  CARE  PRACTITIONERS 
Saturday,  December  2,  1995 

Columbia-Presbyterian  Medical  Center,  New  York,  NY 
Course  Directors: 

Ridwan  Shabsigh,  M.D.  & Christopher  M.  Wang,  M.D. 

This  program  is  designed  for  primary  care  physicians  as  well  as 
urologists,  sex  therapists,  and  other  health  professionals  with  an 
interest  in  the  treatment  of  male  erectile  dysfunction.  This  course 
will  offer  a state-of-the-art  review  of  modern  diagnosis  and 
treatment  of  male  erectile  dysfunction.  The  faculty  will  emphasize 
specific  issues  related  to  the  primary  care  practitioner,  such  as 
recognition  of  patients  with  erectile  dysfunction  and  their  initial 
management,  drug-related  erectile  dysfunction  and  non-surgical 
therapy. 

Approved  for  4.5  Credit  Hours  in  Category  1 of  the  A.M.A.’s 
Physician’s  Recognition  Award  and  4.5  Prescribed  Hours  by  the 
American  Academy  of  Family  Physicians. 

Tuition:  $50.  The  fee  includes  the  academic  sessions,  a course 
syllabus,  continental  breakfast,  and  refreshments. 

Contact:  Center  for  Continuing  Education 

630  West  168th  St,  Unit  39  NY,  NY  10032 
Phone:  (212)  781-5990  Fax:  (212)  781-6047 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  also  eligible  for  AMA 
CME  credit  hours,  will  be  given  periodically  for  licensed 
clinicians  (with  or  without  prior  training)  on  3-day  weekends 
(Fri-Sun)  of  November  17-19,  and  December  15-17,  1995, 
at  Milford  Plaza  Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  11th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N.Y.  City,  from  October  19-22,  1995. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Cogizant 
Communications  Corp.  & indexed  in  15  major  indexing 
periodicals,  including  Index  Medicus),  Heart  Disease  Research 
Foundation;  NY  Pain  Center;  Electrical  Engineering  Dept., 
Manhattan  College;  Nordic  Medical  Acupuncture  Society 
(Scandinavia);  Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof.  Nordenstrom  of 
Karolinska  Institute,  Stockholm. 

For  information  on  the  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc  D.,  800  Riverside  Drive  (8-1),  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Dr.  Richard  Simon,  Ph.D.,  (212)  662-7022 
or  Ms.  Sandra  Beckman,  M.A.,  (212)  679-8986. 


Lipid  Symposium 
Date: 

Saturday,  October  28, 1995 


Time: 

8:45  am  - 2:00  pm 


Place: 

MBNA  Conference  Center 
Newark,  Delaware 


Cost: 

$10 


Sponsored  by 


In  conjunction  with 

<4CARDOj3GY 
^ oaxsmAsrrs  pa 


Diagnosis  and  management 

OF  HYPERLIPIDEMIA  AND 
RELATED  DISORDERS 

Informative  presentations  by 
a distinguished  faculty 
Introduction 

Edward  M.  Goldenberg,  Ml).,  F.A.C.C., 

Program  Chairman 

NCEP  Guidelines 

Dan  Rader,  M.D,  Director  of  Lipid  Clinics, 
University  of  Pennsylvania  School  of  Medicine 
Endothelial  Function — Clinical  Implications 
Joseph  Loscalzo,  M.D,  Ph  D.,  Chief  of  Cardiology, 
Boston  University  School  of  Medicine 
Antioxidants — Are  They  Effective? 

Jay  W.  Heinecke,  M.D. , Department  of  Medicine, 
Washington  University  School  of  Medicine 
Acute  Ischemic  Syndromes 
Valentin  Fuster,  M.D.,  Ph  D.,  Chief  of  Cardiology 
and  Director,  Cardiovascular  Institute,  Mount  Sinai 
Medical  Center 

Triglycerides — When  to  Treat 

Stephanie  Kafonek,  M.D,  Associate  Director  of  die 
Lipid  Clinic,  The  Johns  Hopkins  Medical  Institutes 
Postmenopausal  Estrogen  Therapy 
Roger  S.  Blumenthal,  M.D  , The  Henry  Ciccarone 
Center  for  the  Prevention  of  Heart  Disease,  The 
Johns  Hopkins  Medical  Institutes 

Registration  deadline  is  October  20.  For  more 
information  or  to  register,  call  Miriam  Scherer  at 

(302)  366-1929- 

AMA,  AAFP,  AOA,  CEU  credits 


Consumer  Protection 
in  Managed  Care 

a Symposium  Sponsored  by  the 
Seton  Hall  Health  Law  & Policy  Program 

November  17,  1995 
Seton  Hall  University  School  of  Law 

8:30  a. m. -4:15  p.m. 

For  more  information  contact  the 

HeLPP  Office  at  (201)  642-8871 
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Gastroenterological  Society 
Highlawn  Pavilion,  West 
Orange  (AMNJ) 

15  Diagnosis  and  Treatment 
of  AIDS 

Union  Hospital,  Union  (AMNJ) 

15  Management  of  ZDV  Therapy 
in  Pregnancy  To  Reduce 
Perinatal  Transmission  of  HIV 
Union  Hospital,  Union  (AMNJ) 
15  Thriving  in  a Competitive 
Environment:  Strategies  for 
Success 

MSNJ  Headquarters, 
Lawrenceville  (AMNJ) 

15  Post- Polio  Syndrome 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

15  Radiation  Oncology  Section 
Meeting 

The  Manor,  West  Orange 
(AMNJ) 

15  Magnetic  Resonance  Imaging 
of  the  Wrist 

Cooper  1 lospital,  Camden 
(AMNJ) 

15  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

15  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

16  Diagnostic  Radiology  Section 
Meeting  and  NJ  Institute  of 
Ultrasound  in  Medicine 
Saint  Barnabas  Medical  Center, 
Livingston  (AMNJ) 

17  Continuum  of  Wound  Care: 
Outcomes  and  Costs 
Kessler  Institute  for 
Rehabilitation,  West  Orange 
(Kessler  Institute) 

18  45th  Annual  Slide  Seminar 
and  Meeting  of  the  NJ  Society 
of  Pathologists 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  Piscataway 
(AMNJ) 

21  New  Treatments  in 
Cerebrovascular  Disease 
East  Orange  General  Hospital, 
East  Orange  (AMNJ) 

22  Pathogenesis,  Diagnosis,  and 
Management  of  Headaches 
The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

22  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 


22  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

28  Trauma  Care  in  New  Jersey 
East  Orange  General-Hospital, 
East  Orange  (AMNJ) 

29  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

29  Medical  Grand  Rounds 
VA  Medical  Center,  East 
Orange  (AMNJ) 

29  Diabetes-Related 

Cardiovascular  Disease 
The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

29  Medical  Management  of  SCI 
Kessler  Institute  for 
Rehabilitation,  West  Orange 
(Kessler  Institute) 

30  Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

Union  Hospital,  Union  (AMNJ) 
December 

5 Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

Union  Hospital,  Union  (AMNJ) 

6 Tuberculosis  in  the  1990s 
The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

6 Proper  Use  of  Endoscopy 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

6 Angiogenesis 

Corning  Clinical  Laboratories, 
Teterboro  (AMNJ) 

6 Interhospital  Endocrine 

Rounds 

University  Hospital,  Newark 
(AMNJ) 

6 Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

12  Monthly  Dermatology 

Meeting 

Sobering  Corporation, 
Kenilworth  (Dermatological 
Society  oj  NJ) 

13  Emerging  Infectious  Diseases 

St.  Mary  s Hospital,  Passaic 
(AMNJ) 

13  Thriving  in  a Competitive 
Environment:  Strategies  for 
Success 

MSNJ  Headquarters, 
Lawrenceville  (AMNJ) 

13  Interhospital  Endocrine 


Rounds 

University  Hospital,  Newark 
(AMNJ) 

13  Medical  Grand  Rounds 
VA  Medical  Center,  East 
Orange  (AMNJ) 

20  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

20  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

20  How  To  Help  Your  Patients 
Stop  Smoking 

Warren  Hospital,  Phillipsburg 
(AMNJ) 

20  Over-the-Counter  Drugs 

St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

20  High  Risk  and  Critical  Care 
Surgery 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

20  Family  Medicine  Series 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  Camden 
(Cooper  Hospital) 

27  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

27  Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 

29  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

Union  Hospital,  Union  (AMNJ) 


MSNJ 

Board  of  Trustees 
Meetings 

November  19,  1995 
December  17,  1995 
January  21,  1996 
February  18,  1996 
March  17,  1996 
April  14,  1996 
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TAKE  AN  EDUCATION  BREAK! 

10th  Annual  Physician  Office  Workshop  Days 
November  8-9,  1995  - The  Brunswick  Hilton, 
East  Brunswick,  N.J. 


These  workshops  are  for  the  entire  office  staff.  You  will  learn  how  to  increase  profits, 
improve  efficiency  and  prepare  your  office  for  government  inspections.  These  seminars 
address  the  hottest  issues  affecting  today’s  physician.  Space  is  limited! 


November  8th  Workshops: 

•s'  Integrating  Business  with  Medicine 

•s'Physician  Lab  Economics:  coding,  billing,  medicare 

regulation,  managed  care 

•^Tuberculosis:  Infection  Control  for  the  Physician  Office 
•^Twelve  Most  Common  Mistakes  Made  in  Office 
Laboratories 
•s' Risk  Management 


This  is  your  opportunity  to  meet  with  experts  at  only  a 
traction  of  what  it  would  cost  you  to  bring  them  to  your 
office!  These  are  "must"  seminars  for  you  and  your  staff 


November  9th  Workshops: 

•^Computerizing  the  Office 

•*■1996  Coding  Strategies-Optimize  Profits  with  CPT  & ICD9 
**■  Negotiating  Managed  Care  Contracts 
•s' Forming  Large  Group  Corporations 
•*■  Waived  Tests:  They’re  Not  Foolproof! 

•s’OSFLA  Safety  Training:  (Meets  OSFIA’s  annual  education 
requirements) 

•s'OSHA’s  Dirty  Dozen:  The  Most  Common  Violations 
Found  in  Physician  Offices 

•s' Ask  the  Experts:  Bring  your  questions  and  get  answers 
from  experienced  inspectors  from  COLA  and  the  State  of 
New  Jersey,  a representative  from  a proficiency  testing 
company,  and  a consultant  from  POL  Consultants,  Inc. 


DON’T  MISS  TfflS  EDUCATIONAL  OPPORTUNITY! 

Call  Now  (609)  428-7652  To  Receive  a Brochure 
Or  Write  to  Us  at 

P.O.L.  Consultants,  Inc  1150  Concord  Drive  Haddonfield,  NJ  08033-3515 

Seminars  Presented  by  POL  Consultants  Inc.,  Henry  Schein  Inc.-  South  Jersey  Surgical;  American  Medical  Association  Financing  and  Practice  Services  Inc  ; 
Richmond,  Hochron  & Burns  Law  Firm;  Princeton  Insurance  Company;  Venture  Resources;  LSM  Computing;  DR  Associates 


DEBORAH  HEART  AND  LUNG  CENTER  - DEPARTMENT  OF  PULMONARY  MEDICINE 


PRESENTS 

-4  r\  TH  ANNUAL  CLINICAL  UPDATE 
I £ IN  PULMONARY  MEDICINE 

November  18,  1995  • Trump  Plaza  Hotel  • Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  and  Allied  Health  Care  Professionals 

7 Hours  Category  1 CME  Credit 


PROGRAM 


Diagnosis  & Management  of  Chronic  Obstructive 

Pulmonary  Disease  in  ’95  Nicholas  Anthonisen,  MD 

Current  Pharmacologic  Approaches  to  Asthma  Treatment  Nicholas  J.  Gross,  MD,  PhD 

The  Clara  Falk  Franks  Lecture:  The  Lung  Health  Study: 

Current  Status  & Future  Directions  Nicholas  Anthonisen,  MD 

Pulmonary  Vascular  Disease:  Essentials  for  the  Office  Practitioner  Harold  I.  Palevsky,  MD 

Sleep  Disordered  Breathing:  State  of  the  Art  Christian  Guiileminault,  MD 

Community  Acquired  Pneumonias:  An  Update  Henry  Masur,  MD 

Approach  to  the  Patient  with  Pleural  Effusion:  Newer  Concepts  Richard  W.  Light,  MD 

Unusual  Pneumonias:  Cases  You  Could  See  in  Your 

Practice  and  How  to  Manage  Them  Henry  Masur,  MD 

Office  Spirometry:  A Practical  Approach  to  Interpretation  David  M.F.  Murphy,  MD 


For  further  information,  please  contact:  Center  for  Bio-Medical  Communication,  Inc. 
80  W.  Madison  Avenue,  Dumont,  New  Jersey  07628  (201)  385-8080 
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Symposium  by  the  Sea  1995 

A three-day,  educational  seminar  for  physicians 

October  20-22,  1995 
at  the  Rehoboth  Beach  Country  Club 
Rehoboth  Beach,  Delaware 


Friday,  October  20 


H.  Pylori  and  Peptic  Ulcer  Disease 

Robert  M.  Strauss,  MD 
Assistant  Professor  of  Medicine 
Digestive  Diseases 
Emory  University  School  of  Medicine 

Recent  Advances  in  Abdominal  Imaging 

Frederick  B.  Murphy,  MD 
Associate  Professor  of  Radiology 
Emory  University  School  of  Medicine 


Saturday,  October  21 


Laparoscopic  Surgery  in  1995- 
Panacea  or  Technology  Run  Amuck 

Gene  Branum,  MD 
Assistant  Professor  of  Surgery 
Division  of  Gastrointestinal  Surgery 
Emory  University  School  of  Medicine 

Multispecialty  Panel  Case  Presentations- 
Gastroenterology,  General  Surgery,  Radiology 


Infectious  Diseases  Update-Understanding 
the  Impact  of  Antibiotic  Resistance 

Stephen  Schwarzmann,  MD 
Associate  Professor  of  Medicine 
Chief  of  Infectious  Disease 
Emory  University  Hospital 

Asthma  Update-Current  Diagnosis  and  Treatment 

Jeffrey  R.  Pine,  MD 
Associate  Professor  of  Medicine 
Pulmonary  and  Critical  Care 


Sunday,  October  22 


Hypertension  1995- 

Part  I:  The  Search  for  Secondary  Causes 

James  A.  Tumlin,  MD 
Assistant  Professor  of  Medicine 
Renal  Division 

Emory  University  School  of  Medicine 

Multispecialty  Panel  Case  Presentations- 
Infectious  Diseases,  Pulmonary  Medicine, 
Nephrology 


Preoperative  Medical  Evaluation 

Donald  C.  Davis,  MD,  PhD 
Associate  Professor  of  Medicine 
General  Internal  Medicine 
Emory  University  School  of  Medicine 


Credit:  The  Emory  University  School  of  Medicine  designates  this  continuing  medical  education  activity  for  12  credit  hours  in 
Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

Registration:  The  fee  for  this  three-day  conference  is  $175. 

For  registration  information  call  the  Emory  University  Office  of  CME  in 
Atlanta,  GA,  at  (404)  727-5695.  For  information  about  the  Lewes/Rehoboth 
area,  call  Beebe  Medical  Center  in  Lewes,  DE,  at  (302)  645-3499- 


Sponsored  by: 


H 


Beebe 

Medical 

Center 


EMORY  UNIVERSITY 
SYSTEM  OF  HEALTH  CARE 

Crawford  Long  Hospital  of  Emory  University 
Emory  University  Hospital 
The  Em,  )ry  Clinic 


EMORY  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  Robert  W.  Woodruff  Health  Sciences  Center 


\ ,, 


* * * 4 
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Hypertension  1995- 

Part  II:  A Rational  Approach  to 

Accelerated  Hypertension 

James  A.  Tumlin,  MD 

Colonic  Polyps  and  Colorectal  Cancer:  An  Update 

Robert  M.  Strauss,  MD 
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BOOK  REVIEWS 


A PARENT’S  GUIDE  TO  CHILDHOOD  CANCER 


Lisa  Bain.  New  York,  NY,  Dell 
Publishing,  1 995.  Written  specifi- 
cally for  parents  of  children  with 
cancer,  this  compact  but  com- 
prehensive guide  provides  valu- 
able information  and  insights  in  a 
clearly  understandable  and  hope- 
ful, if  not  enthusiastic,  manner. 

A foreword  by  C.  Everett 
Koop,  MD,  former  surgeon- 
general  of  the  United  States  and 
a pediatric  surgeon,  introduces 
the  essential  elements  of  a com- 
prehensive children’s  cancer  pro- 
gram and  explains  the  philosophy 
underlying  the  approach  to  pedi- 
atric cancer  as  conducted  at  the 
Children  s Hospital  of  Philadel- 
phia, where  he  was  a principal 
force. 

Early  chapters  describe  what 
cancer  is  and  how  it  may  be 


DIAGNOSTIC  NEURORADIOLOGY 


Anne  G.  Osborne,  MD.  St. 
Dnds,  MO,  Mosby-Y ear  Book, 
1994.  A review  of  a field  as  com- 
plex as  neuroradiology  is  a dif- 
ficult undertaking,  and  Dr.  Os- 
borne is  to  be  congratulated  for 
her  achievement  in  having  writ- 
ten this  excellent  text.  The 
strengths  of  the  work  lie  in  its 
superb  organization  and  its  de- 
monstration of  radiological- 
pathological  correlations.  The  lat- 
ter comes  as  no  surprise  since  Dr. 
Osborne  is  well  known  for  her 
teaching  in  this  area,  which  has 
culminated  in  a prestigious  visit- 
ing chair  at  the  Armed  Forces 
Institute  of  Pathology. 

Dr.  Osborne  has  subdivided 
her  review  into  five  sections: 
brain  development,  cerebral 
vasculature,  brain  tumors,  infec- 
tions/white matter  abnormalities, 
and  the  spine.  The  chapters  mir- 
ror each  other  in  format,  which 
makes  them  easy  to  follow.  Dis- 
eases are  described  in  a highly 


manifested  in  children.  The 
author  then  outlines  treatment 
strategies,  providing  up-to-date 
guidance  on  chemotherapy,  radia- 
tion, surgery,  and  supportive  care. 
New  approaches  and  alternative 
therapies  are  considered  fairly. 
The  importance  of  addressing  the 
social  and  emotional  needs  of  the 
family  is  stressed.  Other  topics 
include  financial  concerns,  death 
and  dying,  and  the  long-term  con- 
sequences of  the  aftermath  of 
cancer  and  its  treatment. 

The  author  is  a science  and 
medical  writer  who  also  has  writ- 
ten parents  guides  for  other 
clinical  situations,  including  at- 
tention deficit  disorders  and 
childhood  emergencies.  □ Alan  J. 
Lippman,  MD 


organized  manner,  by  which 
pertinent  nonradiological  in- 
formation such  as  the  incidence  of 
pathology  and  age  of  presentation 
are  elucidated.  Imaging  topics  are 
subdivided  into  angiography, 
computed  tomography,  and 
magnetic  resonance  (MR). 

The  text  is  consistent  in  its  clar- 
ity. Multiple  charts  and  anatomi- 
cal sections  complement  the  writ- 
ing. I found  the  charts  especially 
helpful  as  a quick  handle  of  the 
relevant  aspects  of  each  entity. 
The  pathological  sections  are 
presented  not  just  for  the  sake  of 
thoroughness  but  to  illustrate 
neuroradiologieal  findings.  The 
images  offered  are  state-of-the- 
art.  The  majority  are  MR  images, 
however,  other  neuroradiologieal 
images  are  employed. 

The  book  weds  organization 
with  a focus  on  teaching.  Diag- 
nostic Neuroradiology  is  an  asset 
to  the  physician.  D Neil  B. 
Homer,  MD 
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DRAMATIC: 

BREAKTHROUGHS 


All  CHRONIC 
WOUND  CARE 
ARE-HEREi 


While  most  wounds  heal  quickly,  others  won’t.  Wounds  that 
refuse  to  heal  can  be  very  frustrating,  both  for  the  patient  as 
well  as  the  physician. 

But  now  there  are  dramatic  breakthroughs  in  wound  care; 
providing  new  hope  for  persistent  wounds,  especially  those 
associated  with  diabetes,  pressure  ulcers,  venous  stasis,  and 

other  vascular 
diseases.  An 
exclusive  treatment 
program  only 
available  through 
an  integrated 
network  of  75 
Wound  Care 
Centers® 
nationwide, 
including  five 
centers  light  here  in 
New  Jersey. 

At  the  Wound 
Care  Center  you’ll 
find  a team  of 
doctors  and  nurses  using  a unique  and  highly  effective 
approach  to  wound  care.  An  individualized  treatment 
program  may  include  aggressive  debridement,  infection 
control,  growth  factor  therapy  as  well  as  other  surgical  and 
non-surgical  treatment  options.  The  Wound  Care  Center 
approach  has  been  used  in  over  75,000  cases  nationwide. 

When  you  refer  your  patient  to  the  Wound  Care  Center, 
you  remain  an  active  member  of  your  patient’s  health  care 
team.  To  find  out  more,  call  the  nearest  Wound  Care  Center 
and  receive  a complete  physician’s  information  package. 


81% 

Healed 


Ipq. 


19% 

Other 


Wound  outcome  for  patients  treated  at  the 
New  Jersey  Wound  Care  Centers  in  1994. 


Affiliated  with  Curative  Technologies,  Inc. 


Englewood  Hospital  and  Medical  Center 

350  Engle  Street 
Englewood,  New  Jersey  07631 

(201)  894-3361 


Mercer  Medical  Center 

446  Bellevue  Avenue 
Trenton,  NJ  08607 

(609)  6954)022 


Morristown  Memorial  Hospital 

95  Mt.  Kemble  Avenue 
Morristown,  New  Jersey  07962 

(201)971-4550 


William  B.  Kessler  Memorial  Hospital 

630  South  White  Horse  Pike 
Hammonton,  NJ  08037 

(609)  561-5551 
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X AS  IN  RONTGEN 


William  Crookes  (1832-1919), 
born  in  London  and  educated  at 
the  Royal  College  of  Chemistry, 
was  the  founder  of  Chemical 
News  and  later  became  editor  of 
the  Quarterly  Journal  of  Science. 
He  was  responsible  for  many  in- 
novations. He  discovered  the  ele- 
ment thallium  and  developed  a 
process  for  separating  precious 
metals  from  their  ores.  He 
worked  on  methods  of  treating 
sewage  and  on  the  dyeing  of  tex- 
tiles. Later,  he  experimented  with 
the  phenomenon  of  radioactivity 
and  invented  devices  to  measure 
particles  — the  radiometer  and  the 
spinthariscope.  Most  pertinently, 
he  investigated  the  electrical 
It  charges  in  vacuum  tubes,  produc- 
i ing  cathode  rays  for  the  first  time. 

I For  all  his  accomplishments  he 
i was  knighted  in  1897  and  he  re- 
< ceived  the  Order  of  Merit  in 
1910. 

It  remained  lor  Wilhelm  Con- 
rad Rontgen  (1845-1923),  born  in 
Lennep  in  the  Rhineland,  to  make 
the  Crookes  tube  the  source  of 
one  ol  the  most  momentous  finds 
in  scientific  history.  He  was  the 
son  of  a German  farmer  and  a 
Dutch  mother,  was  educated  at 
Utrecht,  and  became  professor  of 
physics  at  Strassburg,  Giessen, 
Wurzburg,  and  Munich. 

On  November  8,  1895,  while 
experimenting  with  a Crookes 
tube,  he  noted  strange  accidental 
shadows  of  solid  objects,  and  by 
making  his  tube  light-proof,  could 
throw  a greenish  fluorescent  light 
upon  a platinobarium  screen  nine 
feet  away,  even  when  the  tube 
was  shielded  by  cardboard  or  thin 
metal.  This  new  kind  of  ray 
passed  through  most  substances, 
especially  soft  parts  of  the  body, 
that  the  bones  of  the  hand 


Howard  D.  Slobodien,  MD 


seven 


so 


were  well  defined  on 
graphic  plate.  Then 


a photo- 
followed 


weeks  of  intensive  ex- 
perimentation. 

On  December  28,  1895, 

Rontgen  gave  a preliminary  re- 
port to  the  Physical-Medical 
Society  of  Wurzburg.  It  was  enti- 
tled, Eine  Neue  Arte  von  Strahlen 
(A  New  Kind  of  Ray),  and 
featured  a photograph  ot  the 
bones  ol  a hand,  and  caused  a 
sensation.  He  called  the  new  find- 
ing an  x-ray — a term  adopted 
enthusiastically  on  this  side  of  the 
Atlantic.  However,  Kolliker,  who 
predicted  its  future  value  in 
medicine,  insisted  it  be  called  a 
Rontgen  ray  and  this  name  still  is 
the  popular  one  in  its  home  en- 
vironment. 

Rontgen  received  the  first 
Nobel  prize  in  physics  in  1901 
and  the  Rumford  Medal  of  the 
Royal  Society  of  London  in  1906. 
Despite  these,  and  other  honors, 
he  remained  a simple  and  humble 
man  who  eschewed  patenting  his 
procedure  and  preferred  the 
generic  term  “x-ray’  to  the  one 
encompassing  his  name.  His 


pride  was  severely  wounded  by 
false  accusations  imputing  the 
findings  to  others,  and  he 
retreated  from  most  social  con- 
tacts. The  loss  of  his  wife  and  of 
close  friends,  and  the  outcome 
(which  he  had  predicted)  of 
World  War  II  further  saddened 
him  and  he  died  lonely  and 
neglected. 

Despite  this  neglect,  Rontgen 
was  considered  then,  as  well  as 
now,  one  of  the  great  men  of  his 
generation.  It  is  fitting  that  his 
work  should  have  occurred  at  the 
end  of  the  century  labeled  by  Dr. 
Francis  D.  Moore  in  the  Surgical 
Clinics  of  December  1987  as  the 
century  embracing  the  ex- 
perimental method,  that  included 
“the  great  milestones  of  ether  and 
antisepsis,  with  the  names  of 
Morton  and  Warren  and  ol  Lister, 
and  of  physiology  under  Ber- 
nard. (We  certainly  must  include 
others,  especially  Louis  Pasteur, 
discoverer  of  great  principles, 
who  died  41  days  before  Wilhelm 
Rontgen  saw  the  light.) 

The  reports  of  the  new  ray 
circulated  quickly  throughout  the 
world  and  new  applications  de- 
veloped with  unbelievable  speed. 
The  September  20,  1995,  issue  of 
JAMA  reprinted  an  article  from  its 
issue  ol  February  15,  1896,  enti- 
tled, The  Rontgen  Rays:  “The 
general  interest  in  the  recent  dis- 
covery of  Prof.  Rontgen,  the  de- 
tails of  which  now  fill  the  daily 
press  and  which  were  at  first  re- 
ceived with  incredulity  by  the 
public  as  probably  a scientific 
hoax,  seems  to  call  for  some 
notice  in  the  Journal.  ...  At 
present,  however,  the  limitations 
of  the  methods  are  too  great  and 
the  medical  nature  of  the  dis- 
covery is,  as  yet,  a largely  un- 
known quantity.  Its  surgical  utili- 
ty in  certain  ways  has  probably 
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been  sufficiently  indicated  by 
what  has  already  been  done,  but 
enthusiasm  as  to  its  future  should 
be  tempered  by  a scientific  spirit 
of  moderation  that  proves  all 
things  before  building  its  faith 
upon  them.  The  same  issue  of 
JAMA  quoted  Harvey  Cushing  in 
1896:  “Everyone  is  much  excited 
over  this  new  photographic  dis- 
covery. Professor  Rontgen  may 
have  discovered  something  with 
his  rays  which  will  revolutionize 
diagnosis.  Imagine  taking  photo- 
graphs of  gallstones  in  situ,  stones 
in  the  bladder,  foreign  bodies 
everywhere,  fractures,  and  so  on. 

X-rays  were  used  almost  im- 
mediately by  surgeons  for 
diagnosis  of  fractures,  foreign 
bodies,  and  the  like;  by  dentists; 
and  by  medicolegal  people  to  de- 
tect concealed  objects  and  to  de- 
termine death.  Angiograms  and 
cinematic  x-rays  also  made  their 
appearance  in  1896.  Barium  stud- 
ies of  the  stomach  were  done  as 
early  as  1898.  Pneumoperitoneum 
(1915),  ventriculography  (1918), 
and  cholecystography  (1923)  were 
forerunners  of  today’s,  and  tomor- 
row’s, techniques:  MRI,  CT, 

other  radiotracer  imaging,  MRI- 
guided  radiofrequency  thermal 
ablation  of  brain  tumors,  3-D 
diagnostic  navigation  through  the 
body  with  virtual  reality,  PET, 
and  a variety  of  other  imaging 
methods  for  diagnosis  and  treat- 
ment that  have  enhanced  the  role 
of  the  radiologist  in  modern 
medicine. 

The  hazards  of  radiation  were 
understood  more  slowly,  much 
more  slowly.  Epilation  for  hyper- 
trichosis was  performed  in  1896, 
and  many  other  skin  lesions  — 
lupus,  psoriasis,  eczema,  alopecia, 
as  well  as  epithelioma — were 
treated  with  the  new  rays  from 
1896  through  1900.  Albers- 
Schonberg  showed  the  effects  of 
radiation  on  internal  organs  and 
the  testes  in  1903.  Others  were 
demonstrating  adverse  effects  on 
lymphatic  tissues,  the  testes,  the 
ovaries,  the  eyes,  and  the  sweat 
glands,  and  showing  suppression 
of  growth  in  small  animals. 


During  the  early  years  of  this 
century,  these  observations  failed 
to  impress  those  using  x-rays  of 
their  inherent  dangers  and  the 
necessity  to  take  proper  precau- 
tions. Cushing’s  characterization 
of  them  as  photographs  revealed 
a dangerous  vacuum  in  his  under- 
standing of  the  potential  power  of 
the  new  tool.  Many  others  made 
the  same  mistake. 

As  a child,  I remember  seeing 
the  unshielded,  wire-strung 
equipment  being  used  by  the 
radiologist  located  a few  doors 
down  the  street  from  my  home. 
As  a youth  I remember  viewing 
the  bones  of  the  feet  and  the 
leather  and  metal  in  the  shoes  of 
customers  being  fitted  fluoro- 
scopically  in  local  shoe  stores.  As 
a medical  student  I remember  the 
outrage  I felt  at  the  dermatologist 
who  recommended  x-ray  treat- 
ments for  my  mother’s  benign 
self-limiting  skin  problem.  As  a 
young  practitioner,  I cringed 
when  viewing  the  deformed,  part- 
ly amputated  hands  of  the  local 
general  practitioner-surgeon  who 
carried  an  active  trauma  practice 
and  had  in  this  practice  reduced 
many  patients’  fractures  under 
the  fluoroscope. 

Even  the  deaths  of  some  of  the 
early  x-ray  “photographers  failed 
to  impress.  The  minutes  of  the 
American  Rontgen  Ray  Society 
meeting,  held  in  Boston  in  Oc- 
tober 1913,  included,  as  one  of 
the  recommendations  of  the  ex- 
ecutive committee:  “That  a 

memorial  service  for  Rontgen 
martyrs  shall  be  accorded  a 
permanent  place  in  the  program 
of  each  annual  meeting  of  the 
American  Rontgen  Ray  Society,” 
to  include  photographs  of  said 
martyrs,  accompanied  by  ap- 
propriate remarks. 

Other  risks  were  assumed.  X- 
rays  were  employed  to  view  the 
pelvis  during  pregnancy,  to  treat 
aene,  and  to  control  tuberculosis, 
the  high  doses  used  in  the  latter 
condition  posing  increased  risk  of 
developing  breast  cancers.  (Dr. 
John  W.  Gofman,  from  the  Uni- 
versity of  California,  Berkeley,  as 


reported  in  JAMA  on  August  2 1 
1995,  recently  authored  a book 
Preventing  Breast  Cancer:  The 
Story  of  a Major , Proven,  Preven- 
table Cause  of  This  Disease.  He 
apparently  contends  that  up  to  90 
percent  of  breast  cancers  are 
caused  by  previous  exposure  to 
medical  x-rays.  Although  his 
failure  to  submit  these  findings  to 
scientific  peer  review,  preferring 
the  judgment  of  lay  public  debate, 
may  induce  many  of  us  to  dismiss 
his  influence  out  of  hand;  public 
opinion  is  a peculiar,  sometimes 
unpredictable,  force.  The  New 
York  Times  reported  on  August 
20,  1995,  that  the  Energy  Depart- 
ment said  approximately  "16,000 
men,  women,  and  children  were 
subjected  to  radiation  experi- 
ments from  World  War  II  until 
the  mid-70s”  in  435  confirmed  ex- 
periments. Although  some  of  the 
tests  yielded  measurable  scientific 
gains,  some  were  done  despite 
the  absence  of  expected  benefit. 
And  radiation  therapy  was  used  to 
treat  supposed  adenoidal  ab- 
normalities in  service  personnel 
and  in  children;  the  final  tally  of 
secondary  head  and  neck  malig- 
nancies is  not  yet  in. 

To  put  it  mildly,  there  are 
ethical  questions  that  need 
answers. 

We  have  learned,  I hope,  from 
these  mistakes  of  the  past,  result- 
ing from  incomplete  knowledge  of 
the  power  initiated  by  Rontgen’s 
experiment.  As  our  diagnostic 
abilities  continue  to  increase,  we 
also  must  avoid  the  subtle  trap 
engendered  by  knowing  too 
much.  Not  every  abnormality 
found  on  a CT  scan  necessitates 
invasive  diagnostic  or  therapeutic 
measures.  Only  a minority  of  pa- 
tients with  mammographic  micro- 
calcifications harbor  malignan- 
cies. Will  new  diagnostic,  com- 
puter-generated systems  enable 
us  to  slice  the  number  of  biopsies, 
by  needle  or  by  incision?  Will 
budgetary  constraints  call  a halt  to 
available  or  potential  improve- 
ments in  diagnostic  and  therapeu- 
tic radiology,  or  will  these  ad- 
vances be  effective  enough  in  the 
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care  to  prove 
There  is 


delivery  of  health 
their  economic  worth? 
much  to  debate. 

Rontgen’s  discovery  changed 
the  practice  of  medicine  and  the 
approach  to  the  practice  of 
medicine  in  a fundamental  and 
irreversible  way.  Most  scientific 
discoveries,  while  important,  rep- 
resent logical,  sometimes  predic- 
table, small  steps  in  the  evolu- 
tionary process.  The  x-ray  revolu- 
tionized scientific  practice  and 
thought.  It  has  had  its  growing 
pains,  its  triumphs,  and  its  dis- 
asters, the  latter  due  sometimes  to 
ignorance,  sometimes  to  indif- 
ference, and  sometimes  to  venali- 
ty. We  can  hope  and  pray  that 
these  pitfalls  will  be  avoided  in 
the  next  century  of  progress.  The 
advice  previously  quoted  from 
JAMA  of  February  1896  is  worth 


remembering.  Also,  listen  to  Wil- 
liam J.H.  Andrewes,  curator  of 
Harvard’s  Collection  of  Historical 
Scientific  Instruments,  as  cited  in 
JAMA  on  September  20,  1995: 
“History  provides  a model  for 
what  has  been  done  right  and 
what  has  been  done  wrong.  . . . 
We  are  just  beginning  to  under- 
stand the  balance  of  nature  and 
how  delicate  that  balance  is  . . . 
let  us  not  forget  history;  it  is  the 
only  experience  we  have  to  guide 
our  decisions  for  the  future.”  We 
might  also  remember  that  x,  as  in 
x-ray,  refers  to  an  unknown  quan- 
tity. We  still  have  much  to  learn. 

We  are  indebted  to  Dr. 

Rosenberg  and  his  distinguished 
group  of  contributors  to  this  issue 
with  special  thanks  to  Dr.  Ismail 
Kazem,  who  produced  the 

artwork  for  the  cover.  Their 


articles,  and  my  few  words, 
scratch  the  surface  of  the  informa- 
tion relating  to  Rontgen.  Expect 
a veritable  flood  of  materials  on 
this  epochal  disclosure.  Enjoy 
them  all.  □ Howard  D.  Slobo- 
dan, MD 

If  we  make  a couple  of  dis- 
coveries here  and  there  we  need 
not  believe  things  will  go  on  like 
this  forever.  . . . Just  as  we  hit 
water  when  we  dig  in  the  earth, 
so  we  discover  the  incom- 
prehensible sooner  or  later. 

G.C.  Lichtenberg 
Aphorisms,  1765-1799 

Greater  even  than  the  greatest 
discovery  is  to  keep  open  the  way 
to  future  discoveries. 

John  J.  Abel 
Mellon  Lecture,  1915 
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GUEST  EDITORIAL 


A NEW  TYPE  OF  RAY 


A scientific  monograph  sub- 
mitted to  the  secretary  of  the 
Physical-Medical  Society  of 
Wurzburg,  Germany,  on  Decem- 
ber 28,  1895,  by  a little  known 
physicist-engineer  changed  the 
face  of  medicine  forever.  Within 
weeks  of  Roentgen  s announce- 
ment, newspapers  worldwide 
heralded  his  great  discovery. 
Business  offers,  demands  for 
reprints,  and  requests  for 
personal  interviews  poured  in 
from  all  over  the  world.  Within 
months,  the  x-ray  became  a by- 
word in  the  scientific  and  pseudo- 
scientific laboratories  throughout 
Europe  and  the  United  States. 
The  rest  is  history. 

The  catastrophes  ol  war  often 
initiate  the  most  dramatic  changes 
in  medical  care.  In  his  review, 


Radiology  in  Work l War  II, 
Frederick  R.  Cushing  noted: 
“This  history  has  significance  to 
us  engaged  in  the  practice  of 
radiology  above  its  military  in- 
terest, for  the  second  world  war 
is  in  large  part  responsible  for  the 
current  form  of  both  our  specialty 
and  the  society  in  which  that 
specialty  is  practiced.  Early  on, 
radiology  was  part  of  the  section 
of  surgery  and  only  later  did  it 
become  a department.  Radio- 
graphic  examinations  were  used 
primarily  for  triage  (Figure). 
However,  during  peak  emergency 
periods,  the  radiology  area  be- 
came the  focus  for  the  initial 
management  ol  the  wounded, 
often  necessitating  the  use  of  the 
fluoroseope  to  expedite  the  ov- 
erwhelming patient  load.  The 


Radiologic  examinations  used  during  triage,  during  war  time. 
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Picker  x-ray  army  field  unit  was 
the  standard  radiographic  equip- 
ment for  all  installations  overseas. 
It  operated  with  a gas  motor- 
driven  1.5  kw  generator. 
Radiologists  often  depended  a 
great  deal  on  “midnight  requisi- 
tions, junk  piles,  and  supply 
dumps  for  equipment.  Enemy  ac- 
tions and  other  accidents  often 
deprived  the  radiologist  of  their  x- 
ray  units  and  supplies.  "When  the 
26th  general  hospital  was  sent  to 
Bari,  Italy  . . . enemy  bombing  re- 
sulted in  an  initial  loss  of  all 
hospital  equipment.  All  supply 
ships  were  sunk,  and  one  ship 
which  carried  mustard  gas  caused 
75  fatalities.’’  The  quality  of  the 
care  was  generally  excellent. 
Colonel  James  E.  Lofstrom  re- 
ported that,  “the  stalfs  of  all  24 
general  hospitals  and  4 of  the  6 
evacuation  hospitals  in  the  north 
African  theatre  were  members  of 
the  faculties  of  medical  schools  or 
. . . the  staffs  of  outstanding 
general  civilian  hospitals.  Scien- 
tific meetings  for  discussions  of 
case  material  were  held  even 
under  the  most  adverse  con- 
ditions. Lofstrom  further  noted 
that  there  was  great  interest  by 
radiologists  in  the  wounds  of  the 
chest.  Post-war  exhibits  and 


publications  from  experiences  in 
service  included  the  most  com- 
prehensive study  of  roentgeno- 
logic aspects  of  such  battle 
wounds.  Radiation  protection 
measures  were  often  erratic, 
particularly  in  the  forward  combat 
echelons.  "Of  the  more  than  400 
radiologists  who  served  in  the 
European  theatre,  one  is  known 
to  have  suffered  from  the  effects 
of  excessive  exposure  to  x-ravs. 
Technologists  who  monitored 
with  periodic  white  blood  counts 
were  given  a day  off,  patient  vol- 
ume permitting,  to  "dissipate 
radiation.  Directives,  as  re- 
ceived, were  frequently  ignored 
because  they  were  entirely  im- 
practical in  the  circumstances  of 
tropical  warfare,  particularly  on 
isolated  islands.  Radiologists  ov- 
erseas also  bear  witness  to  the 
civilian  ravages  during  World 
War  II.  A high  percentage  of  ac- 
tive tuberculosis  (27.5  percent) 
was  demonstrated  radiographical- 
ly in  2,267  patients  from  the 
Dachau  concentration  camp. 

By  combining  the  computer 
with  the  photon,  radiology 
opened  unlimited  vistas  for  newer 
technologies.  But  progress  did  not 
come  without  cost.  Early  pioneers 
including  Elizabeth  Ascheim, 


Mirhram  Kassabian,  and  Clarence 
Madison  Dailey,  suffered  from 
the  radiation  effects  of  early 
unfiltered  and  unprotected  x-ray 
beams  and  went  on  to  develop 
radiation-induced  cancers,  even- 
tually losing  limbs  as  well  as  lives. 

In  this  issue,  Dr.  Moss  gives  us 
a background  on  New  Jersey 
radiology  and  its  beginnings  in 
the  first  decade,  and  Ms.  Irwin 
offers  a fascinating  interview  with 
C.  Richard  Weinberg,  a long-time 
radiologist  practicing  in  New 
Jersey.  Dr.  Tselos,  archivist  at  the 
National  Edison  Historic  Site, 
tells  of  the  critical  role  played  by 
Thomas  Edison  in  the  develop- 
ment of  the  fluoroseope.  Dr. 
Timins  summarizes  the  economic 
history  of  radiology,  and  Dr. 
Amorosa  shares  with  Dr.  Eisen- 
berg  the  discovery  of  x-rays  of  100 
years  ago.  The  history  of  radiation 
therapy,  presented  by  Dr.  Kazem, 
is  equally  exciting. 

This  guest  editor  and  the  con- 
tributors for  this  issue  of  NEW 
Jersey  Medicine  wish  to  thank 
Howard  D.  Slobodien,  MD,  for 
allowing  us  the  opportunity  to  re- 
late this  story  of  radiology.  D 
Murray  A.  Rosenberg,  MD 
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NEW  JERSEY  MEDICINE 


Ismail  Kazem,  MD 


One  hundred  years  of 
radiation  therapy: 

A tribute 


The  history  of  radiation  therapy  is  fascinating  and  tragic.  As 
we  celebrate  the  centennial  of  Wilhelm  Roentgen ’s  discovery, 
physicians  should  remember  the  pioneers  who  made  it 
possible  for  contemporary  radiation  oncologists  to  practice 
with  the  highest  degree  of  sophistication. 


helm  Conrad 
perimenting 
laboratory  at 
Wurzburg.  It 
the  room  was 


On  a quiet  street 

Wurzburg,  Germany,  a 
well-preserved  ancient 
building  proudly  dis- 
plays a sign,  “In  this  house  in  the 
year  1895,  W.C.  Roentgen  dis- 
covered the  rays  named  after 
him.”  (Figure  1). 

One  hundred  years  have 
passed  since  that  fateful  event  on 
November  8,  1895,  when  Wil- 
Roentgen  was  ex- 
in his  physics 
the  University  of 
was  evening,  and 
dark.  He  noticed 
that  a fluorescent  plate  that  hap- 
pened to  be  in  the  laboratory  lit 
up  brightly  every  time  the  current 
passed  in  a cathode-ray  tube.  He 
pursued  his  observation  with  a 
series  of  fundamental  experi- 
ments that  defined  his  discovery. 
His  first  paper,  “On  a new  kind 
of  ray,  was  published  in  German 
on  December  28,  1895,  and  was 
immediately  translated  into 
English  and  submitted  for  pub- 
lication in  Science  in  January 
1896. 

The  first  transatlantic  telegraph 
cable,  hailed  as  the  eighth  wonder 
of  the  world,  already  was  laid  in 
1866.  For  no  sooner  was  the  dis- 
covery announced,  than  the  scien- 
tific community  in  Europe  and 


the  United  States  busied  itself 
with  the  task  of  producing  and 
investigating  the  mysterious 
x-rays. 


There  was  a race  for  manufac- 
turing x-ray  generators  and  a rush 
to  exploit  its  penetrating  powers 
in  understanding  the  living  anat- 
omy, physiology,  and  pathology  of 
humans  and  animals. 

Such  careless  enthusiasm  led  to 
disastrous  incidents  that,  ironical- 
ly, helped  to  unveil  the  biological 
effects  of  x-rays.  The  indis- 
criminate handling  of  x-rays  by 
the  early  pioneers  caused  them  to 


STRAW  tu 


Figure  1.  The  Physics  Department 
where  x-rays  were  discovered. 


Building  at  the  University  of  Wurzburg 
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Figure  2.  Memorial  for  radiological  martyrs  in  Sankt  Georg  Hospital,  Ham- 
burg, Germany. 


suffer  from  painful  skin  rashes 
and  inflammations  that  led  to  skin 
ulcerations.  The  harmful  effects  of 
exposure  to  x-rays  were  im- 
mediately recognized  and  were 
termed  radioepidermitis  and  x-ray 
burn. 

A disciple  of  the  Hahnemann 
University  school  of  homeopathy 
suggested  that  the  rays  capable  of 
producing  tissue  damage  also  had 
therapeutic  properties.1  A phar- 
macist who  practiced  homeop- 
athy, Emil  Herman  Grubbe, 
worked  at  the  x-ray  facility  at 
Hahnemann  Hospital  in  Chicago. 
A patient,  Mrs.  Rose  Lee,  who 
had  a postoperative  recurrence  of 
cancer  of  the  breast  was  referred 
by  Dr.  R.  Ludlam.  On  January  29, 
1896,  Mr.  Grubbe  was  the  first  to 
use  x-rays  for  therapeutic  pur- 
poses.1 He  gave  the  patient  18 
treatments  over  a period  of  three 
weeks.  The  same  year  Professor 
John  Daniel  of  Nashville  reported 
a case  of  depilation  resulting  from 
a diagnostic  x-ray  of  the  head.2  As 
the  therapeutic  potential  of  x-rays 
became  evident,  daring  physi- 
cians were  willing  to  employ  it. 
Reports  of  the  cure  of  skin  cancer 
by  x-rays  started  to  appear  in  the 
medical  literature  as  early  as 
1900. 3 4 The  MacMillan  Company 


published  The  Roentgen  Rays  in 
Medicine  and  Surgery  as  an  Aid 
in  Diagnosis  and  as  a Therapeutic 
Agent  in  1901;  it  was  authored  by 
Francis  H.  Williams,  MD,  a 
graduate  of  Massachusetts  In- 
stitute of  Technology. 

In  December  1913,  the  second 
issue  of  the  first  volume  of 
American  Journal  of  Roentgen- 
ology appeared  with  several 
articles  on  x-ray  therapy.  In  this 
issue,  an  article  by  Dr.  Arthur  F. 
Holding  of  New  York  stated,  “It 
may  surprise  even  Roentgenol- 
ogists to  know  that  a review  of  the 
medical  literature  from  1896  to 
1909  shows  that  during  that  time 
3,134  cases  of  malignant  con- 
ditions alone  had  been  treated  by 
x-ray  and  reported.”5  The  article 
concludes:  “Let  me  emphasize 
that  the  slogan  of  success  in 
Roentgen  therapy  is  the  same  as 
that  of  surgery  or  any  other 
specialty — technique.  The  same 
issue  contains  an  article  authored 
by  George  E.  Pfahler  of  Phila- 
delphia on  the  use  of  Roentgen 
rays  in  the  treatment  of  gyneco- 
logical conditions. 

Early  Roentgen  therapists  had 
to  rely  on  trial  and  error,  ex- 
perience, and  ingenuity  to  meet 
the  challenges  of  treating  deeply 


seated  tumors.  The  available  x-ray 
generators  were  not  powerful 
enough  or  reliable  enough,  and 
there  was  no  accurate  method 
available  for  measuring  the  quali- 
ty or  the  quantity  of  x-rays. 

The  dawn  of  a new  era  in  radia- 
tion therapy  was  ushered  in  by 
the  introduction  of  an  interna- 
tional unit  of  radiation  dose  at  the 
First  International  Congress  of 
Radiology  in  London  in  1925. 
This  was  later  adopted  at  the 
Second  Congress. 

A unique  cooperation  and  ex- 
change between  the  radiation 
therapy  centers  in  Europe  and 
the  United  States  pooled  the 
knowledge  and  experience  of 
clinicians  and  researchers  on  both 
sides  of  the  Atlantic  Ocean.  An 
example  of  such  cooperation  is 
the  publication  in  1925  of 
Principles  and  Practice  of  Roent- 
gen Therapy  by  I.  Seth  Hirsch, 
MD,  with  dosage  formulae  and 
dosage  tables  by  Guido  Holz- 
knecht,  MD.  In  the  preface,  Dr. 
Hirsch  states,  “A  striking  phase  in 
the  development  of  the  technique 
of  Roentgentherapy  in  the  last 
few  years  has  been  the  change 
from  indefinite  methods  based  on 
individual  experience  and  ob- 
servation to  an  exact  and  definite 
technique  based  on  methods  of 
precise  measurement.  Certain 
physical  chemical  and  biological 
investigations  giving  an  insight 
into  the  nature  of  the  processes 
that  play  a role  in  the  production 
and  eradication  of  disease  have 
made  necessary  a revision  of  tech- 
nique of  Roentgentherapy  along 
more  scientific  lines  than  hereto- 
fore possible.  Thus,  Roentgen- 
therapy now  rests  firmly  upon  the 
foundations  of  physics,  chemistry, 
and  biology.  6 

During  the  two  decades  be- 
tween World  War  I and  World 
War  II,  radiation  therapy  gradual- 
ly evolved  into  a recognized 
medical  discipline.  New  equip- 
ment was  developed  and  tested, 
clinical  indications  were  defined 
and  verified,  and  treatment  re- 
sults and  outcomes  were  analyzed 
and  reported.  Generators  became 
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available  in  the  superficial,  in- 
termediate, and  deep  x-ray 
ranges.  The  radiation  physicist 
became  a partner  to  the  evolving 
radiation  therapy  specialist.  Tech- 
niques were  developed  to  im- 
prove dose  distribution  in  tissues 
and  accurate  measurements  of 
radiation  dose  and  energy  became 
possible.  The  hazards  of  empirical 
and  uncontrolled  use  of  radiation 
led  to  the  regulation  of  strict 
radiation  protection  rules  and 
safety  precautions  to  protect  the 
patient  and  the  radiation  worker. 
In  April  1936,  a memorial  erected 
in  the  garden  of  Sankt  Georg 
Hospital  in  Hamburg,  Germany, 
was  officially  inaugurated  by 
radiologists  from  all  over  the 
world  honoring  150  names  of 
martyrs  who  have  lost  their  lives 
in  pursuit  of  knowledge  and  to 
advance  the  science  of  radiology 
(Figure  2). 

A huge  radiobiologic  experi- 
ment took  place  at  the  end  of 
World  War  II.  The  aftermath  of 
the  explosion  of  the  atom  bombs 
over  Hiroshima  and  Nagasaki 
demonstrated  to  the  world  the  de- 
vasting  effects  of  thermonuclear 
power.  But  it  also  gave  a dramatic 
wealth  of  knowledge  to  radiobi- 
ologists about  the  acute,  subacute, 
and  chronic  effects  of  ionizing 
radiation.  As  a result,  in  the 
early  1950s  President  Eisenhower 
launched  the  program,  Atoms  for 
Peace.  With  advances  in  modern 
technology,  electronics,  and  nu- 
clear physics,  radiation  therapy 
and  nuclear  medicine  were  a 
beneficiary  of  the  program. 

In  May  1960,  I passed  the 
certification  examinations  in  ra- 
diation therapy  and  was  admitted 
as  a fellow  of  the  Royal  College 
of  Radiologists  in  London.  Little 
did  I know  then,  that  I was  wit- 
nessing the  making  of  the  history 
of  modern  radiation  oncology. 
New  equipment  providing  more 
energetic  and  deeply  penetrating 
beams  were  becoming  available. 
The  role  of  radiation  therapy  in 
the  cure  and  palliation  of  cancer 
was  becoming  recognized  and  ac- 
cepted. After  my  certification,  I 
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Figure  3.  A 15  MV  linear  accelerator 
installed  in  1961  at  St.  Bartholo- 
mew’s Hospital  in  London,  a complex 
and  bulky  machine. 

was  appointed  as  registrar  in  the 
Department  of  Radiation  Therapy 
at  St.  Bartholomew’s  Hospital, 
London  where  I worked  from 
1960  through  1962.  I was 
fortunate  to  treat  patients  on  one 
of  the  earliest  megavolt  x-ray 
machines  that  was  commissioned 
in  1937  and  remained  operational 
until  1961.  I also  treated  patients 
on  one  of  the  first  15  MV  linear 
accelerators  installed  in  1961  in 
the  hospital  for  clinical  use 
(Figure  3). 

One  hundred  years  have 
passed  since  the  discovery  of 
x-rays.  Modern  radiation  oncology 
boasts  the  highest  degree  of 


sophistication.  With  precise  tech- 
nology, three-dimensional  treat- 
ment planning  based  on  accurate 
imaging  and  better  understanding 
of  tumor  lethal  dose  and  normal 
tissue  tolerance,  more  cures  and 
less  side  effects  are  attainable.  As 
we  celebrate  the  centennial  of 
Roentgen’s  discovery,  we  should 
fondly  and  humbly  remember  the 
pioneers  who  made  it  possible  for 
the  contemporary  radiation  on- 
cologist to  practice  a safe,  effec- 
tive, and  respected  medical 
specialty.  ■ 
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The  discoverer 
of  x-rays: 

Wilhelm  Conrad  Roentgen 

\ j I 

Ronald  Eisenberg,  MD 
Judith  K.  Amorosa,  MD 


‘‘Immortal  is  his  work.  Immortal  his  name.  ” This  dedication  to 
Wilhelm  Roentgen,  the  discoverer  of  x-rays,  is  much  deserved. 
As  a meticulous  scientist,  Roentgen  devised  and  repaired  all 
the  apparatus  needed  for  his  experiments,  and  he  did  most 
of  the  work  himself. 


It  was  late  afternoon  on  Fri- 
day, November  8,  1895,  and 
Wilhelm  Conrad  Roentgen 
was  working  alone  in  his 

!'  laboratory.  For  his  investigations 
on  cathode  rays  emanating  from 
, an  evacuated  glass  tube,  Roent- 
1 gen  carefully  covered  the  tube 
with  pieces  of  black  cardboard  (to 
block  extraneous  luminescence  of 
the  tube  itself)  and  then  hooked 
the  tube  onto  the  electrodes  of  a 
Ruhmkorff  coil.  After  darkening 

I the  room  to  test  the  opacity  of  the 
black  paper  cover,  Roentgen 
started  the  induction  coil  and 
passed  a high  tension  discharge 

(through  the  tube.  To  his  satisfac- 
tion, no  light  penetrated  the 
cardboard  cover. 

As  Roentgen  was  preparing  to 
interrupt  the  current  to  set  up  the 
fluorescent  screen  for  his  cathode 
ray  experiment,  he  noted  a faint 
flickering  glow  shimmering  on  a 
small  bench  nearby.  Excitedly, 
Roentgen  lit  a match  and  was 
surprised  to  find  that  the  source 
of  the  mysterious  light  was  a 
barium  platinocyanide  screen 
lying  on  the  bench  several  feet 
away.  He  repeated  the  experi- 
ment again  and  again,  continually 
moving  the  little  screen  further 
away  from  the  tube.  But  each 
time  the  result  was  the  same,  and 


the  glow  persisted  even  when  the 
painted  surface  of  the  fluorescent 
screen  was  turned  in  the  opposite 
direction.  After  a careful  search 
and  eliminating  all  possibilities, 
there  seemed  to  be  only  one  ex- 
planation for  the  phenomenon: 
something  was  emanating  from 
the  evacuated  tube  that  produced 
an  effect  on  the  fluorescent 
screen  at  a much  greater  distance 
than  he  had  ever  observed  in  his 
cathode  ray  experiments. 

If  this  curious  emanation  could 
escape  the  lightproof  cardboard 
box,  perhaps  it  could  penetrate 
other  substances.  Roentgen  held 
a variety  of  objects  between  the 
tube  and  the  screen.  Most 
showed  little  or  no  reduction  in 
the  intensity  of  the  glowing 
screen;  only  lead  and  platinum 
seemed  to  obstruct  the  rays  com- 
pletely. 

How  could  Roentgen  docu- 
ment these  evanescent  images 
that  wondrously  appeared  when 
the  induction  current  was  flow- 
ing? Fortunately,  Roentgen  re- 
membered that  cathode  rays 
darkened  a photographic  emul- 
sion. Therefore,  he  replaced  the 
fluorescent  screen  with  a photo- 
graphic plate  and  succeeded  in 
producing  a variety  of  images.  By 
now  it  was  clear  to  Roentgen  that 


this  was  a new  form  of  light, 
which  was  invisible  to  the  eye  and 
had  never  been  observed  or  re- 
corded. Thus,  x-rays  were  dis- 
covered and  the  science  of 
radiology  was  born. 

For  the  next  seven  weeks, 
Roentgen  remained  secluded  in 
his  laboratory,  concentrating  on  a 
large  number  of  carefully  planned 
experiments. 

Roentgen  constructed  a sheet 
metal  cabinet  seven  feet  high  and 
four  feet  square  at  the  base  to 
have  a permanent  darkroom  in- 
stead of  draping  his  laboratory 
with  ineffective  blinds  and  cur- 
tains. Into  one  side  of  the  zinc- 
walled  chamber  he  inserted  a 
circular  aluminum  sheet  1 mm 
thick  and  about  18  inches  in 
diameter  through  which  the  new 
rays  would  pass.  A zinc  door  on 
the  side  of  the  booth  opposite  the 
aluminum  disc  permitted  entry 
and  exit.  The  vacuum  tube  was 
placed  outside  and  focused  on  the 
disk’s  center.  A lead  plate  was 
added  to  the  zinc  wall  between 
the  tube  and  himself.  In  this  way, 
Roentgen  effectively  protected 
himself  from  the  yet  unknown 
harmful  effects  of  radiation. 

After  extensive  experimenta- 
tion, Roentgen  summarized  his 
results  in  a manuscript  that  ap- 
peared in  the  last  ten  pages  of  the 
1895  volume  of  the  Annals  of  the 
Wurzburg  Physical  Medical  So- 
ciety. 3 Roentgen’s  first  public  de- 
monstration of  x-rays  before  a 
scientific  body  occurred  on 
January  23,  1896,  when  he  ad- 
dressed the  Society.  Although 
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Roentgen  lived  27  years  longer, 
this  was  the  only  formal  lecture 
he  gave  on  the  subject  of  the  dis- 

Wilhelm  Conrad  Roentgen,  the 
only  child  of  Friedrich  and 
Charlotte  Roentgen,  was  born  in 
1845  in  a small  northwestern 
town  of  Lennep  near  Dusseldorf 
in  Germany.  His  father  was  a tex- 
tile merchant  who  married  his 
first  cousin,  Charlotte.  In  1848, 
due  to  the  difficult  political  and 
economic  times,  the  family  moved 
to  Apeldoorn,  Holland,  where 
they  had  family.  Young  Roentgen 
grew  up  in  a comfortable  home 
with  an  average  education.  He 
went  to  local  boarding  schools 
where  he  was  an  average  student. 
He  had  considerable  difficulty 
with  Latin  and  Greek,  but  liked 
science  and  nature.  When  he  was 
16,  he  went  to  the  Utrecht  Tech- 
nical School  and  lived  with 
Professor  Gunning’s  family.  He 
did  well  in  science  and  math. 
Eighteen  months  into  his  serious 
study  of  science  an  unfortunate 
incident  put  an  abrupt  end  to  his 
education.  During  morning  break, 
a classmate  drew  an  unfavorable 
caricature  of  an  unpopular  teach- 
er who  just  walked  in  as  the  stu- 
dents were  laughing  at  the 
caricature.  He  grabbed  Roentgen 
by  the  shoulder  as  he  was  closest 
to  the  blackboard  and  demanded 
to  know  the  culprit.  Roentgen  re- 
fused to  tell  and  was  dismissed 
from  school.  At  the  encourage- 
ment of  his  parents  and  other 
professors  at  his  school  he 
prepared  at  home  for  the 
absolutorium— comparable  to  the 
Scholastic  Achievement  Test. 
Roentgen  failed  the  absolutorium 
because  of  his  incomplete  knowl- 
edge of  Greek  and  Latin. 

Discouraged  and  with  little 
prospect  of  becoming  a scientist, 
without  a high  school  diploma, 
and  having  failed  the  absolu- 
torium, Roentgen  did  not  give  up. 
He  became  a non-matrieulated 
student  at  the  University  of 
Utrecht. 

A fellow  student,  Carl  L. 
Thormann,  whose  father  was  a 
well-known  engineer  in  a loco- 


motive works  in  Switzerland  but 
who  lived  in  Utrecht,  suggested 
to  Roentgen  that  he  apply  to  the 
recently  opened  Eidgenossischen 
Teehnischen  Schule  (Federal  In- 
stitute of  Technology)  at  the  Uni- 
versity of  Zurich  in  Switzerland. 
To  his  amazement  he  was  ac- 
cepted and,  after  being  delayed 
by  a serious  eye  infection,  Roent- 
gen matriculated  on  November 
16,  1865.  He  received  his  degree 
in  mechanical  engineering  on 
August  6,  1868.  On  June  22,  1869, 
he  received  his  doctorate;  his  the- 
sis was  entitled  “Studies  on 
Gases.  For  a year  he  remained 
as  assistant  to  his  mentor. 
Professor  Kundt. 

In  1870,  a year  after  receiving 
his  doctorate,  Roentgen  followed 
Kundt  to  the  University  of  Wurz- 
burg. At  Wurzburg,  he  was  not 
given  the  appropriate  academic 
title  because  he  had  no  high 
school  diploma  or  absolutorium. 
Although  the  laboratory  was  very 
poorly  equipped,  this  meticulous 
scientist  assembled,  repaired,  and 
devised  any  apparatus  he  needed. 
He  did  all  the  work  himself  not 
entrusting  any  of  it  to  teaching  or 
laboratory  assistants.  He  kept 
meticulous  notes  on  his  observa- 
tions and  made  his  home  above 
his  laboratory.  His  wife  was  very 
supportive  of  his  work.  They  had 
no  children,  but  in  1887  they 
adopted  a six-year-old  niece. 

From  1872  until  1875  Roent- 
gen worked  with  Kundt  at  the 
University  of  Strassburg.  In  1875, 
he  became  a full  professor  at  the 
Agricultural  Academy  in  Hohen- 
heim,  only  to  return  18  months 
later  to  Strassburg.  He  became  a 
popular  teacher  and  did  a great 
deal  of  research  and  publishing 
on  gases,  electricity,  and  crystals, 
producing  15  papers  between 
1870  and  1879.  Roentgen  was  in- 
vited to  be  chairman  of  physics  at 
the  Hessian  University  in  Giessen 
where  he  stayed  until  1888.  He 
experimented  during  this  time  on 
magnetic  effects;  he  built  the  ap- 
paratus for  a demonstration  of 
Poiseulle’s  law;  he  published  a 
paper  on  the  new  relation  be- 


tween light  and  electricity  found 
by  Dr.  Kerr,  and  on  tests  of  a new 
method  for  the  absorption  of  rays 
by  gases.  His  scientific  method 
was  precise;  he  measured  with  ex- 
treme accuracy.  Roentgen  is 
credited  with  the  discovery  of 
electrodynamic  power  in  1888. 

In  1888,  Roentgen  accepted  an 
invitation  to  the  University  of 
Wurzburg  to  head  the  new 
physical  institute.  He  continued 
to  research  and  publish.  Roentgen 
was  elected  to  be  the  rector  of  the 
University,  the  highest  office, 
from  the  summer  of  1894  through 
the  summer  of  1895.  After  the 
intense  year  of  being  rector  and 
a brief  vacation  to  Italy,  Roentgen 
turned  his  attention  to  the 
cathode  rays  that  eventually  led  to 
the  discovery  of  x-rays. 

In  the  succeeding  years, 
numerous  decorations  and  special 
honors  poured  in  from  all  over 
the  world.  The  highlight  came  in 
1901,  when  Roentgen  became  the 
first  recipient  of  the  Nobel  Prize 
for  Physics.  Contrasted  to  his 
usual  rule  of  not  personally  at- 
tending the  awarding  of  an  honor, 
the  self-effacing  Roentgen  trav- 
elled to  Stockholm  to  receive  the 
diploma,  gold  medal,  and  prize 
from  the  hands  of  the  Swedish 
Crown  Prince.  Roentgen  donated 
the  prize  money  to  support  scien- 
tific research  at  the  University  of 
Wurzburg,  the  site  of  his  dis- 
covery. 

Rudolph  Grashey,  a pioneer 
radiologist,  presented  a eulogy 
upon  Roentgen’s  death  in  1923, 
“Life  has  given  him  much,  but 
more  than  he  has  received  he  has 
given  us.  A spark  of  his  mind  has 
kindled  a light  which  illuminated 
dark  trails  of  science.  Immortal  is 
his  work,  immortal  his  name.  I 

Dr.  Eisenberg  is  affiliated  with  the  Uni- 
versity of  California  at  San  Francisco 
and  Davis.  Dr.  Amorosa  is  affiliated 
with  UMDNJ-Robert  Wood  Johnson 
Medical  School,  New  Brunswick.  Ad- 
dress reprint  requests  to  Dr.  Amorosa, 
UMDNJ-Robert  Wood  Johnson  Medi- 
cal School,  One  Robert  Wood 
Johnson  Place,  CN  19,  New  Bruns- 
wick, NJ  08903-0019. 
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DEBORAH  HEART  AND  LUNG  CENTER  - DEPARTMENT  OF  PULMONARY  MEDICINE 
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12 


TH  ANNUAL  CLINICAL  UPDATE 
IN  PULMONARY  MEDICINE 


November  18,  1995  • Trump  Plaza  Hotel  • Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  and  Allied  Health  Care  Professionals 

7 Hours  Category  1 CME  Credit 


PROGRAM 


Diagnosis  & Management  of  Chronic  Obstructive 

Pulmonary  Disease  in  ’95  Nicholas  Anthonisen,  MD 

Current  Pharmacologic  Approaches  to  Asthma  Treatment  Nicholas  J.  Gross,  MD,  PhD 

The  Clara  Falk  Franks  Lecture:  The  Lung  Health  Study: 

Current  Status  & Future  Directions  Nicholas  Anthonisen,  MD 

Pulmonary  Vascular  Disease:  Essentials  for  the  Office  Practitioner  Harold  I.  Palevsky,  MD 

Sleep  Disordered  Breathing:  State  of  the  Art  Christian  Guilleminault,  MD 

Community  Acquired  Pneumonias:  An  Update  Henry  Masur,  MD 

Approach  to  the  Patient  with  Pleural  Effusion:  Newer  Concepts  Richard  W.  Light,  MD 

Unusual  Pneumonias:  Cases  You  Could  See  in  Your 

Practice  and  How  to  Manage  Them  Henry  SVSasur,  MD 

Office  Spirometry:  A Practical  Approach  to  Interpretation  David  M.F.  Murphy,  MD 


For  further  information,  please  contact:  Center  for  Bio-Medical  Communication,  Inc. 
80  W.  Madison  Avenue,  Dumont,  New  Jersey  07628  (201)  385-8080 
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DO  YOU  HAVE  THE  RIGHT  TIME? 


In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT”  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS  AGENCY 

1-800-248-7090 


SERVING  THE  DISABILITY  INSURANCE  NEEDS  OF  THE  NEW  JERSEY  MEDICAL  SOCIETY 

FOR  OVER  TWENTY-FIVE  YEARS 

INTERNATIONAL  UNDERWRITERS  AGENCY  3 EXECUTIVE  BLVD.  YONKERS,  NY  10701 


726 


NEW  JERSEY  MEDICINE 


1 

I 

New  Jersey  radiology: 
The  first  decade 


Within  months  of  Roentgen’s  discovery  of  x-rays,  physicians 
were  anxious  to  learn  about  the  new  technology.  The 
Transactions  of  MSNJ  kept  practitioners  informed  about  the 
applications  and  the  dangers  of  medical  radiology.  The  author 
looks  back  at  the  first  decade  of  radiology  in  New  Jersey. 


Wilhelm  Roentgen’s 
discovery  ol  x-rays 
in  1895  was  greeted 
with  enormous  en- 
thusiasm by  physicians  around 
the  world.  Much  of  the  history  of 
American  clinical  radiology  cen- 
tered around  advances  made  in 
the  great  university  teaching 
hospitals.  In  New  Jersey,  which 
lacked  a medical  school,  the  early 
history  of  radiology  focused  on 
individual  practitioners  and  com- 
munity hospitals.  This  article 
looks  at  the  decade  between  1895 
and  1905,  as  New  Jersey  physi- 
cians learned  about  the  new  tech- 
nology and  began  to  incorporate 
x-rays  into  office  and  hospital 
practices. 

FIRST  REPORTS 

A century  ago,  the  experiences 
of  New  Jersey  physicians  were 
published  in  the  Transactions  of 
the  Medical  Society  of  New  Jersey 
(MSNJ),  a collection  of  county 
medical  society  proceedings,  in- 
formal case  reports,  and  invited 
commentaries.  The  first  mention 
of  x-rays  in  the  Transactions  ap- 
peared in  1896.  Dr.  Elihu  Silvers 
of  Rahway  was  a guest  delegate 
at  the  Connecticut  State  Medical 
Society  meeting  in  New  Haven  in 
1986.  He  duly  reported  back  to 


his  New  Jersey  colleagues:  “The 
Connecticut  Society,  at  its  meet- 
ings, seemed  to  have  culled  the 
quintessence  ol  the  most  ad- 
vanced and  advancing  practical 
ideas,  particularly  in  having  sub- 
jects with  powerful  apparatus  to 
show  the  penetrating  powers  of 
the  Roentgen  rays  in  surgical 
cases.’1  Drs.  J.A.  Exton  and 
Samuel  Heifer,  New  Jersey  del- 
egates to  the  Massachusetts  State 
Medical  Society,  recorded  the  de- 
tails of  that  Society  s 1896  meet- 
ing in  Boston:  “The  exhibition  of 
the  x-rays  taken  by  the  Roentgen 
process,  was  fully  demonstrated 
in  Exhibition  Hall,  on  the  living 
subject,  and  all  present  had  ample 
opportunity  to  satisfy  themselves 
of  its  utility  as  an  addition  to  the 
medical  and  surgical  armamen- 
torium  (sic). ”2  The  following  year. 
Dr.  Silvers  was  the  New  Jersey 
delegate  to  the  annual  meeting  of 
the  New  Hampshire  Medical 
Society.  A paper  entitled,  “The 
scientific  description  of  the  x-ray, 
with  a practicable  exhibition  of  its 
application  to  surgery,  according 
to  Dr.  Silvers,  “was  the  most  thor- 
oughly demonstrative,  and  the 
best  that  I have  ever  seen,  either 
at  home  or  when  visiting  other 
state  societies  where  exhibits  of 
this  kind,  now  so  usual,  have  been 


Sandra  Moss,  MD 


a part  ol  the  entertainment.  Dr. 
Silvers’  comments  suggest  that  he 
had  seen  demonstrations  of 
x-ray  apparatus  in  New  Jersey.3 

Prior  to  the  widespread  avail- 
ability of  x-ray  machines,  New 
Jersey  was  sometimes  dependent 
on  doctors  from  outside  the  state. 
In  1950,  Dr.  George  Pfahler,  a 
Philadelphia  radiology  pioneer, 
recalled  an  early  consultation  in 
New  Jersey:  “My  first  private  of- 
fice x-ray  machine,  1902,  was  a 
portable  ‘Ruhmkorff  (SP)  Coil,’ 
placed  on  the  top  of  my  office 
desk  and  run  from  a storage  bat- 
tery. With  this  portable  office 
equipment  and  a gas  tube,  at  the 
request  of  Professor  Charles  K. 
Mills,  I went  to  Burlington  (30 
miles)  by  boat  and  made  two  of 
the  best  x-ray  pictures  of  the 
spine  that  I have  ever  seen.’  4 

Radiologic  equipment  was 
available  in  some  New  Jersey  hos- 
pitals at  a very  early  date.  By 
spring  1897,  an  x-ray  machine 
was  in  clinical  use  in  Paterson.5 
The  Hospital  for  Crippled  Chil- 
dren in  Newark  owned  a machine 
in  1900  (Figure  l).6  Cooper 
Hospital  was  using  x-rays  in 
cancer  therapy  at  the  turn  of  the 
century.7  Passaic  General  Hos- 
pital bought  its  first  x-ray  machine 
for  $400  in  1903  after  a fundrais- 
ing campaign  by  the  Passiac  Daily 
News.8 

X-RAY  PICTURES  IN  A 
CASE  REPORT 

On  May  1,  1897,  a seven-year- 
old  Paterson  boy  swallowed  a 
small  disc-shaped  tin  whistle.  The 
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Figure  1.  The  Hospital  for  Crippled  Children  in  Newark  owned  this  early 
x-ray  apparatus  in  1900.  The  unshielded  x-ray  tube  is  supported  on  the  arm 
of  a metal  stand  (with  permission).6 


child  developed  severe  dyspnea, 
cyanosis,  facial  edema,  and 
progressive  pharyngeal  edema. 
Palpation  about  the  sternal  notch 
revealed  a slight  bulge  in  the 
midline.  Despite  efforts  over  the 
next  24  hours  to  remove  the  ob- 
ject with  various  instruments, 
symptoms  worsened.  The  report 
in  the  Transactions  continued: 
“That  afternoon  the  x-ray  ex- 
posure was  made  extending  from 
the  chin  to  the  umbilicus  and  it 
showed  distinctly  the  whistle 
lodged  transversely  in  the  median 
line  of  the  neck  about  an  inch 
above  the  sternal  notch.  The 
child  was  taken  to  the  operating 
room  and  the  whistle  was  re- 
moved surgically.  The  case  re- 
port, which  appeared  in  1898,  was 
accompanied  by  a full-page  il- 
lustration captioned:  “skiograph. 


showing  location  of  foreign  body.' 
The  hazy  view  of  the  child  from 
chin  to  pelvis,  with  the  tin  whistle 
clearly  visible  was  the  first  x-ray 
photograph  published  in  the  New 
Jersey  medical  literature  (Figure 
2).5 

Aspiration  seems  to  have  been 
prevalent  in  Paterson  in  mid- 
1897.  On  June  19,  1897,  a three- 
year-old  child  who  had  aspirated 
a bean  was  admitted  to  Paterson 
General  Hospital  on  the  advice  of 
the  family  physician  who  hoped 
that  the  bean  could  be  visualized 
by  an  “x-ray  picture.  The  hos- 
pital consultant  recognized  the 
impossibility  of  the  bean  showing 
in  a radiograph.  The  busy  general 
practitioner  had  not  grasped  the 
concept  of  radio-opacity.  Perhaps 
he  recalled  the  earlier  Paterson 
case  and  hoped  that  his  patient 


also  could  be  helped  by  the  new 
machine.9 


DIAGNOSIS  AND  THERAPY 


Surgeon  Dowling  Benjamin  ol 
Cooper  Hospital  in  Camden  was 
an  enthusiastic  practitioner  ol 
diagnostic  radiology.  In  an  1899 
“Progress  in  Surgery”  report  top1 
MSNJ,  he  ranked  Roentgen  s dis- . ’ 
coverv  with  those  of  Harvey  (cir-  H 
culation),  Jenner  (smallpox  vacci- 
nation), and  Morton  (anesthesia). 
“It  seems  to  be  one  of  those  great 
discoveries  that  nature  can  only 
afford  to  give  us  once  or  twice  in 
a century  of  painstaking  investiga- 
tion,” he  said.  “The  x-ray  work 
has  been  greatly  improved  and 
gives  important  information  as  to 
the  condition,  location,  and  dis- 
ease of  nearly  all  the  principle 
internal  organs  of  the  body,  not 
to  mention  bones  and  foreign 
bodies.  In  addition.  Dr.  Ben- 
jamin used  x-ray  for  visualization 
of  the  Murphy  button  that  was 
used  in  intestinal  anastomosis.  He 
told  his  colleagues  that  he  owned 
a portable  x-ray  apparatus  (Figure 
3),  which  he  carried  “around  in 
the  carriage  sometimes.  It  can  be 
run  by  a battery  weighing  25  or 
30  pounds.  A ten-inch  coil  with 
the  battery  can  be  carried  around 
in  a buggy.”10 

Dr.  Benjamin  also  was  an  early 
radiation  therapist.  In  a 1902 
article,  he  reported  his  success 
with  an  advanced  ulcerating  facial 
tumor.  He  observed:  “Experience 
and  practical  tests  show  that  the 
x-ray  does  modify  cancers,  and 
stands  today  as  the  only  thing 
outside  of  caustic  or  the  knife  that 
will  remove  the  disease.  He  con- 
cluded on  a more  cautious  note, 
advising  that  unaffected  areas  of 
skin  be  shielded  with  tinfoil  or  a 
thin  sheet  of  lead.  He  also  cau- 
tioned physicians:  “Protect  your- 
self if  you  are  using  the  x-ray 
much  by  keeping  your  hands  out 
of  the  range,  as  I have  noticed 
slight  dermatitis  on  my  hands 
after  x-ray  work.  It  soon  disap- 
peared.”7 

The  use  of  x-rays  in  court  was 
of  considerable  concern  in  1901. 
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Members  of  the  various  county 
medical  societies  were  asked  by 
MSNJ  to  respond  to  the  question: 
'What  reliance  can  be  placed 
upon  the  image  produced  by  the 
x-rays  from  a medicolegal  stand- 
point?” Local  physicians  voiced  a 
variety  of  opinions  that  were 
published  in  the  Transactions. 
Some  commented  on  the  value  ol 
x-rays  for  suspected  and  unsus- 
pected fractures,  while  others 
pointed  out  that  x-rays  do  not 
show  the  soft  tissue  injuries  and 
the  actual  disability  that  results 
from  injury.  Dr.  William  Iszard  of 
Camden  County  “would  not  risk 
his  professional  reputation  on  the 
photograph,  but  thinks  them  good 
for  the  clinician.”I * * * * * * * * * 11 


The  Transactions  published  a 
commentary  by  Dr.  Charles 
Lester  Leonard  of  Philadelphia 
on  the  role  of  x-rays  in  the 
courtroom.  Dr.  Leonard  was  a 
leading  radiology  pioneer,  and 
later  became  a strong  advocate  of 
safety  measures  for  radiologists; 
he  himself  suffered  from  severe 
hand  burns  and  died  in  1913  from 
the  effects  of  radiation.12  In  his 
1901  presentation  to  the  physi- 
cians of  New  Jersey,  Dr.  Leonard 
addressed  the  increasing  need  for 


I expertise:  “The  reason  that  so- 

called  fallacies  and  errors  have 

been  found  in  this  method  and 
make  it  necessary  to  discuss  its 

accuracy,  is  that,  as  a method  of 
diagnosis,  it  has  been  entrusted  to 

persons  deficient  in  that  profes- 
sional education  that  is  essential 
to  the  accurate  employment  of 

any  method  of  diagnosis.  Dr. 
Leonard  believed  that  errors  of 

diagnosis  are  inevitable  in  a new 

field,  and  each  error,  e.g.  mistak- 

ing a normal  joint  and  epiphyseal 

line  for  a fracture,  becomes  a step 

to  new  knowledge.  In  comment- 

ing on  the  legal  implications,  he 

observed  that  x-rays  had  been  in- 

troduced into  evidence  in  court  to 

show  that  “proper  treatment  was 

or  was  not  employed  in  suits  for 

malpractice.  13 


In  the  discussion  that  followed 
Dr.  Leonard  s presentation,  Dr. 
E.L.B.  Godfrey  of  Camden,  presi- 


dent-elect of  MSNJ,  noted  that  “it 
has  been  my  lot  to  have  a number 
of  cases  in  court  during  the  past 
year.”  A New  York  physician  in 
the  audience  observed  that  some 
surgeons  are  “jealous  of  the 
Roentgen  rays;  they  are  afraid 
that  the  x-rays  will  disclose  their 
errors,  and  hence  they  regard  the 
rays  as  an  enemy  instead  of  avail- 
ing themselves  of  them  early,  thus 
making  them  a valuable  ally.”  He 
told  the  New  Jersey  physicians 
that  he  was  “absolutely  convinced 
that  every  one  of  you  will  have  a 
Roentgen  ray  apparatus  sooner  or 
later.  The  sooner  you  have  it,  the 
better  it  will  be.  You  must  not 
have  the  apparatus  for  the  pur- 
pose of  protecting  yourselves 
against  suits  for  malpractice,  but 
you  must  possess  it  for  the  same 
reason  that  you  possess  a micro- 
scope, viz:  as  a valuable  aid  in 
your  scientific  work.  13 

In  1903,  Dr.  W.H.  Ireland  of 
Camden  summarized  the  current 
application  of' x-rays  "in  locating 
dense  or  metallic  foreign  bodies, 
in  outlining  the  denser  organs, 
such  as  the  heart  and  liver;  by 
discovering  pathologic  conditions 
by  change  of  density  in  structure, 
for  instance  the  apices  of  the 
lungs  in  commencing  tubercu- 
losis; and  in  the  destruction  of 
morbid  processes  upon  the  sur- 
face of  the  body,  when  properly 
exposed  to  its  influence,  ending  in 
cure,  among  which  may  be  men- 
tioned lupus,  rodent  ulcer,  can- 
cer, and  even  acne,  as  well  as 
other  hitherto  intractable  surface 
conditions.  14 

By  1905,  the  Transactions  gave 
way  to  The  Journal  of  MSNJ. 
Scientific  articles  replaced  the 
largely  anecdotal  reports  of  local 
physicians.  Roentgenology  was 
mentioned  in  several  notes  and 
articles  in  the  first  volume  of  the 
new  journal.  Physicians  were 
warned  about  the  dangers  of 
x-rays  and  were  informed  of  a re- 
port in  the  American  Journal  of 
Surgery  about  the  risk  of  sterili- 
ty.15 Dr.  Marvel  of  Atlantic  City 
commented  on  the  year’s  progress 
in  the  area  of  x-rays,  and  noted 


Figure  2.  A small  tin  whistle  is  visi- 
ble in  the  trachea  of  a three-year-old 
Paterson  child.  This  x-ray,  taken  in 
May  1897,  is  the  first  x-ray  photo- 
graph published  in  New  Jersey  (with 
permission).5 

the  varying  results  in  the  treat- 
ment of  cutaneous  tumors,  deep 
sarcomas,  and  discoid  lupus.16 

Dr.  Twinch  of  Newark  was 
convinced  of  the  value  of  x-rays 
in  bone  disorders  such  as  os- 
teomyelitis, congenital  syphilis, 
tuberculous  bone  disease,  and  os- 
teosarcoma: “Frequently  we  diag- 
nosticate the  trouble  and  use  the 
x-ray  to  confirm  it.  Being  backed 
up  by  a radiograph  not  only  is  a 
great  satisfaction  to  the  surgeon 
but  it  also  inspires  the  patient 
with  confidence,  and  he  feels  that 
you  are  doing  all  that  can  be  done 
to  ascertain  the  exact  nature  of 
the  disease.”17 

THE  FIRST  DECADE 

In  November  1905,  Roentgen’s 
discovery  was  ten  years  old.  The 
new  science  of  radiology  made 
frequent  appearances  in  The 
Journal.  In  the  November  1905 
issue  of  The  Journal  an  article  on 
the  early  clinical  diagnosis  of  tu- 
berculosis devoted  a paragraph  to 
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Figure  3.  The  “Leeds  Portable  Induction  Coil  was  manufactured  in 
Philadelphia  in  1901.  A similar  portable  machine  was  in  use  in  Camden  as 
early  as  1899  (with  permission). 


the  role  of  x-rays:  “The  x-ray  will 
help  to  corroborate  the  physical 
findings  and  in  some  cases  may 
be  helpful  in  detecting  dis- 
seminated smaller  tuberculous 
deposits  in  the  lungs.”18  The  use 
of  x-rays  was  becoming  routine  in 
New  Jersey. 

Despite  the  lack  of  large  teach- 
ing hospitals  and  academic  medi- 
cal centers  in  the  state  at  the  turn 
of  the  century,  New  Jersey  physi- 
cians were  quick  to  learn  the 
value — and  the  dangers  — of 

x-rays.  Through  the  Transactions 
and  The  Journal,  practitioners 
shared  their  growing  experience 
with  the  mysterious  “rays’  dis- 
covered by  Wilhelm  Conrad 
Roentgen  in  November  1895.  H 
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New  Jersey  s 
Thomas  Edison 
and  the  fluoroscope 


Thomas  Edison  played  a major  role  in  the  development  of  early 
x-ray  technology  in  1896,  notably  increasing  tube  power  and 
reliability  and  making  the  fluoroscope  a practical  instrument. 
Eventually,  Edison  would  move  x-ray  technology  from  the 
laboratory  to  the  marketplace. 


O 


n January  6,  1896,  The 
New  York  Sun  reported 
‘Professor  Routgen 
[sic]  of  the  Wurzburg 
University,  has  discovered  a light, 
which,  for  the  purposes  of  pho- 
tography, will  penetrate  wood, 
flesh,  and  most  other  organic 
substances.  The  news  was 
picked  up  by  other  publications 
but  little  information  was  im- 
mediately available  on  the  nature 
of  the  equipment  and  procedures 
used  by  Roentgen.  By  January  27, 
Professor  A.W.  Wright  of  Yale 
University  made  the  first  docu- 
mented experimental  x-ray  photo- 
graph in  America.1 

Despite  an  initial  lack  of  in- 
formation, Thomas  Edison’s  in- 
terest was  clearly  piqued.  And 
despite  frequent  attempts  to 
portray  himself  as  exclusively  a 
cost-conscious  practical  inventor, 
Edison  was  inclined  to  investigate 
new  phenomena  and  develop  un- 
tried mechanisms,  projects  nick- 
named “stunts”  by  his  laboratory 
staff.  Moreover,  in  1896,  Edison 
found  himself  in  a period  of  en- 
forced inactivity  around  the  trou- 
bled iron  ore  milling  venture  he 
was  pursuing  in  northwest  New 
Jersey.  As  soon  as  the  details  of 
Roentgen  s work  appeared,  Edi- 
son launched  an  intensive  ex- 


perimental campaign  to  generate 
and  test  the  new  rays.  On  January 
27,  he  wired  his  old  associate,  the 
prominent  electrical  engineer 
A.E.  Kennedy:  “How  would  you 
like  to  come  over  and  experiment 
on  Rotgons  [sic]  new  radiations? 
I have  a glassblower  and  pumps 
running  and  all  photographic  ap- 
paratus. We  could  do  a lot  before 
others  get  their  second  wind.”2 
The  two  began  a five-day  stint  of 
trials;  unfortunately,  the  early  ef- 
forts were  unsuccessful  and  not 
until  January  30  did  they  obtain 
any  evidence  at  all  of  x-ray 
production.3 

Edison  plunged  ahead  with  his 
customary  self-confidence,  but  it 
was  clear  that  initially  he  under- 
estimated the  task  ahead  of  him. 
On  February  2,  1896,  he  told  re- 
porters: “One  reason  for  my  lack 
of  perfect  success  thus  far  has 
been  that  I have  been  using  a 
battery.  But  I am  fixing  up  a 
dynamo  . . . and  I am  sure  of  ob- 
taining a good  photograph  of  a 
man’s  hand.”1  Two  days  later  he 
responded  to  an  inquiry  from  a 
medical  correspondent:  “Thing  is 
too  new  to  give  definite  direc- 
tions, it  will  require  two  or  three 
more  days  experimenting  before 
proper  directions  can  be  given.” 
Nevertheless  his  overall  aim  was 
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clear  when  he  stated,  '“[Roentgen] 
needs  men  like  myself,  whose 
chief  aim  is  to  turn  the  great  dis- 
coveries of  science  to  practical 
use  and  adapt  them,  so  that  the 
world  will  receive  the  benefit  of 
them.  4 

On  February  5,  William  Ran- 
dolph Hearst  upped  the  ante  from 
imaging  a hand  to  a head,  and 
wired  Edison:  “Will  you  as  a 

special  favor  to  the  Journal  under- 
take to  make  cathodeograph  of 
the  human  brain.  Edison  s re- 
peated attempts  to  do  so  over  the 
next  week  drew  growing  atten- 
tion, culminating  in  a trial  on 
February  12  that  was  attended  by 
“a  perfect  jam  of  scientists, 
magazine  and  technical  writers, 
newspaper  men,  and  artists  at  the 
laboratory  according  to  the  New 
York  World.  His  efforts  all  failed, 
as  would  those  of  all  other  ex- 
perimenters for  several  years,  be- 
cause of  the  density  of  the  skull 
bones  and  the  softness  of  the 
brain  tissue.  Edison  had  promised 
too  much  too  soon  and  was  re- 
warded with  ridicule  in  several 
editorial  cartoons. 

Over  the  next  several  months, 
the  powerful  advantages  of 
Edison  s team  research  effort 
backed  by  substantial  resources 
became  evident.  Edison  had  been 
the  first  inventor  to  establish  such 
an  approach  back  in  the  mid- 
1870s  at  Menlo  Park.  When  he 
built  the  West  Orange  facility  in 
1887,  it  was  the  largest  and  best 
equipped  research  and  develop- 
ment laboratory  in  the  world. 
Nine  years  later  it  was  still  in  the 
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forefront  of  research.  Edison 
could  call  on  his  staff  of  highly 
trained  chemists,  electricians,  and 
glass  blowers  who  had  ample  sup- 
plies of  chemicals  and  equipment. 
His  contacts  and  reputation 
enabled  him  to  bring  in  outstand- 
ing experimenters  from  outside 
for  consultation.  The  availability 
of  such  staff  and  resources 
enabled  him  to  attack  the  techni- 
cal problems  of  x-ray  generation 
and  image  formation  in  a massive 
series  of  trials.  As  one  historian  of 
radiology  noted:  “An  individual 
researcher,  working  alone  in  a 
laboratory  like  Roentgen’s  might 
well  have  spent  a lifetime  explor- 
ing even  part  of  the  ground  which 
Edison’s  well-organized  team 
covered  in  1896.  1 

Edison  and  his  team’s  extensive 
experience  with  incandescent 
lamps,  which  essentially  involved 
current  flow  in  an  evacuated  bulb, 
meant  they  could  move  quickly  in 
developing  improved  x-ray  tubes 
of  their  own  design.  His  glass- 
blower,  Clarence  Dally,  prepared 
hundreds  of  thin-walled  tubes 
similar  to  light  bulbs  for  test 
trials.  The  thousands  of  trials  in- 
volved tests  of  electrode  shape, 
location,  and  material;  tube  size; 
glass  type  and  thickness;  and  the 
effect  on  ray  generation  of  the 
relation  between  degree  of  tube 
exhaustion  and  potential  across 
the  terminals.  By  mid-February, 
their  success  was  such  that  an 
astonished  writer  for  Electrical 
Engineer  on  February  12,  1896, 
noted  that  their  tubes  “could  be 
made  and  sold  at  a profit  for  50 
cents,”  a small  fraction  of  the  then 
current  price  for  Crookes  tubes. 
Concurrently,  they  were  also  test- 
ing the  effectiveness  of  various 
electric  power  sources  and  spark 
generators;  x-ray  penetration  of  a 
wide  variety  of  materials;  and  the 
response  time  for  image  forma- 
tion of  various  kinds  of  photo- 
graphic plates. 

By  mid-March,  after  working 
with  150  different  glass  vacuum 
tubes,  Edison  could  report  the 
following:  a high  vacuum  created 
no  special  advantage  and  only  re- 


quired a higher  voltage;  thin- 
walled  tubes  were  more  advan- 
tageous than  thick-walled  ones; 
other  factors  being  equal,  the 
duration  of  the  exposure  could  be 
calculated  as  roughly  proportional 
to  the  square  of  the  distance  and 
the  power  of  a tube  increased 
with  the  surface  area  emitting  the 
rays;  and  German  glass  was  a bet- 
ter tube  material  than  lead 
glass — lime  soda  glass  was  most 
transparent  to  the  rays,  but  de- 
teriorated too  rapidly.5 

In  early  March  while  continu- 
ing to  work  on  tube  development, 
Edison  turned  to  enhancing  x-ray 
receptor  imaging  technology.  Be- 
cause of  the  sometimes  lengthy 
exposures  required  for  photo- 
graphic plates,  Edison  now  aimed 
“to  devise  means  whereby  the 
surgeon  could  see  in  an  instant 
the  nature  of  a fracture  of  a bone 
or  the  location  in  it  of  a foreign 
substance.  ”6  He  certainly  was 
aware  that  fluorescing  screens 
that  responded  to  x-rays  already 
were  in  use  — Roentgen’s  initial 
discovery  arose  from  the  unex- 
pected response  of  such  a screen 
coated  with  barium  platino- 
cyanide.  During  the  second  half 
of  February,  American  publica- 
tions already  had  described 
several  experimenters’  work  with 
such  devices  for  directly 
viewing  x-ray  pictures,  refer- 
ring to  them  with  such  terms  as 
“crvptoscope,”  “skiascope”  and 
“kinetoskotoscope.”1 

This  time  Edison’s  team  re- 
search approach  would  bring  im- 
provements almost  overnight. 
Around  March  10,  he  stood  with 
his  chief  chemist  J.  Walter 
Aylsworth  before  a huge  range  of 
dry  chemicals  in  his  stock  room 
and  said:  “Start  up  there  at  the 
top  and  work  down.  If  there  is  a 
suitable  fluorescent  salt  or  a com- 
bination of  salts  that  will  fluoresce 
we  will  get  it.  Stick  at  this  and 
let  me  know  from  what  sub- 
stances you  get  results.  ’7  Work- 
ing with  frames  that  held  up  to 
several  dozen  samples  at  a time, 
he  and  his  staff  tested  nearly 
1,300  compounds  within  a few 


days,  finding  dozens  which  gav 
superior  results.  On  March  13,  h 
triumphantly  cabled  Englanc 
“Please  inform  Lord  Kelvin  tha 
have  just  found  calcium  tungstat 
properly  crystallized  give  splen 
did  fluorescence  with  Roentgei 
ray  far  exceeding  platinocyanid' 
rendering  photographs  unneces 
sary.”8 

Thorough  as  usual,  he  con 
tinued  testing  further  compound 
for  months,  ultimately  screenin; 
more  than  8,000,  but  none  prove< 
to  be  as  effective  at  the  time  a 
the  tungstate  that  provided  ai 
image  at  least  six  times  brighte 
than  the  platinocyanide.9  Edisoi 
arranged  for  Aylsworth  and  ; 
partner  to  manufacture  a calciun 
tungstate  viewing  screen  tha 
Edison  dubbed  the  fluoroseope 
the  name  that  became  common!; 
accepted.  Regarding  his  pro 
prietary  interest  in  the  device 
Edison  told  the  press:  “I  have  no 
patented  the  affair,  nor  do  I in- 
tend to  do  so.  . . . The  fluoroscopt 
and  . . . [the  improved]  tube  art 
a practical  application  of  the 
x-rays  in  the  interests  of  humanity 
and  surgeons  in  hospitals  are  wel- 
come to  it.”10 

A promoter,  nevertheless,  Edi- 
son sent  complimentary  fluoro- 
scopes  to  such  leading  scientist4 
as  Michael  Pupin  who  respondec 
enthusiastically  after  using  them 
However,  Pupin  predicted  cor- 
rectly that  such  fluorescent 
screens  would  not  displace  x-ray 
photography,  but  that  fluorescent 
chemicals  probably  would  come 
to  be  used  in  conjunction  with 
photographic  plates  in  the  fu- 
ture.11 Despite  the  fact  that 
Edison’s  particular  fluoroscopic 
apparatus  has  been  outmoded  for 
many  decades,  calcium  tungstate 
has  continued  as  the  compound  oi 
choice  for  certain  x-ray  needs  into 
the  modern  era. 

In  early  April,  two  months  after 
he  launched  his  intensive  cam- 
paign, Edison  announced  that  he 
had  developed  a “simple  compact 
set  of  apparatus,  by  means  of 
which  the  whole  fluoroscopic  and 
ray  outfit  can  be  carried  from 
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point  to  point  and  utilized  on  the 
spot  for  surgical  operations  and 
physical  introspection.”12  Edison 
had  successfully  moved  x-ray 
technology  from  the  laboratory  to 
the  marketplace,  though  it  would 
be  summer  before  complete  sets 
including  attached  vacuum 
pumps  were  widely  available. 

To  publicize  further  his  ac- 
complishment, Edison  agreed  to 
mount  a public  demonstration  of 
his  fluoroscopic  apparatus  at  the 
National  Electrical  Exposition  in 
New  York  in  May.  The  event 
was  widely  successful,  drawing 
several  thousand  people.  On  June 
3,  1896,  Electrical  Engineer  re- 
ported, “Many  of  them  flinched 
when  they  got  in  front  of  the 


i- 

)- 

Is 

dj 

i. 


screen  and  refused  to  look,  either 
at  their  own  bones  or  anybody 
elses.  Some  crossed  themselves 
devoutly  after  a fearsome  glance, 
although  . . . the  great  majority 
came  out  all  smiles  and  laughter." 

The  Edison  Manufacturing 
Company  successfully  marketed 
x-ray  apparatus  for  a number  of 
years.  ■ 
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Princeton  Pain  Management  Center 
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A New  Pace  is  Set 
For  Medical  Offices 

Your  medical  practice  is  a 
business,  and  if  that  business 
does  not  run  efficiently,  it  will 
affect  your  patient  and  public 
relations.  I'm  Mary  Ann 
Hamburger,  and  I've  set  a new 
pace  for  your  administrative 
office  personnel,  that's  steady 
and  streamline.  Simply  call  one  number  for  a complete  turn- 
key approach,  assuring  peak  performance  in  your  office.  I'll  hire 
and  train  your  staff  and  help  with  patient  flow.  I'll  reorganize 
your  billing  systems  and  update  all  of  your  CPT  and  ICD 
codes.  I can  even  help  you  sell  your  practice.  You  know  what 
you  need,  but  handling  it  is  tedious.  Rely  on  an  expert.  Let  me 
evaluate,  recommend  and  reorganize  your  total  office. 

Office  Reorganizations 
Start  to  Finish 

Mary  Ann  Hamburger 

associates 

The  Specialist's  Specialist 

74  Hudson  Avl  Maplewood,  N.J.  07040 

201-763-7394 


Duane,  Morris  & Heckscher 

Attorneys  at  Law 

Our  Team  of  Lawyers 
Counsels  Physicians  in  a 
Wide  Range  of 
Health  Law  Matters 

Formation  and  Capitalization  of 
Healthcare  Entities 

Corporate  Practice  of  Medicine 

Employment  Matters 

Patient  and  Professional  Rights 

Credentialing  and  Disciplinary 
Actions 

Fraud  and  Abuse 

Medicare  and  Medicaid 
Reimbursement 

Antitrust 

Medical  Malpractice  Litigation 
Legislative  and  Regulatory  Matters 

For  more  information,  please  contact 

Alma  L.  Saravia,  Special  Counsel 
51  Haddonfield  Road 
Cherry  Hill,  New  Jersey  08002 
(609)  488-7300 

with  other  offices  in 

Philadelphia,  Harrisburg,  Lehigh  Valley  and 
Wayne  • Pennsylvania 
Wilmington  and  Dover  • Delaware 
New  York  • New  York 
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The  early  years  of  radiology  in 
New  Jersey:  An  interview  with 
C.  Richard  Weinberg,  MD 

Barbara  Smith  Irwin,  MLS 


C.  Richard  Weinberg,  MD,  began  his  career  in  1941  at  Newark 
Beth  Israel  Hospital.  Dr.  Weinberg  was  interviewed  in  an  oral 
history  project  documenting  the  history  of  radiology  in  New 
Jersey.  Dr.  Weinberg’s  recollections  provide  a first-hand  look 
at  the  changes  in  radiology. 


An  interest  in  photog- 
raphy during  high  school 
led  C.  Richard  Weinberg 
to  a summer  job  as  an 
x-ray  technician  at  Newark  Beth 
Israel  Hospital.  In  those  days, 
there  was  no  automatic  develop- 
ing; when  films  were  taken,  they 
were  placed  in  a darkroom  ‘box. 
In  between  developing,  fixing, 
and  drying  x-rays,  he  found  it 
stimulating  to  watch  the  trained 
technicians  in  the  radiology  de- 
partment. During  the  several 
summers  he  spent  as  a darkroom 
“mole,  his  goal  of  becoming  a 
radiologist  took  shape. 

Fifty-two  years  later,  Dr. 
Weinberg  talked  about  the  early 
years  of  his  career  in  radiology. 
He  discussed  the  early  years  of 
the  Radiological  Society  of  New 
Jersey  (RSNJ)  and  recalled  issues 
during  his  three  terms  as  presi- 
dent. Recently  retired  from  prac- 
tice, Dr.  Weinberg  reflected  on 
his  first  impressions  of  radiology. 

One  of  the  lasting  impressions 
of  Dr.  Weinberg’s  summers  work- 
ing in  the  darkroom  at  Newark 
Beth  Israel  Hospital  was  of  the 
primitive  equipment  in  use  at  the 
time.  “The  x-ray  machines  in 
those  days  were  nothing  like 
those  we  have  today.  There  were 
uninsulated  overhead  wires  that 


buzzed  and  sparked  when  an  ex- 
posure was  made.  The  chief  tech- 
nician used  to  have  a hammer  on 
the  side  of  the  machine.  If  the 
machine  stopped,  he’d  give  it  a 
bang  and  hope  it  would  start  all 
over  again. 


C.  Richard  Weinberg,  MD.  (Photo 
Archives,  University  of  Medicine  & 
Dentistry  of  New  Jersey  Libraries.) 


After  attending  the  University 
of  North  Carolina,  Dr.  Weinberg 
went  to  Wayne  University  where 
he  studied  medicine  and  taught 
x-ray  technology  to  his  fellow  stu- 
dents. He  returned  to  New  Jersey 
as  an  intern  at  Newark  Beth 
Israel  Hospital.  “Most  of  my 
spare  time  was  spent  in  the  x-ray 
department  listening  to  in- 
terpretations and  doing  x-ray 


work,  he  said.  During  that  time, 
most  radiologists  had  their  offices 
in  hospitals:  “It  was  easy  for  doc- 
tors to  send  patients  to  the 
radiologist  at  the  hospital  because 
when  they  made  rounds,  they 
could  discuss  the  films  with  the 
radiologists.’ 

“Newark  Beth  Israel  Hospital 
was  the  first  hospital  in  the  state 
to  have  a radiology  residency  pro- 
gram and  the  first  resident  was 
Thomas  Miller,  Dr.  Weinberg 
recalled.  James  Furst,  MD,  chair 
of  the  Department  of  Diagnostic 
Radiology,  ran  the  residents  pro- 
gram. Milton  Friedman,  MD,  was 
in  charge  of  radiation  therapy, 
which  was  used  mainly  for  the 
treatment  of  carcinoma  of  the 
uterus.  Keeping  radium  was 
permitted  because  of  a site 
license  issued  by  the  Atomic 
Energy  Commission. 

When  Dr.  Weinberg  finished 
his  internship  in  1942,  World 
War  II  was  in  progress  and  the 
Armed  Forces  needed  radiol- 
ogists. Instead  of  completing  a 
residency  in  Newark,  he  was  sent 
to  the  United  States  Army  School 
of  Roentgenology  in  Memphis, 
Tennessee,  where  he  was  among 
the  earliest  trainees.  Subsequent 
assignments  took  Dr.  Weinberg 
to  various  base  hospitals  where 
“physicians  worked  under  older 
radiologists,  who  many  times 
knew  less  than  we  did. 

In  1947,  Dr.  Weinberg  re- 
turned to  the  Newark  Beth  Israel 
Hospital  as  a fellow  in  radiology. 
While  he  was  away,  radiologists 
had  opened  private  practices 
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Dr.  Weinberg  views  a display  sponsored  by  the  Radiological  Society  of  New 
Jersey  at  a health  fair  in  1963.  (Photo  Archives,  University  of  Medicine  & 
Dentistry  of  New  Jersey  Libraries.) 


outside  the  hospital.  Building  a 
private  practice  of  his  own, 
however,  was  extremely  difficult 
for  Dr.  Weinberg.  “Most  of  the 
radiologists  who  did  not  go  into 
the  service  had  x-ray  work  in 
New  Jersey  tied  up  pretty  well,” 
he  recalls.  Offices  were  difficult 
to  locate  and  expensive  for  a 
young  physician  with  a family  to 
support.  His  solution  was  to  open 
an  office  in  the  basement  of  the 
building  where  his  parents  lived 
and  where  his  father,  a general 
practitioner,  had  his  office.  With 
a second-hand  x-ray  machine  and 
the  help  of  his  brother,  an 
engineer,  as  a part-time  techni- 
cian, Dr.  Weinberg  began  build- 
ing a practice.  “After  struggling 
for  many  years,  at  which  time  I 
worked  at  the  Veterans  Adminis- 
tration in  Newark  as  a way  to 
make  a living  and  support  a fami- 
ly, I decided  to  move  out  of  the 
basement  and  open  another  office 
a block  away  at  Clinton  Avenue.” 
Monthly  film  reading  sessions 
were  started  by  Dr.  Furst  at 


Newark  Beth  Israel  Hospital 
around  1948  and  carried  on  by 
Dr.  Weinberg  after  Dr.  Furst  s 
death.  Radiologists  from  other 
hospitals  would  bring  their  cases 
to  be  discussed.  “These  were  very 
interesting  meetings  because  no 
answers  were  given  by  the 
radiologist  who  brought  the  film. 
They’d  put  up  their  films,  tell  you 
a little  bit  about  the  case  history, 
and  then  you  were  called  on  to 
discuss  the  case  and  make  a 
diagnosis,"  said  Dr.  Weinberg. 
These  monthly  gatherings  con- 
tinued for  many  years  and  be- 
came the  film  reading  sessions  of 
RSNJ. 

In  1951,  Dr.  Weinberg  joined 
Newark  City  Hospital  as  an  assis- 
tant radiologist  working  for  Philip 
Santoro,  MD,  who  chaired  the 
department.  Carye  Belle  Henle, 
MD,  the  first  woman  radiologist 
in  New  Jersey,  was  working  in  the 
radiation  therapy  department. 
“There  was  too  much  work  for  the 
small  staff,”  he  remarked.  “I  was 
supposed  to  work  two  hours  a 


day,  but  since  I was  low  man  or  “ill 
the  totem  pole,  I ended  up  doin£  Th 
most  of  the  work  and  spending  £a 
most  of  the  day  there  for  a yearly  pgis 
salary  of  $7,000.  We  were  ven  in 
busy  and  did  a lot  of  pediatric  m< 
radiology  in  addition  to  trauma  fc 
radiology  and  the  usual  inhouse  hi 
procedures.”  Jer 

Discussing  safety  practices  jw 

used  by  radiologists  during  his  Sot 
early  career,  Dr.  Weinberg  said. 
"Early  on  there  was  practically  no  lot 
protection  at  all.  Then  along  came  C 
some  skimpy  x-ray  aprons  and  lot 
lead  gloves  that  cracked  after  C 
being  used  several  times.  Later'  £ 
on  we  found  out  that  a lot  of  ther 
fluoroscopy  screens  that  were|$i 
supposed  to  be  leaded  glass,  were  ti 
not.  Many  radiologists  and  techni-  ( 
cians  were  getting  stray  radiation  r 
from  the  machines.  Some  did  not  ( 
wear  gloves  when  doing  fluo-  [ 
roscopy.  When  the  big  companies  ! 
in  the  United  States  started  de-  i 
veloping  x-ray  equipment,  they 
began  to  pay  attention  to  protec- 
tive devices. 

The  United  States  lagged  be- 
hind Europe  in  radiological  tech- 
nology in  1959,  according  to  Dr. 
Weinberg.  He  made  this  observa- 
tion while  attending  a radiological 
conference  in  Munich  where  he 
presented  a paper  on  radiological 
diagnosis  of  abdominal  pregnan- 
cy. His  opinion  was  reinforced 
later  the  same  year  on  a visit  to 
France.  In  the  city  hospital  in 
Paris,  he  was  surprised  to  find  an 
image  amplifier  transmitting  im- 
ages from  the  operating  room  to 
an  auditorium  for  viewing;  this 
was  a technology  not  available 
back  home.  “After  the  European 
meetings,  there  was  a sudden 
flurry  of  activity  in  the  United 
States.  The  x-ray  giants  suddenly 
made  changes  and  everybody  was 
vying  for  new  business  as  re- 
quests poured  in  for  equipment, 
such  as  image  amplifiers  and  tilt- 
ing tables,  which  moved  90 
degrees  up  and  down,”  he  said. 

Dr.  Weinberg’s  first  contact 
with  RSNJ  began  in  1947  after  his 
discharge  from  the  military. 
“Prior  to  that  time,”  he  said, 
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"there  was  very  little  activity. 
There  was  a society  called  the 
Eastern  Conference  of  Radiolo- 
gists, which  held  yearly  meetings 
in  Boston,  New  York,  and  Balti- 
more; members  of  the  College  of 
Radiology  were  invited  to  join. 
Meetings  sponsored  by  the  East- 
ern Conference  of  Radiologists 
were  a stimulus  to  the  formation 
of  a society  in  New  Jersey. 

"Early  on  there  was  a nucleus 
of  local  radiologists  in  Essex 
County  who  were  in  the  forefront 
of  RSNJ,”  Dr.  Weinberg  said. 
Other  members  came  from 
Bergen  and  Union  Counties. 
"The  radiologists  in  central  and 
southern  New  Jersey  tended  to  go 
to  meetings  in  Philadelphia.  As 
our  society  became  stronger, 
more  physicians  from  central 
counties  became  members.  The 
prerequisite  was  that  you  had  to 
be  a diplomate  of  the  American 
College  of  Radiology. 

The  Radiology  Society  grew  as 
younger  radiologists  joined  who 
were  interested  in  film  reading 
and  finding  solutions  to  hospital 
relationships.  Monthly  film  read- 
ing sessions  and  semi-annual 
meetings  were  the  only  times 
radiologists  got  together.  Dr. 
Weinberg  said,  "The  meetings 
brought  about  a lot  of  cama- 
raderie. Then  there  was  the  fact 
that  anybody  who  had  a problem 
could  discuss  it  at  the  local  meet- 
ings. The  Society  would  try  to  go 
back  to  Chicago  and  discuss  it 
with  the  heads  of  the  College  of 
Radiology.  Most  of  the  problems 
were  financial  at  the  time. 

A major  problem  RSNJ  faced  in 
its  formative  years  involved  an 
“all-inclusive  plan,  such  as  one 
started  by  Newark  Beth  Israel 
Hospital.  “For  $100  a day,  pa- 
tients could  be  x-rayed  from  head 
to  toe,  have  every  laboratory  ex- 
amination done — plus  if  they  had 
to  go  to  the  operating  room,  it 
included  that  cost,”  Dr.  Weinberg 
stated.  "One  hundred  dollars  a 
day  set  a mark  where  the  x-ray 
was  very  small  as  far  as  remunera- 
tion was  concerned.  Blue  Cross 
began  to  control  hospital  charges 


for  x-rays  that  did  not  include 
compensation  to  the  radiologists 
who  interpreted  the  films.  Blue 
Cross  told  you  what  you  could 
charge  in  your  office  and  what 
you  couldn’t  charge,  what  dis- 
eases they  would  cover  and  what 
they  wouldn  t cover.  Well,  it  was 
a long  struggle.” 

During  Dr.  Weinbergs  three 
consecutive  terms  as  RSNJ  presi- 
dent (1964  to  1966),  fees  con- 
tinued to  be  a problem.  The 
primary  issue  was  how  radiolo- 
gists fit  into  hospital  compensa- 
tion since  they  were  regarded  by 
hospitals  as  employees.  Dr. 
Weinberg  said:  "The  radiologists 
were  not  on  any  medical  staffs. 
They  were  just  plain  employees. 
And,  the  hospitals  told  them  that 
this  is  what  you’re  going  to  get 
paid,  this  is  your  salary,  and  that’s 
what  they  took."  He  continued, 
“After  the  young  radiologists 
came  out  of  the  service  and  said, 
‘We’ve  been  working  for  very  lit- 
tle in  the  Army,  and  we  have 
trouble  opening  offices  now  be- 
cause there’s  such  competition. 
Let  s see  if  we  can’t  straighten  out 
this  compensation  problem.  It 
boiled  down  to  the  fact:  Could 
there  be  separate  billing  or  so- 
called  fee-for-service?  Or,  could 
there  be  billing  on  top  of  what  the 
hospital  billed  the  patient  for 
services  rendered  by  the 
radiologists?” 

It  also  was  during  Dr. 
Weinberg’s  years  as  president 
that  the  College  of  Radiology 
negotiated  financial  remuneration 
with  Medicare.  Blue  Cross  and 
Blue  Shield  compared  standards 
in  communities,  such  as  Newark, 
Maplewood,  and  Millburn  with 
other  suburban  areas.  “They 
worked  out  a fee  schedule  that 
was  not  to  our  liking,"  he  said. 
"The  problem  of  fees  was  a con- 
tinual thing,  as  far  as  the 
radiological  societies  were  con- 
cerned, all  over  the  country.  The 
College  of  Radiology  had  many 
legal  battles  with  the  insurance 
companies  that  were  trying  to 
establish  a fee  schedule.  As  local 
delegates,  we  had  discussions 


concerning  fees  when  we  at- 
tended the  College’s  annual  meet- 
ings. The  issues  still  aren  t re- 
solved as  far  as  we  re  concerned. 
Dr.  Weinberg  said.  “They  have 
the  relative  value,  and  a series  of 
pamphlets  have  come  out  with 
what  you  can  charge  for  each 
procedure.  The  problems  with  re- 
muneration for  radiologists  stem 
all  the  way  back  to  the  late  1930s 
and  continue  to  the  present  day. 

Dr.  Weinberg  recalled  that 
during  his  presidency,  RSNJ  be- 
came a branch  of  the  College  of 
Radiology  instead  of  a local  socie- 
ty. As  a result,  RSNJ  was  given 
permission  to  certify  radiologists 
who  attended  meetings.  "We 
used  The  Academy  of  Medicine  ol 
New  Jersey  as  our  place  for  keep- 
ing the  records  of  meetings  at- 
tended and  hours  spent  at  meet- 
ings required  for  CME.” 

Dr.  Weinberg  recently  moved 
to  Florida  where  he  plans  to  write 
a few  papers  on  mammography 
and  keep  in  touch  with  radiology. 
With  his  vast  experience  in 
radiology  over  the  last  50  years  — 
when  specialties  emerged  and 
technological  developments  rev- 
olutionized the  field— perhaps  he 
will  be  inspired  to  write  about  the 
many  changes  he  has  seen  in 
radiology  in  New  Jersey.  H 

Ms.  Irwin  is  managing  librarian, 
UMDNJ  Libraries,  Special  Collections. 
Address  reprint  requests  to  Ms.  Irwin, 
UMDNJ-George  F.  Smith  Library,  30 
12th  Avenue,  Newark,  NJ  07103. 
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A brief 

economic  history 
of  radiology 


The  authors  present  a historical  review  of  radiology 
reimbursement,  including  the  effects  of  health  care  legislation 
and  court  decisions.  The  political  leadership  of  the  American 
College  of  Radiology  is  detailed.  Changes  in  the  delivery  of 
health  care  will  alter  the  practice  of  medicine. 


Medical  insurance 
plans  were  intro- 
duced in  the  1930s 
and  covered  only 
hospital  services  and  the  status  of 
hospital-based  physicians  became 
an  issue.  In  1937,  the  American 
Hospital  Association  (AHA)  de- 
fined roentgenology,  anesthesia, 
and  pathology  as  hospital  ser- 
vices, maintaining  that  technical 
and  professional  fee  components 
should  be  bundled  together  and 
paid  in  full  by  insurers  to  the 
hospitals.  Radiologists  and  their 
hospital-based  physician  col- 
leagues objected,  asserting  that  as 
physician  professionals  they  were 
entitled  to  a professional  fee. 
Four  national  radiological  socie- 
ties— the  American  Roentgen  Ray 
Society,  the  Radiological  Society 
of  North  America,  the  American 
Radium  Society,  and  the  Ameri- 
can College  of  Radiology— then 
organized  the  Inter-Societv  Com- 
mittee (ISC)  to  address  problems 
in  radiology,  such  as:  the  defini- 
tion of  radiology  as  a technical 
service  rendered  by  the  hospital 
instead  of  a professional  service 
rendered  by  the  radiologist  physi- 
cian; the  attempt  of  the  hospital 
to  define  radiology  as  a hospital 
service  included  in  hospital  ben- 
efits offered  in  group  insurance 


plans;  and  the  use  by  the  hospital 
of  the  radiology  department  as  a 
source  of  revenue  to  offset  losses 
sustained  in  other  departments, 
thereby  depriving  the  radiology 
department  of  legitimate  income.1 
ISC  received  support  from  the 
American  Medical  Association 
(AMA)  in  a series  of  resolutions 
and  reports  on  these  issues. 

ISC  was  able  to  get  several 
states  to  pass  legislation  and  reg- 
ulations defining  diagnostic  and 
therapeutic  radiology  as  the  prac- 
tice of  medicine  and  surgery  re- 
quiring a medical  license.  This  in- 
hibited the  proliferation  of  labora- 
tories owned  and  operated  by 
nonphysicians.  Other  goals  of  ISC 
were  to  prevent  the  inclusion  of 
radiology  as  a hospital  service  in 
group  hospitalization  plans  and  to 
legitimize  the  right  of  private 
radiologists  to  get  paid  for 
services  rendered  to  state-aid  pa- 
tients. When  the  American  Col- 
lege of  Radiology  (ACR)  reor- 
ganized in  1940,  it  took  over  the 
functions  of  ISC. 

CONTRACTS  AND  BILLING 
ARRANGEMENTS 

A practice  survey  was  con- 
ducted by  ISC  in  1936,  with  data 
from  radiologists  practicing  in 
1,250  hospitals.  Four  out  of  five 


radiologists  were  solo  practi- 
tioners. One-fourth  of  the  respon- 
dents had  formal  contracts  with 
one  or  more  hospitals.  One-fourth 
of  the  respondents  sent  patients 
bills;  and  other  respondents  par- 
ticipated in  combined  billing  with 
their  hospitals.  Approximately  44 
percent  of  the  respondents  re- 
ceived a salary  from  the  hospital; 
44  percent  of  the  respondents  re- 
ceived a percentage  of  the 
amount  billed  by  the  hospital 
(usually  50  percent  of  what  the 
hospital  collected);  and  9 percent 
of  the  respondents  leased  the 
radiology  department  from  the 
hospital.  Almost  all  of  the 
radiologists  had  hospital  staff 
appointments.2 

Eleven  years  later,  the  AMA 
conducted  a survey  showing  that 
the  number  of  hospital-based 
radiologists  on  salary  was  32  per- 
cent, down  from  44  percent,  and 
that  14  percent  were  indepen- 
dent, most  with  leases.  The  re- 
maining 54  percent  had  percen- 
tage contracts— up  from  44  per- 
cent. Almost  all  of  the  billing  to 
patients  or  insurance  companies 
was  done  by  the  hospital. 

In  the  late  1940s,  ACR  began 
to  encourage  hospital-based  radi- 
ologists to  send  separate  bills  for 
the  professional  component  of 
their  fees.  Lease  arrangements 
with  hospitals  also  were  con- 
sidered desirable.  The  AMA 
adopted  a report  in  1951  against 
the  engagement  of  hospitals  in 
‘the  corporate  practice  of  medi- 
cine,” stating  that  a hospital 
should  not  sell  the  services  of  a 
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physician  for  a fee,  nor  should  a 
physician  enter  into  such  an 
agreement  with  a hospital.  From 
the  1930s  into  the  1960s,  eight 
states  upheld  the  legal  proscrip- 
tion against  the  corporate  practice 
of  medicine,  prohibiting  hospitals 
from  profiting  from  the  services  of 
physicians.  In  Iowa,  a 1956  ruling 
stated  that  the  hospital  admission 
form  should  include  the  profes- 
sional involvement  of  physicians, 
and  should  note  that  fees  were 
collected  by  the  hospital  for  cer- 
tain physicians  by  agreement. 
Coverage  for  radiology  and 
pathology  was  to  come  from  Blue 
Shield,  not  Blue  Cross.3 

MEDICARE  LEGISLATION 

During  World  War  II,  Con- 
gress considered  several  bills 
promoting  expansion  of  the  Social 
Security  system  to  include  health 
care  coverage.  This  concept  re- 
surfaced in  the  early  1960s  when 
a series  of  bills  was  submitted  to 
Congress  to  provide  hospital  cov- 
erage for  Social  Security  benefi- 
ciaries. In  these  drafts,  radiology, 
anesthesiology,  pathology,  and 
physiatry  were  defined  as  hospital 
services,  to  be  covered  only  by 
and  through  hospitals.  The  AMA 
and  ACR  were  opposed  to  this 
proposal.  At  a 1964  AHA  meeting, 
George  W.  Graham,  chair  of  the 
AHA  Council  on  Professional 
Practice,  stated:  “Hospitals  and 
the  community  have  an  obligation 
to  control  the  incomes  of  hospital- 
based  physicians. ”4  In  response  to 
the  impending  passage  of  the 
King-Anderson  bills  by  Congress, 
ACR  hired  a lobbyist  in  1965,  as 
did  the  College  of  American 
Pathologists.  At  this  time,  ACR 
strongly  recommended  separate 
billing  for  hospital-based  radi- 
ologists. 

Through  these  lobbying  efforts, 
the  final  bill  establishing  Medi- 
care defined  radiology  and  other 
hospital-based  physician  services 
as  medical  services,  not  hospital 
services,  including  them  under 
Part  B as  voluntary  medical  cov- 
erage. The  number  of  hospital- 
based  physicians  performing  their 


own  billing  increased  rapidly. 
ACR  and  the  College  of  American 
Pathologists  organized  teaching 
programs  for  professional  billing. 
At  the  December  1965  meeting  of 
the  Radiological  Society  of  North 
America,  a billing  workshop  was 
held,  with  almost  1,000  radiolo- 
gists in  attendance.  Some  radi- 
ologists lost  hospital  appoint- 
ments in  attempting  to  negotiate 
new  contracts.  By  spring  1967, 
approximately  two-thirds  of 
hospital-based  radiologists  had 
switched  to  separate  billing.5 

Between  1945  and  1966,  there 
had  been  a steady  1 percent  an- 
nual rise  in  radiology  fees.  How- 
ever, between  1966  and  1968,  an 
ACR  survey  indicated  a 5 percent 
increase.  Hospital  charges  for 
radiology  rose  30  percent  over 
this  short  period,  largely  reflect- 
ing separation  of  technical  and 
professional  fees.  Salaries  for 
radiology  technologists  increased 
20  percent  during  this  three-year 
interval.  There  was  a marked  in- 
crease in  the  volume  of  physician 
and  hospital  services.  Early 
Medicare  data  showed  that  the 
elderly  consumed  three  times  the 
amount  of  medical  services  as  the 
younger  population.  National 
health  expenditures  increased 
from  $27.1  billion  in  1960  to  $675 
billion  in  1990. 6 

LEGAL  ISSUES 

The  first  relative  value  scale 
(RVS)  was  devised  by  the  Cali- 
fornia Medical  Association  in 
1956  to  rank  and  categorize 
medical  procedures  for  the  grow- 
ing number  of  commercial  health 
insurers.  At  the  request  of  the 
Civilian  Health  and  Medical  Plan 
for  the  Uniformed  Services 
(CHAMPUS),  ACR  and  other 
specialty  societies  provided  RVSs 
in  1958.  A 1967  Supreme  Court 
decision  relating  to  legal  fees  set 
by  a state  bar  association  resulted 
in  the  extension  of  antitrust  laws 
to  cover  the  activities  of  all 
professionals  and  their  societies.7 
The  Federal  Trade  Commission 
advised  ACR  and  other  medical 
specialty  societies  that  their  RVSs 


were  anticompetitive  and  con 
stituted  price  fixing.  These  RVS: 
had  been  widely  adopted  b\ 
health  insurers,  including  Medi 
care.  Fearful  of  an  antitrust  suit 
ACR  withdrew  its  RVS  in  1976 
as  did  the  American  College  oi 
Obstetrics  and  Gynecology  and  ! 
the  American  Academy  of  Or- 
thopaedic Surgeons.8 

Despite  the  antitrust  ruling,  the 
federal  courts  upheld  the  right  ol 
hospitals  and  medical  groups  to 
enter  into  exclusive  contracts  to- 
gether as  a business  relationship. 

A related  decision  prevented  a 
neurologist  from  interpreting 
computerized  tomographic  scans  f" 
in  a hospital  where  the  radiolo-  11 
gists  held  an  exclusive  contract  to  Pn( 
read  all  imaging  procedures. 

In  1976,  the  AMA,  ACR,  AHA,  I* 
and  other  medical  societies  were  c'ai 
named  as  defendants  in  a lawsuit 
by  five  chiropractors  that  alleged  ^ 
that  medical  ethics  promoted  by 
these  organizations  prohibited  the  ' 
professional  association  of  physi-  Mr 
cians  and  chiropractors,  constitut- 
ing an  antitrust  violation  and  a *eP 
restraint  of  trade.9  The  trials  and 
appeals  lasted  over  ten  years.  n 
ACR  accepted  a settlement,  in-  k 
eluding  publishing  a statement  311 
that  it  would  have  “no  ethical  or 
collective  impediments  to  inter-  I 
professional  association  and  coop-  ^ 
eration.”10  A related  New  Jersey  * 
ruling  stated  that  radiologists  1 
could  not  refuse  referrals  from 
chiropractors.11  H 

9 te 

NEW  TECHNOLOGY 

The  1960s  and  1970s  ushered  pi 
in  many  technological  advances,  R 
There  was  competition  from  other  I 
specialties  for  control  of  these  R 
new  imaging  modalities.  The 
Joint  Commission  for  the  Ac-  p 
creditation  of  Hospitals  altered  its 
position  that  all  radiologic  imag-  ' 
ing  in  hospitals  should  be  per-  I 
formed  and  interpreted  by  radi-  [ 
ologists.  Previously,  x-rays  were 
performed  by  other  physicians  in  j \ 
many  settings,  especially  outside  i 
of  hospitals,  because  of  the  scarci- 
ty of  radiologists.  But  the  number 
of  radiologists  doubled  between 
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1960  and  1970,  and  the  leaders  of 
organized  radiology  asserted  that, 
with  the  increased  availability  of 
trained  radiologists,  all  imaging 
procedures  could  be  performed 
by  radiologists. 

When  federal  planning  was 
enacted,  the  high  cost  of  com- 
puted tomography  (CT)  scanners 
resulted  in  a new  phase  of  gov- 
ernmental regulation.  As  before, 
the  Food  and  Drug  Adminis- 
tration had  to  attest  to  the  safety 
and  efficacy  of  CT.  Medicare  and 
private  insurance  carriers  had  to 
agree  to  pay  for  these  services. 
Now,  hospital-based  units  re- 
quired a certificate  of  need  from 
state  and  local  planning  agencies 
prior  to  purchase.  Cost-effective- 
ness arguments  arose.  The  regu- 
latory delays  encouraged  physi- 
cians to  purchase  units  and  install 
them  in  private  offices  and  clinics. 

RAPs,  DRG,  AND  RVS 

In  1982,  the  Health  Care  Fi- 
nancing Administration  (HCFA) 
finally  accepted  the  financial 
separation  of  radiologists  from 
hospitals,  and  stated  that  Med- 
icare no  longer  would  accept  bill- 
ing that  combined  professional 
and  technical  components.  Also  in 
that  year,  legislation  created  a 
Medicare  prepayment  system  for 
hospital  inpatient  services  based 
on  470  diagnosis  related  groups 
(DRGs).  Physicians’  fees  were  ex- 
cluded. Four  years  later,  the 
House  Ways  and  Means  Commit- 
tee proposed  a combined  Medi- 
care payment  for  hospital-based 
physicians  — radiologists,  anes- 
thesiologists, and  pathologists 
(RAPs).  In  late  1986,  President 
Reagan  proposed  a physician 
DRG  to  make  one  payment  for  all 
physicians’  services  during  a 
Medicare  patient’s  hospitaliza- 
tion. Both  the  RAPs  and  doctor 
DRG  proposals  were  highly  un- 
popular with  physicians. 

Meanwhile,  medicine  was  di- 
vided by  the  concern  that  health 
insurers  favored  “procedural  ser- 
vices’ over  “cognitive  services. 
In  1985,  Congress  awarded  to 
economist  William  Hsiao  of  the 


Harvard  School  of  Public  Health 
a contract  to  study  physician  re- 
imbursement. Mr.  Hsiao’s  pre- 
vious studies  had  concluded  that 
all  physicians  were  overpaid, 
especially  procedural  physicians, 
but  this  apparent  prejudice  did 
not  disqualify  him.1213 

ACR  and  the  AM  A took  dif- 
ferent lobbying  approaches  to- 
ward defeating  doctor  DRG  and 
RAPs  proposals.  In  1987,  ACR 
urged  Medicare  to  change  to 
physician  fees  based  on  a RVS 
developed  by  medical  societies. 
ACR  argued  that  an  RVS  based 
on  actual  billing  experience 
would  be  superior  to  the  theoreti- 
cal “resource-based  RVS 
(RBRVS)  being  developed  by  Mr. 
Hsiao.  The  RAPs  proposal  was  re- 
jected by  Congress.  HCFA  was 
authorized  to  develop  an  ex- 
perience-based RVS  for  radiology, 
with  input  from  the  ACR  and 
other  interested  organizations, 
while  going  forward  with  RBRVS 
for  other  physicians.  Primary  care 
physicians  subsequently  found 
that  the  RBRVS  methodology  and 
federal  cost  cutting  did  not  result 
in  increased  Medicare  payment 
for  cognitive  services. 

From  1988,  there  were  re- 
peated congressional  cuts  in 
Medicare  funding.  The  tradeoff 
for  radiology  assisting  in  the  de- 
velopment of  a RVS  was  to  have 
been  a decrease  of  no  more  than 
3 percent  in  radiology  payments, 
but  cuts  ended  up  being  far 
greater  than  this.  By  1991, 
Medicare  reductions  in  radiology 
reimbursement  were  approxi- 
mately 21  percent  of  1987  fee 
levels,  and  in  some  cases  greater. 

JOINT  VENTURES  AND 
SELF-REFERRAL 

In  the  1980s,  medical  joint  ven- 
tures arose  among  physicians  be- 
cause hospitals  did  not  have  the 
financial  resources  or  could  not 
obtain  certificates  of  need  for  ex- 
pensive, technologically  advanced 
medical  facilities.  Hospitals  often 
participated  in  joint  ventures  with 
their  physician  staffs,  to  share  in 
the  profit.  Physicians  who  were  in 


a position  to  refer  patients  to  a 
facility  became  passive  investors. 
Studies  of  joint  ventures  in 
Florida  showed  a substantial  in- 
crease in  health  care  costs,  due  to 
increases  in  both  the  use  and  cost 
of  services.14  lo  Questions  of  ethics 
and  propriety  arose.  Organized 
radiology  grappled  with  these 
questions.  Initially  in  1984,  ACR 
stated  that  dividends  or  profits 
should  be  proportional  to  an  in- 
dividual's investment,  not  to  pa- 
tient referrals.  The  following  year, 
the  ACR  Council  noted  the  po- 
tential for  abuse  by  self-referral. 
By  1988,  ACR  had  revised  its 
stance,  stating  that  self-referral 
might  not  be  in  the  best  interest 
of  the  patient,  and  that  referring 
physicians  should  not  have  either 
a direct  or  indirect  financial  in- 
terest in  an  imaging  facility. 

Medicare  became  concerned 
with  joint  ventures  in  the  context 
of  fraud  and  abuse,  and  auth- 
orized the  Office  of  the  Inspector 
General  (IG)  of  the  Department 
of  Health  and  Human  Services  to 
investigate.  The  AMA  Council  on 
Ethical  and  Judicial  Affairs 
(CEJA)  was  prompted  to  study 
the  issue  in  1989.  The  AMA  in- 
itially took  the  position  that  it  was 
adequate  for  a physician  to  advise 
patients  of  an  ownership  interest 
in  outside  facilities. 

At  its  1991  winter  meeting,  the 
AMA  House  of  Delegates  ap- 
proved the  CEJA  report  con- 
demning joint  ventures,  with  the 
following  exception,  “if  there  is  a 
demonstrated  need  in  the  com- 
munity for  the  facility  and  alterna- 
tive financing  is  not  available. 

In  June  1992,  the  AMA  House 
of  Delegates  reversed  its  stand, 
adopting  resolutions  from  the 
New  Jersey  and  Florida  delega- 
tions. This  again  was  reversed  in 
December  1992,  and  the  CEJA 
report  condemning  joint  ventures 
again  was  strongly  supported. 

The  Office  of  the  IG  issued  a 
management  advisory  and  subse- 
quent guidelines  in  1991  on  what 
Medicare  would  consider  accept- 
able business  practices.  The 
guidelines  defined  “safe  harbors 
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covering  11  areas.16  A related  con- 
cern was  hospital  kickback  de- 
mands for  portions  of  physicians 
fees.  Later  that  year,  the  Internal 
Revenue  Service  issued  a warning 
that  some  types  of  joint  ventures 
between  physicians  and  hospitals 
might  violate  the  tax-exempt 
status  of  voluntary  hospitals. 

A different  self-referral  issue 
was  the  over-utilization  of  proce- 
dures within  a physician’s  office, 
in  the  routine  practice  of  medi- 
cine. Documentation  for  over-uti- 
lization of  radiological  studies  was 
provided  in  an  article  published 
by  Hillman  in  the  December  6, 
1990,  isssue  of  The  New  England 
Journal  of  Medicine.17  The  data 
showed  a sevenfold  increase  in 
volume  of  and  charges  for  imag- 
ing services  when  primary  care 
physicians  performed  their  own 
studies,  compared  with  colleagues 
who  referred  to  radiologists.  This 
more  complex  form  of  sell-refer- 
ral is  yet  to  be  resolved. 

MANAGED  CARE, 
NETWORKING,  AND  THE 
CURRENT  ENVIRONMENT 

The  need  to  adapt  to  managed 
care  programs  became  a pressing 
issue  in  the  1990s.  Most  radiolo- 
gists are  working  in  radiology 
groups.  These  groups  negotiate 
with  managed  care  plans  for  pa- 
tient populations. 

To  encourage  cost  contain- 
ment, third-party  payers  negotiate 
competitive  contracts  with  pro- 
viders of  radiological  services. 
Previously,  it  had  been  con- 
sidered unprofessional,  if  not  un- 
ethical, for  a radiologist  to  com- 
pete against  an  incumbent  radi- 
ologist for  a contract.  Now  com- 
petition has  become  common- 
place. 

The  recent  practice  of  creating 
larger  bargaining  groups  or 
networks  has  divided  many  in  the 
imaging  community,  pitting  the 
larger  network  group  against 
smaller  practice  entities.  Due  to 
antitrust  laws,  these  networks  are 
inherently  exclusive,  being  limit- 
ed to  no  more  than  approximately 
25  percent  of  the  radiologists  in 


a given  geographic  area.  In  some 
localities  as  many  as  four  compet- 
ing networks  have  arisen.  Those 
excluded  are  concerned  that  small 
imaging  groups  or  private  practi- 
tioners will  be  unable  to  compete 
against  these  larger  concerns  in  a 
managed  care  contract  and  will  be 
squeezed  out  of  business.  Others 
question  the  wisdom  of  under- 
cutting one  another  for  large  con- 
tracts, arguing  that  all  radiologists 
will  suffer  economically.  Another 
perceived  result  has  been  a loss 
of  collegiality  among  radiologists. 

The  change  in  the  composition 
of  the  House  of  Representatives 
and  the  Senate  in  the  November 
1994  election  has  deflected  the 
crisis  over  health  care  legislation. 
It  now  is  expected  that  health 
care  reform  will  be  enacted  in  the 
state  legislatures.  Each  state  will 
be  free  to  adopt  its  own  version. 
All  affected  parties,  including 
consumers,  providers,  and  in- 
surers, have  been  actively  lobby- 
ing and  jockeying  for  position. 
One  thing  is  certain:  changes  in 
the  delivery  of  and  payment  for 
health  care  services  will  greatly 
alter  the  practice  of  medicine,  and 
possibly  even  the  type  of  person 
who  chooses  to  enter  the  medical 
profession.  H 

Dr.  Timins  is  president,  Radiological 
Society  of  New  Jersey,  and  is  a staff 
radiologist  at  Robert  Wood  Johnson 
University  Hospital  and  at  St.  Peter’s 
Medical  Center.  Mr.  Linton  is  associate 
executive  director,  American  College 
of  Radiology.  Address  reprints  to  Dr. 
Timins,  Department  of  Radiology, 
UMDNJ-Robert  Wood  Johnson  Medi- 
cal School,  One  Robert  Wood 
Johnson  Place,  CN  19,  New  Bruns- 
wick, NJ  08903-0019. 
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Important  Features  of  the  MS\J  Endorsed  Long  Term  Care  Program 


Available  Ages  45-79 
Specialty  Plans  Available  Ages  80-100 
Benefits  up  to  $250/day 
No  prior  hospitalization  required 

Several  waiting  periods  to 
choose  from 

Alzheimer’s,  senility  covered 
Lifetime  benefits  available 


Guaranteed  renewable  for  life 

Coverage  for  custodial,  skilled  and 
intermediate  care  as  well  as  adult 
day  care 

Available  to  your  spouse,  parents 
and  in-laws 

Waiver  of  premium  benefit 
Inflation  protection  available 


10%  Discount  for  Members  ofMSJSJ , Spouses,  Parents  and  In-Laws 


For  more  information,  please  call 

Edward  G.  Sutton,  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.  O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone:  (609)  895-1616  (800)  227-6484 


DONALD  F.  SMITH  i^ASSOCIATES 


As  medical  professionals,  you  know  first  hand  the  devastating  effects  that  extended 
long  term  care  can  have  on  a person’s  hard  earned  assets.  Nursing  Home  stays  can 
range  from  $3,000-$5,000  per  month.  The  Medical  Society  of  New  Jersey  endorses 
The  Travelers  to  help  you  guard  against  unforeseen  tragedies.  Through  special 
arrangement  with  the  Travelers,  members,  spouses,  parents  and  in-laws  are  eligible 
for  a 10%  premium  reduction. 
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Representation, 
Education  and 
Networking 


Twenty  Sixth  Assembly  Meeting 
November  30-December  4,  1995 
Washington  Hilton  and  Towers  Hotel 
Washington,  DC 


Send  an  AMA  member  physician  representative  from  your  hospital  or  health  care 
delivery  system  to  the  1995  Interim  American  Medical  Association  Organized  Medical  ecu 
Staff  Section  (AMA-OMSS)  Assembly  Meeting  to  be  held  November  30  - December  4,  are 
1995  in  Washington,  DC.  Don’t  pass  up  this  opportunity  to  participate  in  AMA’s  policy-  tv. 
making  process  and  make  a difference  in  the  way  your  representative  organization 
responds  to  managed  care  and  other  important  issues  facing  today’s  physician.  You 
can  also  gain  valuable  knowledge  and  make  useful  contacts  by  attending  OMSS 
educational  programs  and  networking  functions.  Di 


! at 

With  the  growth  of  managed  care,  the  merging  of  hospitals,  and  the  corporatization  of  $ 
medicine,  the  traditional  roles  and  responsibilities  of  the  medical  staff  are  being 
challenged.  To  help  physicians  respond  effectively,  OMSS’s  educational  program 
titled,  “Creating  the  Future  and  Getting  There  First,”  will  focus  on  changing  the 
medical  staff  paradigm,  thinking  in  the  future  tense,  and  strengthening  the  physi- 
cians’ leadership  role  in  the  governance  of  hospitals,  integrated  delivery  systems,  and 
managed  care  organizations.  More  specifically,  the  session  will  address: 

• The  changing  environment  and  the  value  of  self-governance; 

w 

• How  to  reengineer  and  improve  medical  staff  functions  and  processes; 

• The  attributes  of  a successful  self-governing  physician  organization  (PO); 


• The  components  of  governance  and  resources  needed  to  develop  a 
community-based  PO; 

• What  criteria  should  be  utilized  in  making  partnering  decisions;  and 

• How  to  manage  risk,  respond  to  legal  and  logistical  challenges,  and  raise  capital. 


For  new  insight  into  how  to  increase  physician  involvement  in  your  community  attend 
the  AMA-OMSS  Interim  Assembly  Education  Program  on  Friday,  December  1 from 
2:30  pm  to  5:30  pm  in  Washington,  DC. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physi- 
cians.” 

“The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  1 of  the  Physician’s  Recognition  Award.” 

For  more  information  please  call  800  AMA-3211  and  ask  for  the  AMA’s  Department 
of  Organized  Medical  Staff  Services. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
September  17,  1995,  at  MSNJ  ex- 
ecutive offices.  Detailed  minutes 
are  on  file  with  your  county  socie- 
ty. A summary  of  significant  ac- 
tions follows. 

President’s  report.  Heard  from 
Dr.  Keeler  about  his  attendance 
at  a seminar  dealing  with  medical 
savings  accounts  and  information 
on  medical  savings  accounts  will 
be  presented  at  the  next  Board  of 
Trustees  meeting; 

Executive  director’s  report. 

1.  Palma  E.  Formica,  MD, 
Award.  Stated  that  Assembly- 
woman Rose  Marie  Heck  will  be 
the  recipient  of  the  second  annual 
Palma  E.  Formica,  MD,  Award. 

2.  South  Jersey  Hospital  Sys- 
tems litigation.  Noted  that  MSNJ 
will  file  an  amicus  brief  in  litiga- 
tion involving  the  South  Jersey 
Hospital  Systems. 

3.  Medical  Practice  Manager 
Program.  Heard  from  Paul  Web- 
er concerning  the  Medical  Prac- 
tice Manager  Program  developed 
by  MSNJ  and  Rutgers  University. 

4.  MSNJ  versus  Jacobs.  Noted 
that  discovery  will  begin  shortly 
concerning  the  issue  of  attorney’s 
fees  for  litigation  between  MSNJ 
and  Dr.  Fred  Jacobs,  president, 
state  Board  of  Medical  Examiners 
(BME);  the  litigation  involves  the 
making  of  attorney’s  fees  part  of 
the  BME  budget,  resulting  in  an 
increase  to  be  paid  by  physicians 
for  their  biennial  licensing  appli- 
cations. 

5.  PIP  managed  care.  Will 
submit  comments  requesting  that 
the  proposed  regulations  be  re- 
considered or  withdrawn;  Depart- 
ment of  Insurance  proposed  reg- 
ulations would  authorize  in- 
surance carriers  to  offer  a PIP 


managed  care  option  to  purchas- 
ers of  PIP  automobile  insurance. 

6.  First  assistants  in  surgery. 
Reviewed  the  BME  rule  that  will 
allow  nurses  and  physician  assis- 
tants to  serve  as  first  assistants  in 
surgical  cases;  the  rule  places  the 
burden  on  the  hospital  medical 
staff  to  design  the  protocols  to  be 
used  to  credential  first  assistants. 

7.  Silent  PPOs.  Noted  that 
through  an  investigation  three 
cases  have  been  documented 
silent  PPOs,  each  case  with  a dif- 
ferent insurance  company;  at  this 
point  a formal  complaint  was 
lodged  with  the  New  Jersey  De- 
partment of  Insurance,  Division 
of  Enforcement  and  Consumer 
Affairs.  Heard  from  Mr.  Maressa 
that  he  believes  that  if  a payer  is 
a carrier,  the  carrier  ought  not  to 
be  allowed  to  do  indirectly  what 
it  may  not  do  directly,  and  he  is 
hopeful  that  some  action  may  re- 
sult from  the  lodged  complaint. 

8.  Subacute  care  bill.  Voted 
to  unanimously  support  a sub- 


acute care  bill  that  is  pending  in 
the  Legislature  authorizing  hos- 
pitals to  deliver  subacute  care,  re- 
ceiving compensation  from  Medi- 
care, which  covers  subacute  care. 

9.  Patient  Protection  Act.  Re- 
ceived a report  from  Neil  Weis- 
feld,  deputy  executive  director, 
on  the  Patient  Protection  Act  and 
the  MSNJ  direct  mail  campaign 
to  promote  passage  of  the  Act  in 
the  Legislature,  a bill  sponsored 
by  Charlotte  Vandervalk,  chair  of 
the  Assembly  Health  and  Human 
Services  Committee.  Noted  that 
physicians  wishing  to  distribute 
brochures  to  patients  should  con- 
tact Mr.  Weisfeld. 


Special  reports.  Received  re- 
ports from  Paul  F.  Larson,  MD, 
senior  vice-president  for  Aca- 
demic Affairs,  UMDNJ;  Lynn  B. 
Nemeth,  executive  vice-president 
and  chief  operating  officer,  New 
Jersey  Hospital  Association; 
Christine  Kline,  president. 


ARE  YOU  MOVING? 


Name 


Old  Address. 


City. 


State . 


Zip. 


New  Address 


City. 


State . 


Zip. 
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MAMSNJ;  and  Ravi  Goel,  MSNJ 
Student  Association. 

Committee  on  Annual  Meet- 
ing. Approved  the  following: 

That  the  1996  and  1997  Annual 
Meetings  be  held  at  the  Trump  Taj 
Mahal  Casino/Resort  in  Atlantic  City, 
New  Jersey,  on  April  30  through  May 
4,  1996;  and  April  29  through  May 
3,  1997. 

And  approved  the  daily  schedule 
for  the  1996  Annual  Meeting. 

Physician  Healthcare  Plan  of 
New  Jersey,  Inc.  (PHPNJ). 
Heard  an  update  of  the  activities 
of  PHPNJ  from  Henry  D.  Rosin, 
MD,  president,  and  noted  that 
PHPNJ  is  licensed  to  operate  an 
HMO  in  Bergen,  Essex,  Hudson, 
Passaic,  and  Union  Counties  and 
that  a new  prospectus  will  be 
available  in  a few  weeks. 

MEDAC.  Encouraged  mem- 
bers to  solicit  hospital  medical 
staffs  for  contributions  to  MedAC. 

MSNJ  Annual  Meeting. 

1.  Physician  Advocacy  (Reso- 
lution #14).  Was  advised  by  the 
commissioner  of  health  that  he 
will  strongly  consider  MSNJ  s 


MEDICAL  ALLIANCE  TO  MSNJ 


It  is  our  feeling  at  the  Medical 
Alliance  to  MSNJ  (MAMSNJ)  that 
tobacco  use  among  the  young  is 
a critical  health  problem  in  our 
country. 

Tobacco  use  usually  begins  in 
early  adolescence,  typically  be- 
fore the  age  of  16.  Almost  all  first 
use  occurs  before  high  school 
graduation.  If  adolescents  can  be 
kept  tobacco  free,  most  will  re- 
main tobacco  free  for  the  rest  of 
their  lives. 

The  tobacco  industry  loses  and 
must  replace  two  million  con- 
sumers each  year,  either  because 
they  quit  or  die.  Studies  show 
that  the  vast  majority  of  new  con- 
sumers come  from  the  ranks  of 
young  people.  The  successful 
marketing  of  tobacco,  intentional- 
ly or  not,  influences  adolescents. 


recommendations  to  provide 
some  protection  to  physicians 
where  their  disenrollment  is  due 
to  retaliatory  motives;  he  noted 
that  Department  of  Health 
(DOH)  staff  will  research  the 
issue  and  offer  the  commissioner 
recommendations. 

2.  Prohibit  Transfer  of  Pa- 
tients for  Insurance  Purposes 
(Resolution  #18).  Noted  that 
DOH  will  review  hospital  trans- 
fers of  HMO  patients  in  the  con- 
text of  the  recommendations  by 
the  HMO  Advisory  Committee 
and  MSNJ. 

3.  Precertification  by  FAX 
(Resolution  #29).  Noted  that 
MSNJ  urged  the  commissioner  of 
health  to  develop  regulations  that 
require  HMOs  to  accept  precerti- 
fication requests  by  FAX;  the 
HMO  Advisory  Committee  is  in 
the  process  of  developing  reg- 
ulatory language  for  the  com- 
missioner’s consideration  that  will 
require  HMOs  to  have  a toll-free 
telephone  staffed  by  a physician 
or  registered  nurse  to  render  uti- 
lization management  determina- 
tions for  providers  24  hours  a day, 
seven  days  a week  and  the  Com- 
mittee is  recommending  that  the 
commissioner  consider  language 


The  intensity  of  this  advertising 
campaign  is  so  great  that,  after 
automobiles,  cigarettes  are  the 
most  heavily  advertised  retail 
product.  This  is  a special  problem 
in  inner  cities  where  young  peo- 
ple cannot  be  protected  from  out- 
door billboards,  conveniently 
placed  at  eye  level,  portraying  to- 
bacco use.  Tobacco  companies 
market  their  products  through 
promotional  activities  that  reach 
youth  such  as  sponsoring  sporting 
or  musical  events  and  distributing 
specialty  items  bearing  brand 
names.  Advertisements  have  be- 
come short  on  words  and  long  on 
visual  images  that  associate  such 
things  as  healthfnlness,  adventure 
seeking,  independence,  and  phy- 
sical attractiveness  with  smoking. 
These  pictures  of  themes  attraet- 


regarding  utilization  management  I1 
determinations  that  address  tei 
MSNJ  concerns. 

4.  Milliman  and  Robertson 
Guidelines  (Resolution  #31).  jt 
Noted  that  as  the  Department  of  j lii 
Health  Office  of  Managed  Care 
handles  HMO  complaints,  pro- 
viders and  consumers  can  bring 
adverse  utilization  review  de- 
cisions to  this  department  for  in- 
vestigation. 

5.  Board  Eligibility  (Resolu- 
tion #38).  Awaiting  a reply  from 
the  executive  vice-president  of 
the  American  Board  of  Medical 
Specialties  to  discuss  MSNJ’s 
concern  that  specialty  boards 
amend  their  criteria  so  that  board 
eligibility  remains  for  the  life  of 
a physician  provided  he  has  com- 
pleted an  ACGME-approved  res- 
idency program,  maintained  con- 
tinuous active  hospital  staff 
privileges,  and  continuous  private 
practice,  and  has  earned  con- 
tinued medical  education  credits 
of  150  credits  every  three  years 
throughout  his  career. 

6.  Ambulatory  Care  Utiliza- 
tion Management  Guidelines 
(Resolution  #45).  Noted  that 
there  is  no  definitive  set  of  guide- 
lines for  claims  adjudication.  □ 


ive  to  young  people  suggest  to 
them  that  smoking  is  a powerful 
tool  for  self-image. 

It  is,  however,  possible  to 
counteract  this  advertising.  Prom- 
ising results  have  been  seen  in 
school-based  programs  that  teach 
young  people  how  to  resist  the 
social  influences  to  smoke.  Other 
measures  that  appear  to  dis- 
courage youth  from  trying  tobac- 
co products  include:  taxes  that 
make  the  product  more  ex- 
pensive; strongly  enforcing  laws 
that  prohibit  the  sale  of  tobacco 
to  young  people  (some  towns 
have  banned  vending  machines); 
and  policies  in  the  school,  work- 
place, and  community  that 
restrict  smoking. 

Campaigns  that  are  rooted  in 
the  community  are  the  ones  most 
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likely  to  be  successful.  For  that 
reason,  MAMSNJ  is  sponsoring  a 
poster  contest  that  will  be 
promoted  in  counties  across  the 
state  for  children  in  grades 
kindergarten  to  fifth.  The  winning 
posters  from  each  county  will  be 
sent  to  MAMSNJ.  Those  that  win 
at  the  state  level  will  be  displayed 
in  a school  pocket  calendar  that 
will  be  distributed  to  the  chil- 


dren. To  help  cover  the  cost  of 
printing,  MAMSNJ  applied  for  a 
grant  from  NEW  JERSEY 
BREATHES,  a tobacco  control 
coalition  led  by  MSNJ. 

This  year  when  the  American 
Cancer  Society  sponsors  the 
Great  American  Smoke  Out  on 
November  16,  1995,  it  will  con- 
centrate on  young  people  with 
new  materials  geared  to  them. 


We  hope  that  teaching  our 
youth  that  smoking  does  not 
create  a desirable  image,  in  com- 
bination with  making  cigarettes 
difficult  to  obtain,  will  stem  the 
spread  of  this  addiction  among 
children.  Ed  Christine  Kline, 
president 


AMNJ  REPORT 


OB 

The  20th  Annual  New  Jersey 
Orthopaedic  Symposium  was 
presented  by  The  Academy  of 
Medicine  of  New  Jersey  (AMNJ) 
and  the  New  Jersey  Orthopaedic 
Society  on  October  13  to  14, 
1995,  at  the  Somerset  Marriott 
Hotel.  Dr.  Cornelius  Stover 
served  as  program  chair,  and  Dr. 
f Vincent  Mclnerney  was  program 
ie  secretary.  The  program  featured 
Drs.  Robert  Bucholz  and  Marv- 
beth  Ezaki  from  the  University  of 
Texas;  Dr.  Jerome  Cotier  from 
Jefferson  Medical  College;  Dr.  G. 
Dean  MacEwen  of  the  Medical 
i College  of  Pennsylvania;  Dr. 

(Robert  Salter  from  the  University 
of  Toronto;  and  Dr.  Augusto  Sar- 
miento  of  Coral  Gables,  Florida. 
The  symposium  was  designed  to 

(provide  an  opportunity  for  or- 
thopaedists in  the  tri-state  area  to 


hear  timely  topics  of  current  in- 
terest presented  by  national 
leaders  in  various  fields. 

The  Medical  History  Society  of 
New  Jersey  held  its  fall  meeting 
on  October  18,  1995,  at  the 
Nassau  Club  in  Princeton.  Speak- 
ers included  Dr.  Donald  Kent 
who  addressed  “Nonsurgical  uses 
of  ether  and  chloroform  in 
mid- 19th  century  America";  Dr. 
Michael  Nevins  on  “The  interface 
of  Jewish,  Greek,  and  Arabic 
medicine  as  exemplified  by  three 
physicians:  Asaph,  Maimonides, 
and  Amatus  Lusitanus”;  and  Dr. 
Ira  Rutkow  on  “American  surgery 
and  the  Civil  War:  A time  of 
revolution. 

The  AMNJ  Committee  on 
Awards  and  Special  Events  is 
soliciting  recommendations  for 
candidates  for  the  Edward  J.  Ill 


Award  and  Citizen  s Award.  The 
awards  will  be  presented  on  May 
29,  1996,  at  the  Chanticler  in 
Short  Hills. 

AMNJ  and  Dr.  Robert  Riekert 
have  worked  closely  with  the 
Anatomic  Pathology  Laboratory  of 
Corning  Clinical  Laboratories  to 
present  a series  of  nine  lectures 
that  will  review  the  current 
progress  in  biomedical  research 
and  its  impact  on  the  diagnosis 
and  treatment  of  cancer  and  other 
diseases.  The  program,  “Frontiers 
in  Biomedicine  Seminar  Series,” 
will  be  held  at  the  Corning 
Clinical  Laboratories  in  Teter- 
boro.  For  further  information, 
contact  Sondra  Moylan  at  AMNJ. 
□ Alan  J.  Lippman,  MD,  presi- 
dent 


1995-1996 

MSNJ  Board  of  Trustees 
Meeting  Schedule 


November  19,  1995 
December  17,  1995 
January  21,  1996 


February  18,  1996 
March  17,  1996 
April  14,  1996 
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UMDNJ  NOTES 


Walk  &■  Race  of  Champions. 
For  the  sixth  year  in  a row, 
several  hundred  people  turned 
out  for  the  Walk  & Race  of  Cham- 
pions to  raise  funds  for  programs 
that  provide  medical  care  and 
emotional  support  for  women  and 
children  living  with  AIDS. 

A proclamation  from  Governor 
Whitman,  honorary  chair  of  the 
UMDNJ  event,  was  read  by  New 
Jersey  Commissioner  of  Health 
Len  Fishman  in  Piscataway  and 
Assistant  State  Health  Com- 
missioner Douglas  Morgan  in 
Newark. 

Blood  pressure  drug  can  re- 
duce death  risk.  A drug  common- 
ly prescribed  to  control  hyper- 
tension also  can  reduce  the  risk 
of  heart  attack  and  heart  failure 
in  hypertensive  patients  with  im- 
paired heart  function,  according 
to  a study  conducted  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School.  Dr.  John  Kostis,  chair  of 
the  Department  of  Medicine  at 
the  medical  school  and  author  of 
the  report,  said  this  study  is  the 
first  to  show  the  life-saving  ben- 
efits of  an  “ACE  inhibitor  on 


hypertensive  patients  with  dimin- 
ished heart  function. 

Early  access  program  for  ALS 
drug.  UMDNJ  has  2 of  the  78 
sites  nationwide  that  are  des- 
ignated as  early  access  program 
sites  for  the  first  drug  that  shows 
some  promise  for  treating  amyo- 
trophic lateral  sclerosis  (ALS). 
The  federal  Food  and  Drug  Ad- 
ministration has  approved  interim 
release  of  the  investigational 
drug,  Rilutek®,  because  results  of 
two  clinical  trials  showed  that  it 
slows  muscle  function  deteriora- 
tion and  extends  survival  in  ALS 
patients.  In  New  Jersey,  the  pro- 
gram is  being  directed  by  Dr. 
Jerry  Belsh,  associate  professor  of 
clinical  neurology  and  director  of 
the  Neuromuscular  and  ALS 
Center  at  UMDNJ-Robert  Wood 
Johnson  Medical  School,  and  Dr. 
Jennifer  Michaels,  assistant  pro- 
fessor of  neurosciences  and  co- 
director of  the  Muscular  Dys- 
trophy Center  at  UMDNJ-New 
Jersey  Medical  School. 

Effectiveness  of  vitamins  for 
aging  African-Americans.  UMDNJ 
has  launched  a new  program  to 


evaluate  the  effectiveness  of  a 
multiple  vitamin  in  improving  the  i 
health  of  aging  African-Ameri- 
cans. Researchers  at  the  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  are  seeking  healthy 
African-Americans  over  age  60  to 
participate  in  the  one-year  pro- 
gram. They  will  receive  Centrum 
Silver11,  a daily  multiple  vitamin 
that  contains  vitamins  A,  C,  D,  E, 
iron,  calcium,  folic  acid,  biotin, 
and  copper  and  B 1,  2,  3,  5,  6, 
and  12,  plus  trace  minerals.  For 
information,  call  Brenda  Sadler, 
project  manager,  at  908/932-1214. 

Prize  for  bone  density  research. 
A study  showing  that  en- 
dometriosis can  lead  to  fragile 
bones  earned  top  honors  in  a re- 
gional research  competition  for 
Dr.  Rhonda  Hearns,  a post- 
graduate physician  at  UMDNJ- 
New  Jersey  Medical  School.  Dr. 
Hearns’  research,  which  used  an 
animal  model,  earned  her  first 
place  among  32  physicians  in  the 
competition,  which  was  spon- 
ored  by  the  New  York  Obstetrical 
Society.  □ Stanley  S.  Bergen,  Jr, 
MD,  president 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
further  information  concerning 
these  physicians,  please  direct  in- 
quiries to  them. 

Anesthesiology 

Geoffrey  W.T.  Ndeto,  MD,  36 
Franklin  Ave.,  Rosemont,  PA  19010. 
Nairobi  (Kenya)  1976.  Group  or 
partnership.  Available. 

Gastroenterology 

Simhjadri  Kompella  Sastry,  MD, 

15A  Lakeview  Ave.,  Leonia,  NJ 
07605.  Andhra  Medical  College 
1976.  Board  certified  (IM).  Board 
eligible  (GI).  Solo  or  partnership. 
Available. 

Bawel  Singh,  MD,  8569  Everett 
Ave.,  St.  Louis,  MO  63117.  GND 


University  (India)  1980.  Board 
certified.  Single  or  multispecialty 
group.  Available. 

Internal  Medicine 

Howard  M.  Abrams,  MD,  1175  York 
Avenue,  Apt.  3K,  New  York,  NY 
10021.  UMDNJ  1984.  Board  certified 
(IM  and  GI).  Group  with 
partnership.  Available  soon. 

T.S.  Krishnaswamy,  MD,  P.O.  Box 
98765,  Tacoma,  WA  98498.  Jipmer 
Medical  School  (India)  1962.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

Ashwin  N.  Trivedi,  MD,  71  Webster 
St.,  Floral  Park,  NY  11001.  Baroda 
Medical  College  1980.  Board 
eligible.  Group  or  solo.  Available. 

Nephrology 

Suk  Hyeon  Yun,  MD,  504  Summit 
Ave.,  Fort  Lee,  NJ  07024.  New  York 
Medical  College  1989.  Board 


certified  (IM).  Board  eligible 
(NEPHR).  Group  or  partnership. 
Available. 

Psychiatry 

Dorothy  Brozek,  MD,  MSN,  200  E. 

Wynnewood  Rd.,  D-l,  Wynnewood, 
PA  19096.  Albany  Medical  College 
1990.  Group  or  partnership.  Board 
eligible.  Available. 

Surgery 

Eric  Gross,  MD,  26  Chestnut  Ridge 
Lane,  Amberst,  NY  14228.  Mt.  Sinai 
School  of  Medicine  (New  York)  1988. 
Board  eligible.  Group  or  partnership. 
Available. 

Urology 

Richard  P.  Campo,  MD,  1130  McIn- 
tyre, Ann  Arbor,  MI  48105.  Mt.  Sinai 
School  of  Medicine  1989.  Available. 
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NEW  JERSEY  MEDICINE 


HAHNEMANN 

UNIVERSITY 

HOSPITAL 

DEPARTMENT  OF  MEDICINE 


the  Heart  hospital 

at 

Hahnemann 


presents 

A Medical  Seminar  in 


“OFFICE  MANAGEMENT  OF 
CARDIOVASCULAR  DISEASE  FOR  THE  GENERALIST” 


The  topic  of  this  medical  seminar  workshop  was  chosen  to  emphasize  the  importance  of  office 
practice  in  the  diagnosis  and  management  of  heart  disease.  The  role  of  the  primary  care  physician 

will  be  highlighted. 


yyyyyyyyyyyyyyyyyyyyy 

Wednesday,  December  6, 1995 
8:30  AM  to  3:30  PM 

“CARDIAC  AUSCULTATION” 

Each  participant  will  use  an  electronic  stethophone  headset  to  complement  the  clinical  case 
presentations  and  state-of-the-art  lectures  on  cardiac  auscultation  coordinated  with 
demonstrations  of  echocardiography  and  color  flow  doppler. 

Seminar  Director:  Allan  B.  Schwartz,  M.D. 

Course  Co-Directors:  Leonard  S.  Dreifus,  M.D.  Gerald  Scharf,  D.O. 

Daniel  Mason,  M.D.  John  J.  Ross,  R.C.P.T. 

yyyyyyyyyyyyyyyyyyyyy 

This  program  is  being  funded  by  an  educational  grant  from: 

THE  EDNA  G.  KYNETT  MEMORIAL  FOUNDATION 
specifically  for  the  purpose  of  supporting  Continuing  Medical  Education  programs 
in  cardiovascular  disease  targeted  for  primary  care  physicians. 

This  support  is  gratefully  acknowledged. 

Accreditation:  The  Medical  College  of 
Pennsylvania  and  Hahnemann  University  is 
accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME)  to  sponsor 
continuing  medical  education  programs  for 
physicians.  MCPHU  designates  this  continuing 
medical  education  activity  for  a total  of  6.0  credit 
hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 

of  their  presentation. 

For  course  information  call:  215-762-8695 


Location:  Classroom  C (Alumni  Hall),  2nd  Floor, 
College  Bldg.,  15th  & Vine,  between  Race  & Vine, 
Philadelphia,  PA 

Full  Disclosure  Statement:  All  faculty 
participating  in  continuing  medical  education 
programs  sponsored  by  Medical  College  of 
Pennsylvania  and  Hahnemann  University  are 
expected  to  disclose  to  the  audience  any  real  or 
apparent  conflict(s)  of  interest  related  to  the  content 
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CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

December 

5 Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

Union  Hospital,  Union  (AMNJ) 

6 Tuberculosis  in  the  1990s 
The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

6 Proper  Use  of  Endoscopy 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

6 Angiogenesis 

Corning  Clinical  Laboratories, 
Teterboro  (AMNJ) 

6 Interhospital  Endocrine 

Rounds 

University  Hospital,  Newark 

(AMNJ) 

6 Medical  Grand  Rounds 

VA  Medical  Center, 

East  Orange  (AMNJ) 

12  Monthly  Dermatology 
Meeting 

Schering  Corporation, 
Kenilworth  (Dermatological 
Society  of  NJ) 

13  Emerging  Infectious  Diseases 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

13  Thriving  in  a Competitive 
Environment:  Strategies  for 
Success 

MSNJ  executive  offices, 
Lawrenceville  (AMNJ) 

13  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 

(AMNJ) 

13  Medical  Grand  Rounds 
VA  Medical  Center, 

East  Orange  (AMNJ) 

20  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 

(AMNJ) 

20  Medical  Grand  Rounds 

VA  Medical  Center, 

East  Orange  (AMNJ) 


20 

How  To  Help  Your  Patients 
Stop  Smoking 

Warren  Hospital,  Phillipsburg 
(AMNJ) 

Warren  Hospital,  Phillipsburg 
(AMNJ) 

3 

Acute  Renal  Failure 

St.  Mary’s  Hospital,  Passaic 

20 

Over-the-Counter  Drugs 

(AMNJ) 

St.  Mary  s Hospital,  Passaic 
(AMNJ) 

3 

N-K  Cells  and  Cancer 
Immunotherapy 

20 

High-Risk  and  Critical  Care 
Surgery 

Coming  Clinical  Laboratories, 
Teterboro  (AMNJ) 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

3 

Interhospital  Endocrine 
Rounds 

20 

Family  Medicine  Series 

UMDNJ-Robert  Wood  Johnson 

University  Hospital,  Newark 
(AMNJ) 

Medical  School,  Camden 
(Cooper  Hospital) 

3 

Medical  Grand  Rounds 

VA  Medical  Center, 

27 

Interhospital  Endocrine 

East  Orange  (AMNJ) 

Rounds 

University  Hospital,  Newark 
(AMNJ) 

9 

Monthly  Dermatology 
Meeting 

Schering  Corporation, 

27 

Medical  Grand  Rounds 

VA  Medical  Center, 

Kenilworth  (Dermatological 
Society  ofNJ) 

East  Orange  (AMNJ) 

10 

Interhospital  Endocrine 

29 

Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

Rounds 

University  Hospital,  Newark 
(AMNJ) 

Union  Hospital,  Union  (AMNJ) 

10 

Medical  Grand  Rounds 

Tanuarv  1996 

VA  Medical  Center, 

3 

Identification  and 

East  Orange  (AMNJ) 

Management  of  Perinatal  HIV 
Infection 

10 

New  Treatments  in 
Cerebrovascular  Disease 

ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address 

City State Zip 

New  Address 

City State Zip 
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NEW  JERSEY  MEDICINE  If 


PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


Cardiology 
Update  n? 

is  designed  for  the  physician  and  provides  an  intensive  survey  of  the 
current  status  of  clinical  cardiology,  allowing  application  of  this  new 
knowledge  and  technology  to  the  diagnosis  and  treatment  of  patients. 

DECEMBER  6,  1995  3:30  - 5:30  PM 

Toxic  Manifestations  of 
Drugs  and  Heart  Disease 

Moderator:  Ami  S.  Iskandrian,  M.D. 


JANUARY  3,  1996  3:30  - 5:30  PM 

Office  Cardiology:  Bedside  Diagnosis 
of  the  Cardiac  Patient  - Part  II 


Moderators:  Michael  S.  Feldman,  M.D.  & Bernard  L.  Segal,  M.D. 

B CME  Credits*  B Call  for  Free  Reservation  (215)662-8627 

Scheie  Auditorium 


Presbyterian  Medical  Center 
39th  St  Market  Streets 
Philadelphia,  Pennsylvania  19104 


* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  1 of  the  Physicians'  Recognition 
Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership  requirement.  Nine  sessions,  18  credits. 

Presbyterian  Medical  Center  of  the  University  of  Pennsylvania  Health  System  is  accredited  by  the  Pennsylvania  Medical  Society 
to  sponsor  continuing  medical  education  for  physicians. 

All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Presbyterian  Medical  Center  are  expected  to 
disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation(s). 
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St.  Mary’s  Hospital,  Passaic 
(AMNJ) 

17 

Interhospital  Endocrine 
Rounds 

10 

Prostatic  Carcinoma 

The  General  Hospital  Center  at 

University  Hospital,  Newark 
(AMN/) 

Passaic,  Passaic  (AMNJ) 

17 

Medical  Grand  Rounds 

16 

NJ  State  Society  of 
Anesthesiologists 

VA  Medical  Center, 
East  Orange  (AMNJ) 

Somerset  Marriott  Hotel, 
Somerset  (AMNJ) 

18 

Abdominal  Tumors  in 
Children 

17 

Family  Medicine  Series 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  Camden 

St.  Barnabas  Medical  Center, 
Livingston  (AMNJ) 

(Cooper  Hospital) 

24 

Hepatitis 

17 

Congestive  Heart  Failure 

St.  Marv  s Hospital,  Passaic 

St.  iMarv’s  Hospital,  Passaic 
(AMNJ) 

(AMNJ)' 

24 

Multiple  Antibiotic-Resistant 

17 

Thriving  in  a Competitive 
Environment:  Strategies  for 
Success 

Bacteria 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

MSNJ  executive  offices, 
Lawrenceville  (AMNJ) 

24 

Interhospital  Endocrine 
Rounds 

24 


25 


31 


31 


31 


University  Hospital,  Newark 
(AMNJ) 

Medical  Grand  Rounds 

VA  Medical  Center, 

East  Orange  (AMNJ) 

NJ  Institute  of  Ultrasound  in 
Medicine  Meeting 

JFK  Conference  Center, 
Edison  (AMNJ) 

Identification  and 
Management  of  Perinatal  HIV 
Infection 

Union  Hospital,  Union  (AMNJ) 

Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 
(AMNJ) 

Medical  Grand  Rounds 

VA  Medical  Center,  East 
Orange  (AMNJ) 
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Consumer  Protection 
in  Managed  Care 

a Symposium  Sponsored  by  the 
Seton  Hall  Health  Law  & Policy  Program 

November  17,  1995 
Seton  Hall  University  School  of  Law 

8:30  a.m.-4:15  p.m. 

For  more  information  contact  the 

HeLPP  Office  at  (201)  642-8871 

Bayshore  Community  Hospital 

Holmdel,  Nd 

Continuing  Education  Medical 
Lecture  Series 
12  noon-1  pm 

Date:  November  10,  1995 

Topic:  “Urinary  Incontinence” 

Speaker:  B.  Surya,  MD 

Date:  November  17,  1995 

Topic:  “Clinical  Diagnosis  of  Depression 

and/or  Anxiety  in  Patients" 

Speaker:  Joseph  Tally,  MD 

Date:  November  24,  1995 

THANKSGIVING  WEEKEND-NO  LECTURE 

Date:  December  1,  1995 

Topic:  “ Alternative  Medicine ” 

Speaker:  Kumuda  Reddy,  MD 
Date:  December  8,  1995 

Topic:  “Lyme’s  Disease  in  Pediatric  Patients" 

Speaker:  Laurence  Frankel,  MD 

Date:  December  15,  1995 

Topic:  “Osteoarthritis" 

Speaker:  R.  Krakauer,  MD 
Date:  December  22,  1995 

CHRISTMAS  WEEKEND-NO  LECTURE 
Date:  December  29,  1995 

NEW  YEAR  WEEKEND-NO  LECTURE 

For  more  information  call 
9 08-888  7377 

Columbia  University  College  of  Physicians  & Surgeons 
Department  of  Urology 

presents 

DIAGNOSIS  & TREATMENT  OF 

ERECTILE  DYSFUNCTION: 

A GUIDE  FOR 

PRIMARY  CARE  PRACTITIONERS 
Saturday,  December  2,  1995 

Columbia-Presbyterian  Medical  Center,  New  York,  NY 
Course  Directors: 

Ridwan  Shahsigh,  M.D.  & Christopher  M.  Wang,  M.D. 

This  program  is  designed  for  primary  care  physicians  as  well  as 
urologists,  sex  therapists,  and  other  health  professionals  with  an 
interest  in  the  treatment  of  male  erectile  dysfunction.  This  course 
will  offer  a state-of-the-art  review  of  modern  diagnosis  and 
treatment  of  male  erectile  dysfunction.  The  faculty  will  emphasize 
specific  issues  related  to  the  primary  care  practitioner,  such  as 
recognition  of  patients  with  erectile  dysfunction  and  their  initial 
management,  drug-related  erectile  dysfunction  and  non-surgical 
therapy. 

Approved  for  4.5  Credit  Hours  in  Category  1 of  the  A.M.A.’s 
Physician’s  Recognition  Award  and  4.5  Prescribed  Hours  by  the 
American  Academy  of  Family  Physicians. 

Tuition:  $50.  The  fee  includes  the  academic  sessions,  a course 
syllabus,  continental  breakfast,  and  refreshments. 

Contact:  Center  for  Continuing  Education 

630  West  168th  St,  Unit  39  NY,  NY  10032 
Phone:  (212)  781-5990  Fax:  (212)  781-6047 

Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascular, 
neuromuscular,  central  nervous  systems  & “Bi-Digital  O-Ring 
Test”),  applicable  towards  300-hour  requirement  for 
certification  to  practice  acupuncture,  also  eligible  for  AMA 
CME  credit  hours,  will  be  given  periodically  for  licensed 
clinicians  (with  or  without  prior  training)  on  3-day  weekends 
(Fri-Sun)  of  November  17-19,  and  December  15-17,  1995, 
at  Milford  Plaza  Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  11th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420  W. 
118th  St.,  N Y.  City,  from  October  19-22,  1995. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  official 
journal,  Acupuncture  & Electro-Therapeutics  Research,  The 
International  Journal  (published  by  Cogizant 
Communications  Corp.  & indexed  in  15  major  indexing 
periodicals,  including  Index  Medicus),  Heart  Disease  Research 
Foundation;  NY  Pain  Center;  Electrical  Engineering  Dept., 
Manhattan  College;  Nordic  Medical  Acupuncture  Society 
(Scandinavia);  Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof  Nordenstrom  of 
Karolinska  Institute,  Stockholm. 

For  information  on  the  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman,  Prof. 
Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1),  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days  a week) 
or  (212)  928-0658,  Dr  Richard  Simon,  Ph  D , (212)  662-7022 
or  Ms.  Sandra  Beckman,  M.A.,  (212)  679-8986. 
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Hahnemann 

University 

Hospital 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m.  j B 

Classroom  C (Alumni  Hall).  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263.  | §0cic 

NOVEMBER  1995  DECEMBER  1995  JANUARY  1996  If 


NOVEMBER  1st 

Prostatic  Disorders:  BPH,  Prostatisis,  Cancer 

Steven  Kaplan,  M.D. 

Department  of  Urology,  Columbia-Presbyterian 
Medical  Center,  New  York,  NY 

NOVEMBER  8th 

Endocrine  Abnormalities  of  HIV:  Pituitary, 
Thyroid,  Adrenal  and  Gonadal  Deficiencies 

Adrian  S.  Dobs,  M.D.,  M.P.H. 

Associate  Professor  of  Medicine 
Director,  Endocrinology  and  Metabolism  Clinical 
Studies  Unit,  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  MD 

NOVEMBER  15th 

The  Fibromyalgia  Patient:  A Problem  For  All 
Physicians 

Robert  Bennett,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Arthritis,  Rheumatic  Diseases, 
Oregon  Health  Sciences  University,  School  of 
Medicine,  Portland,  OR 

NOVEMBER  22nd 

Thanksgiving  Holiday— No  Grand  Rounds 
NOVEMBER  29th 

Urban  Asthma:  The  Importance  of  Indoor 
Allergens 

Thomas  Platts- Mills,  M.D. 

Professor  of  Medicine 

University  of  Virginia  School  of  Medicine,  Head, 
Division  of  Allergy  and  Clinical  Immunology, 
University  of  Virginia  Medical  Center, 
Charlottesville,  VA 


DECEMBER  6th 
Cardiac  Auscultation 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 
Medical  College  of  Pennsylvania  and 
Hahnemann  University,  Division  of 
Cardiovascular  Diseases,  Hahnemann 
University  Hospital 

DECEMBER  13th 

Women’s  Health  Issues:  Gender  Based 
Differences  in  Disease  Progression  and 
Pharmacodynamics 

Jean  Hamilton,  M.D.,  M.P.H. 

Betty  A.  Cohen  Chair  of  Women’s  Health, 
Director,  Institute  for  Women’s  Health, 
Medical  College  of  Pennsylvania  and 
Hahnemann  University 


JANUARY  1996 

JANUARY  10th 

Advances  in  the  Treatment  of  NIDDM 

Alan  J.  Garber,  M.D.,  Ph.D. 

Professor  of  Medicine,  Biochemistry  and  Cell 
Biology 

Baylor  College  of  Medicine,  Houston,  TX 

JANUARY  17th 
Addiction  Medicine 

David  Smith,  M.D. 

President  of  the  American  Society  of  Addiction 
Medicine 

University  of  Califomia/San  Francisco  (UCSF) 
School  of  Medicine,  San  Francisco,  CA 

JANUARY  24th 
Antiobiotic-Associated  Diarrhea 

Sherwood  L.  Gorbach,  M.D. 

Professor  of  Medicine  and  Community  Health 
Tufts  University  School  of  Medicine,  Boston,  MA 


JANUARY  31st 

Unrelated  Donor  Bone  Marrow  Transplantation 

David  Marks,  M.D. 

Assistant  Professor  of  Medicine 
MCPHU,  Division  of  Hematology/Oncology, 
Hahnemann  University  Hospital 
Phyllis  Sabol,  M.D. 

Hematology/Oncology  Fellow 
MCPHU,  Division  of  Hematology/Oncology, 
Hahnemann  University  Hospital 
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FEBRUARY  1996 


FEBRUARY  7th 

Salt  Retention  and  Diuretic  Resistance  in 
Congestive  Heart  Failure 

Wadi  Suki,  M.D. 

Professor  of  Medicine  and  Molecular  Physiology 
and  Biophysics 

Chief,  Renal  Section,  Methodist  Hospital,  Houston, 
TX 

FEBRUARY  14th 
Aspirin  and  Warfarin  Therapy 

Alexander  Graham  Turpie,  M.D. 

Professor  of  Medicine 

McMaster  University,  Hamilton  General  Hospital, 
Hamilton,  Ontario,  Canada 

Abnormalities  of  Thrombosis  in  Cardiovascular 
Disease 

Barry  S.  Coder,  M.D. 

Murray  M.  Rosenberg  Professor  of  Medicine 
Mount  Sinai  School  of  Medicine,  Chair, 
Department  of  Medicine,  Mount  Sinai  Hospital, 
New  York,  NY 

FEBRUARY  21st 

To  be  announced 

FEBRUARY  28th 

To  be  announced 
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Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p.m. 


NOVEMBER  29,  1995  DECEMBER  6, 1995  JANUARY  10, 1996  FEBRUARY  14, 1996 

Advances  in  Allergy/Immunology  Cardiac  Auscultation  Diabetes  Abnormalities  of  Thrombosis 

Course  Director:  David  M.  Lang,  M.D.  Course  Directors:  Leonard  S.  Dreifus,  M.D.,  Course  Directors:  Leslie  I.  Rose,  M.D.,  Course  Director:  Marc  Cohen,  M.D. 

Visiting  Professor:  Thomas  Platts-Mills,  M.D.  Daniel  Mason,  M.D.,  Gerald  Scharf,  D.O.  Allan  B.  Schwartz,  M.D.  Lecturers:  Alexander  Graham  Turpie,  M.D. 

and  John  J.  Ross,  RCPT  Lecturers:  Alan  J.  Garber,  M.D.,  Ph.D.  and  Barry  S.  Coller,  M.D. 

and  Harry  Gottlieb,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  are  expected 
to  disclose  to  the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME) 
to  sponsor  continuing  medical  education  for  physicians.  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  designates  1.0  credit  hour  of  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  Category  2A  of  the  American  Osteopathic  Association. 
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EDITORIAL  CRITERIA 


CONTENT 


I 

New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
„ Society  of  New  Jersey-  The  goals 
are  educational  and  informational. 
' All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns. 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 
Jersey  Medicine." 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11''  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2”  by 
f 1"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings. 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol—1. 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  New 
Jersey  Medicine  is  that  of  Index 
Medicus: 

1.  Goldwvn  RM:  Subcutaneous 
mastectomy.  NJ  MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  NEW  JERSEY  MEDICINE , 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  D 
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IN  MEMORIAM 


ALBERT  ABRAHAM 


We  have  been  informed  of  the 
death  of  Albert  Abraham,  MD,  on 
January  28,  1995.  Dr.  Abraham 
was  a past-president  of  our  Morris 
County  component.  Dr.  Abraham 
was  born  on  October  15,  1914,  in 
Bayonne;  he  was  awarded  a 
medical  degree  from  New  York 
University,  School  of  Medicine, 
New  York,  in  1940.  He  completed 
an  internship  at  Morristown 
Memorial  Hospital.  An  internist 
specializing  in  cardiology.  Dr. 
Abraham  maintained  a private 
practice  in  Morristown  from  1946 
to  1979.  During  his  lengthy 
medical  career.  Dr.  Abraham  was 


a founding  member  and  past- 
president  of  the  Morris  County 
Heart  Association.  Dr.  Abraham 
enjoyed  a long  affiliation  with 
Morristown  Memorial  Hospital; 
he  helped  to  organize  the  Cardiac 
Clinic,  and  started  the  medical 
staff  bulletin,  “Memogram.”  Dr. 
Abraham  was  a member  of  our 
Morris  County  component  and  of 
the  American  Medical  Associa- 
tion; a fellow  of  the  American  Col- 
lege of  Cardiology  and  of  the 
American  College  of  Physicians; 
and  a diplomate  of  the  American 
Board  of  Internal  Medicine. 


REYNOLD  E.  BURCH 


Eighty  -year-old  Reynold  Ed- 
ward Burch,  MD,  passed  away  on 
January  17,  1995.  He  was  born  on 
October  3,  1910,  in  Augusta, 
M aine,  and  resided  in  Newark 
and  Montclair  before  retiring  to 
Silver  Springs,  Maryland.  After 
graduating  from  Howard  Univer- 
sity College  of  Medicine,  Wash- 
ington, DC,  in  1942,  Dr.  Burch 
served  in  the  United  States 
Medical  Corps  from  1943  to  1946. 
He  received  a New  Jersey 
medical  license  in  1946,  com- 
pleted an  internship  at  Harlem 
Hospital,  New  York,  and  com- 
pleted a residency  at  Harlem 
Hospital  and  Sydenham  Hospital, 
New  York.  Dr.  Burch  was  an  ob- 
stetrician and  gynecologist  with 


offices  in  Newark  from  1956  to 
1981.  He  was  director  of 

UMDNJ’s  Maternity  and  Infant 
Care  Project;  founder  of 

Leaguers,  Inc.,  a Newark  youth 
development  program;  and  direc- 
tor of  the  Family  Planning  Clinic 
at  United  Hospitals,  Newark.  He 
was  a member  of  the  National 
Medical  Association,  of  our  Essex 
Countv  component  of  the  Ameri- 
can Medical  Association,  and  of 
The  Academy  of  Medicine  of 
New  Jersey.  Dr.  Burch  also  was 
a diplomate  of  the  American 
Board  of  Obstetrics  and  Gyne- 
cology and  a fellow  of  the  Ameri- 
can College  of  Surgeons  and  of 
the  American  College  of  Obstetri- 
cians and  Gynecologists. 


JOSEPH  R.  FIORELLO 


We  have  been  informed  of  the 
death  of  Joseph  Russell  Fiorello, 
MD,  of  Robbinsville,  on  February 
13,  1995.  Dr.  Fiorello  was  an  ob- 
stetrician and  gynecologist  with 
an  office  in  Trenton.  He  was  born 
on  February  23,  1911,  in  Italy, 
and  was  a 1934  graduate  of  the 
University  of  Naples  Faculty  of 
Medicine,  Italy.  Dr.  Fiorello  re- 
ceived a New  Jersey  medical 


license  in  1935.  Dr.  Fiorello  was 
affiliated  with  St.  Francis  Medical 
Center,  Trenton.  He  was  a 
member  of  our  Mercer  County 
component  and  a diplomate  of  the 
American  Board  ol  Obstetrics  and 
Gynecology.  He  also  was  a fellow 
of  the  American  College  of 
Surgeons  and  of  the  American 
College  of  Obstetricians  and 
Gynecologists. 
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STANLEY  J.  GOODMAN 


DONALD  B.  HULL 


EMIL  J.  KAKASCIK 


JOHN  W.  LATHEN 


Retired  since  1986,  Stanley  Jay 
Goodman,  MD,  of  Suart,  Florida, 
died  on  November  19,  1994.  Dr. 
Goodman  was  born  on  September 
8,  1912,  and  was  graduated  from 
Bellevue  Hospital  Medical  Col- 
lege, New  York,  in  1937.  He  com- 
pleted an  internship  at  Newark 
Beth  Israel  Medical  Center  in 
1939.  After  finishing  postgraduate 
education  at  the  University  of 
Pennsylvania  School  of  Medicine 
in  1940,  Dr.  Goodman  completed 
a residency  at  Brooklyn  Jewish 
Hospital,  New  York,  in  1946. 
During  his  long  medical  career, 


At  the  grand  age  of  93,  Donald 
Burns  Hull,  MD,  of  Warwick, 
New  York,  died  on  November  26, 
1994.  Dr.  Hull  was  born  in  1902. 
Dr.  Hull  was  a past-president  of 
our  Bergen  County  component. 
He  was  a 1928  graduate  of  Col- 
umbia University  College  of 
Physicians  and  Surgeons,  New 
York,  and  received  a New  Jersey 
medical  license  the  following 
year.  He  completed  an  internship 


We  have  been  informed  of  the 
death  of  Emil  Joseph  Kakascik, 
MD,  on  December  26,  1994,  at 
the  age  of  85.  Dr.  Kakascik  was 
a lifelong  resident  of  Garfield  and 
maintained  a private  practice  in 
the  town.  Dr.  Kakascik  was 
awarded  a medical  degree  from 
Syracuse  University  Medical 
School,  New  York,  in  1934,  and 
served  an  internship  at  Hacken- 
sack Medical  Center.  Dr. 


Seventy-eight-year-old  John 
William  Lathen,  MD,  of  Cliffs ide 
Park,  passed  away  on  November 
19,  1994.  Dr.  Lathen  was  born  on 
July  6,  1916,  in  Hackensack,  and 
was  graduated  from  Howard  Uni- 
versity College  of  Medicine, 
Washington,  DC,  in  1949.  Dr. 
Lathen  was  a psychiatrist  for 
Cedar  Grove  Psychiatric  Hospital 
and  maintained  a private  practice 


1 


De 


Dr.  Goodman  was  chief  of  ob 
stetries  and  gynecology  at  Newarl; 
Beth  Israel  Medical  Center  and  a 
Saint  Barnabas  Medical  Center 
Livingston,  and  was  assisting  a 
Newark  Beth  Israel  Medica 
Center  and  Saint  Barnabas  1 
Medical  Center.  Dr.  Goodmar  ‘ 
was  a member  of  our  Essex  Coun-  Y 
tv  component;  a fellow  of  the 
American  College  of  Obstetri-  " y 
cians  and  Gynecologists  and  ol  1 ' 
the  New  Jersey  Obstetrician  and  • 
Gynecological  Society;  and  a 1 1 
diplomate  of  the  American  Board  Y 
of  Obstetrics  and  Gynecology.  j 


at  Paterson  General  Hospital.  Dr 
Hull  practiced  in  Ridgewood  fox  ' 


over  35  years,  and  was  affiliated 


sub 


with  Paterson  General  Hospital. 


Hackensack  Medical  Center,  and 


Valley  Hospital,  Ridgewood.  He 
also  was  a school  physician  for  the 
Ridgewood  school  system.  Dr. 
Hull  was  a member  of  the  Ameri- 


S 


can  Medical  Association.  Dr.  Hull 


was  a World  War  II  veteran. 


tor 


Kakascik  was  affiliated  with  St. 
Mary’s  Hospital,  Passaic,  and 
Hackensack  Medical  Center;  was 
a school  physician  for  the  Garfield 


school  system;  and  was  a member 


of  the  Garfield  Board  of  Health. 


He  was  a member  of  our  Bergen 
County  component  and  of  the 
American  Medical  Association. 
During  World  War  II,  Dr. 
Kakascik  served  in  the  United 
States  Navy. 


in  Hackensack  for  over  35  years. 
He  also  was  affiliated  with 
Hackensack  Hospital,  Bergen 
Pines  County  Hospital,  Paramus; 
St.  Joseph’s  Hospital  and  Medical 
Center,  Paterson;  and  Greystone 
Park  Psychiatric  Hospital.  Dr. 
Lathen  was  a member  of  our 
Bergen  County  component  and  of 
the  AMA.  He  retired  in  1987. 
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MALPRACTICE  VERDICTS 


Delay  in  CT  scan.  Eight 
months  after  striking  her  head,  a 
19-year-old  woman  lost  con- 
sciousness briefly.  Concerned, 
she  visited  a hospital  emergency 
department.  The  emergency  de- 
partment staff  ascertained  that  the 
patient  had  suffered  headaches, 
nausea,  and  vomiting  during  the 
previous  several  weeks.  The  staff 
admitted  her  over  a holiday  week- 
end. 

On  the  following  Wednesday,  a 
computed  tomography  (CT)  scan 
was  ordered.  The  test  disclosed  a 
subdural  hematoma.  Evacuation 


surgery  was  performed.  Subse- 
quently, the  patient  complained 
of  double  vision  and  difficulties 
with  gait.  She  brought  a malprac- 
tice action  in  New  Jersey  against 
the  hospital,  attending  pediatri- 
cian, two  pediatric  residents,  a 
pediatric  fellow,  and  a neurology 
resident,  alleging  that  the  delay  in 
ordering  the  CT  scan  occasioned 
a severe  neurologic  deficit  that 
led  to  her  current  complaints. 

The  defendants  asserted  that 
the  patient’s  age,  coupled  with 
the  lengthy  period  that  had 
followed  the  trauma,  had  ren- 


dered a subdural  hematoma  un- 
likely. Consequently,  claimed  the 
defendants,  the  decision  not  to 
order  the  scan  on  an  emergent 
basis  was  reasonable.  Addition- 
ally, they  maintained  that  the  re- 
sulting deficits  were  a normal  risk 
of  the  surgery  regardless  of  when 
the  surgery  is  performed. 

Although  the  jury  found  the 
pediatric  fellow  and  one  pediatric 
resident  negligent,  the  jury  also 
found  that  the  negligence  was  not 
a proximate  cause  of  the  patient’s 
injuries,  and  so  the  verdict  went 
for  the  defense. 


HEALTH  CARE  FINANCING 


Stark  I rules  unveiled.  Sum- 
maries of  the  Health  Care  Financ- 
ing Administration’s  (HCFA)  new 
regulation  covering  so-called 
“self-referrals  to  clinical  labora- 
tories are  abundant.  Sources 
available  include  Stat  Law, 
published  by  the  Bridgewater  law 
firm  of  Kern  Augustine  Conroy  & 
Sehoppmann,  and  Hospital  Law 
Manual  Bulletin. 

Issued  in  August,  the  regula- 
tion implements  legislation  wide- 
ly known  as  Stark  I,  after  its 
author,  former  Health  Subcom- 
mittee Chairman  Fortney  (“Pete”) 


Stark  of  California.  The  law  was 
the  precursor  of  Stark  II,  which 
extended  the  ban  to  other  an- 
cillary services,  such  as  physical 
therapy,  radiology,  home  health 
services,  durable  medical  equip- 
ment, hospital  services,  and 
prescription  dings.  Due  to  wide- 
spread complaints  about  the 
breadth  and  depth  of  the  ban,  Mr. 
Stark  has  sponsored  ameliorative 
legislation. 

The  new  regulations  are  milder 
than  the  original  proposal  in  one 
major  feature:  the  rule  reduces 
the  share  of  an  individual  physi- 


cian’s time  that  must  be  spent  on 
patient  care  in  a specific  group 
practice  in  order  to  qualify  for  a 
“group  practice  exemption”  from 
85  percent  to  75  percent.  Under 
the  exemption,  a physician  may 
order  laboratory  services  to  be 
performed  and  billed  by  the  prac- 
tice. 

Annual  statements,  however, 
are  required  of  exempted  group 
practices.  This  and  other  docu- 
mentation requirements  will  be 
spelled  out  in  an  instruction  book- 
let— a project  to  which  HCFA 
now  is  turning  its  attention. 


AIDS, 


Surgeon  is  out.  According  to 
the  Hospital  Law  Newsletter,  “the 
tragedy  of  the  surgeon  who  be- 
comes HIV  positive  and  desires  to 
continue  in  surgery  is  well  il- 
lustrated by  a federal  appeals 
court  decision  in  a Maryland  case. 
The  decision  of  the  Fourth 
Circuit  Court  of  Appeals  affirmed 
a district  court’s  summary  judg- 
ment in  favor  of  a hospital  that 
terminated  a surgical  resident 
who,  after  testing  HIV  positive, 
refused  to  transfer  into  a non- 
surgical  program. 

At  issue  in  the  case  was  the 


hospital  s decision  to  overrule  its 
own  expert  panel  s recommenda- 
tion and  the  opinion  of  the 
Centers  for  Disease  Control. 
These  experts  found  no  substan- 
tial risk  of  transmission  of  HIV  to 
patients  from  a surgeon,  except 
possibly  in  the  case  of  a spinal 
fusion  involving  wire.  In  the 
absence  of  a risk  to  patients,  the 
hospital’s  action  would  have  vio- 
lated the  federal  Rehabilitation 
Act  and/or  Americans  with  Dis- 
abilities Act. 

The  judges’  opinion  stated  that 
the  hospital  “made  a considered 


decision  to  err  on  the  side  of  cau- 
tion in  protecting  its  patients. 
And,  there  is  nothing  in  the  rec- 
ord to  indicate,”  added  the  court, 
that  the  hospital  “acted  with  any- 
thing other  than  the  best  interests 
of  its  patients  and  [the  physician] 
at  heart. 

However  poorly  grounded  in 
science,  the  decision  in  the  case 
from  the  Old  Line  State  does  un- 
derscore the  difficult  position  oc- 
cupied by  seropositive  indivi- 
duals. The  physician  in  the  case 
apparently  became  infected 
through  a needle-stick  injury. 
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And,  as  the  newsletter  noted  in  its 
conclusion,  given  the  unwill- 
ingness of  the  great  majority  of 


patients  to  have  surgery  per- 
formed by  an  HIV-positive  physi- 


cian, the  plaintiff  s future  as  ; 
surgeon  was  dim  in  any  event. 


LICENSURE 


Advance  directives  revisited. 
As  the  utility  and  feasibility  of 
advance  directives  become  more 
widely  questioned,  physician 
responsibilities  also  are  being  re- 
viewed. A ten-page  update  issued 
by  the  law  office  of  Theodosia 
Tamborlane  in  Mountainside 
describes  the  apparent  state  of 
the  law  in  the  face  of  New  Jersey 
court  opinions,  legislation,  and  re- 
lated developments. 

The  plethora  of  authorities 
makes  the  law  of  advance  direc- 
tives in  New  Jersey  confusing 
almost  in  the  extreme.  In  the 
minds  of  some  observers,  the 


situation  was  hurt  more  than  it 
was  helped  by  recent  guidelines 
released  by  the  state  Board  of 
Medical  Examiners  (BME).  The 
guidelines  are  lengthy,  cumber- 
some, legalistic,  and — perhaps 
more  importantly — rigid  in  re- 
quiring confirmation  by  two  in- 
dependent physicians  of  the  pa- 
tient’s competence  to  authorize 
the  withholding  or  withdrawal  of 
life-sustaining  treatment. 

Critics  note  that  this  require- 
ment rests  its  authority  on  a mere 
footnote  in  a state  Supreme  Court 
opinion  and  flies  in  the  face  of 
common  sense,  the  realities  of 


medical  exigencies,  and  the  usua 
presumption  that  adults  are  com 
petent  to  make  decisions  govern 
ing  their  own  lives.  The  critic 
have  expressed  concern  tha 
BME  developed  its  guideline: 
without  any  attempt  to  gain  inpu 
from  most  of  the  state’s  dis 
tinguished  biomedical  ethics  com 
munity. 

Some  lawyers  advise  ignoring 
the  two-physician  guideline,  al- 
though others  exercise  caution. 
MSN J s Committee  on  Biomedi- 
cal Ethics  is  considering  the 
issue. 


*pf 
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MALPRACTICE  AND  OTHER 


“Right-To-Die”  statute  struck 
down.  Medical  Malpractice  Re- 
ports has  highlighted  a recent  de- 
cision of  a federal  district  court  in 
Oregon  holding  the  state’s  new 
assisted-suicide  law  unconstitu- 
tional. Passed  by  referendum  in 
November  1994  and  known  as 
Measure  16,  the  law  allowed  ter- 
minally ill  adults  to  obtain 
prescriptions  for  medications  in 
fatal  dosages  for  the  purpose  of 
ending  life. 


CASES 


Analyzing  the  statute  in  light  of 
the  Equal  Protection  clause  of  the 
14th  Amendment,  the  court  de- 
termined that  the  statute  failed 
adequately  to  differentiate  be- 
tween procedures  involving  com- 
petent persons  and  procedures 
involving  the  incompetent.  The 
court  also  was  troubled  by  the 
failure  to  require  confirmation  of 
mental  status  by  an  independent 
physician  and  by  the  failure  to 
require  judicial  approval,  as  in 


civil  commitment  proceedings 
under  state  law. 

Moreover,  the  court  objected 
to  a provision  excusing  physicians 
from  liability  for  negligence.  Tim- 
ing also  was  an  issue,  because  the 
law  would  permit  the  patient  to 
self-administer  the  drug  after  any 
lapse  of  time,  even  if  the  patient 
may  have  become  incompetent  in 
the  interim.  □ James  E.  George, 
MD,  JD;  Neil  E.  Weisfeld,  JD, 
MSHyg 
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BOOK  REVIEWS 


CATARACTS  FROM  DIAGNOSIS  TO  RECOVERY 


Julius  Shulman,  MD.  New  York, 
NY,  St.  Martin’s  Griffin,  1995. 
This  book.  Cataracts  from  Diag- 
nosis to  Recovery.  The  Complete 
Guide  for  Patients  and  Families,  is 
easy  to  read  and  to  understand  as 
it  covers  the  entire  subject  of 
cataracts;  it  also  covers  the  history 
and  evolution  of  one  of  the  most 
successful  rehabilitation  proce- 
dures in  medicine.  The  author 
describes  and  illustrates  cataracts, 
their  effects  on  visual  function, 
how  they  are  diagnosed,  and 
when  they  should  be  removed. 


Dr.  Shulman  interjects  some  re- 
sults of  a small  portion  of  the  vast 
amount  of  research  being  con- 
ducted on  the  causes  and  treat- 
ment of  one  of  the  most  common 
ailments.  He  discusses  the  only 
cataract  treatment,  its  surgical  ex- 
traction and  the  various  methods, 
and  the  potential  complications 
aiming  to  calm  anxieties  and  re- 
assure readers.  This  book  will  be 
helpful  to  those  seeking  informa- 
tion on  cataracts  and  their  care. 
□ Alfonse  A.  Cinotti,  MD 


HANDROOK  OF  ANESTHETICS  AND  PERIOPERATIVE  CARE 


Jose  Ponte,  MD,  PhD , David  W. 
Green.  Philadelphia,  PA,  W.B. 
Saunders  Co.,  1994.  This  soft- 
cover  book.  Handbook  of  Anes- 
thetics and  Perioperative  Care, 
makes  no  pretense  to  be  a text- 
book, but  serves  as  an  adjunct  to 
an  anesthetic  rotation  and  to  this 
end,  it  is  admirably  done. 

The  sections  on  pharmacody- 
namics and  pharmacokinetics  are 
excellent,  while  the  section  on 
preoperative  management  em- 
phasizes the  basic  tenets  of  anes- 
thesia: Is  the  patient  fit  to  under- 
go the  proposed  procedure?  What 
are  the  risks/benefits  of  delaying 
surgery  while  treatment  is  under- 
taken? 

The  eight  “As  as  the  goals  of 
premedication  create  an  interest- 
ing mnemonic  device,  but  the 
outline  of  the  agents  used  as  both 
premedicants  and  anesthetic 
agents  is  short,  lacking  the  agents 
most  frequently  used  in  the 
United  States.  The  authors  still 
maintain  a six-hour  preoperative 
starvation  time. 

The  concept  of  an  informative 
question-and-answer  sheet  is  to 
be  applauded,  and  probably 
would  prove  more  useful  in  the 
United  States,  since  in  Great 


Britain  all  anesthesia  is  physician 
administered. 

The  perception  of  patients’ 
thinking  on  anesthesia  providers 
was  apt— the  older  patient  per- 
ceiving them  as  nonmedical  tech- 
nicians or  younger  trainee  sur- 
geons while  the  younger  genera- 
tion perceives  anesthesia  as  an 
automatic  “high-tech  exercise 
under  the  control  of  a sophisti- 
cated computer  and  a technically 
minded  specialist. 

The  section  on  disease  effects 
and  the  handling  of  complications 
and  special  problems  is  short  but 
appropriate;  the  chapters  on  in- 
tensive care  and  acute  and 
chronic  pain  management  are 
welcome  updates. 

The  Handbook  concludes  with 
tables  of  values,  a short  glossary 
of  related  terms,  and  a question- 
naire, which  are  all  useful  tools. 

The  book  suits  its  stated  func- 
tion admirably,  not  trying  to  cram 
too  much  information  into  a short 
space  as  most  “synopses  tend  to 
do.  Perhaps  the  large  typeface 
adds  to  its  reading  like  a novel. 
The  book  is  easy,  enjoyable  read- 
ing for  anyone  involved  or  intend- 
ing to  get  involved  in  anesthesia. 
□ Stanley  Brestieker,  MD 
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It’s  9:40 

In  the  morning  . . 
you  felt  a sharp 
pain  in  your  right 
arm  and  side  . . . 


It’s  3:35 

In  the  afternoon  . . . 
the  doctors  confirmed 
that  it  WAS  a 
heart  attack  . . . 


It’s  8:05 

In  the  evening  and 
you  begin  to  wonder 
“How  much  Disability  Income 
Protection  do  I have?” 


THE  RIGHT  TIME  TO  “FIND  OUT’’  ABOUT  YOUR 

DISABILITY  INCOME  PROTECTION  PROGRAM  IS  NOW- 
CALL  THE  DISABILITY  INSURANCE  EXPERTS- 


INTERNATIONAL  UNDERWRITERS  AGENCY 

1-800-248-7090 
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LETTERS  AND  VIEWPOINTS 


1 A MODEST  PROPOSAL 


Lets  face  it,  health  main- 
enance  organizations  (HMOs) 
ire  a great  idea.  It  now  is  time 
:o  extend  their  success  into  other 
ispeets  of  our  lives  so  that  we 
may  live  more  efficiently.  Though 
it  will  soon  be  necessary  to  or- 
ganize lawyers  and  plumbers  into 
LMOs  and  PMOs,  I believe  the 
next  logical  step  is  the  RMO  — the 
religious  maintenance  organiza- 
tion. It  is  an  idea  whose  time  has 
come. 

With  all  the  debate  concerning 
school  prayer,  the  uninformed 
citizen  might  assume  that  we  are 
a God-fearing  nation.  However,  I 
was  saddened  to  learn  that 
37,000,000  Americans  are  not 
covered  by  religion. 

It  is  well  known  that  there  are 
many  different  religious  faiths 
practiced  in  the  United  States. 
Their  great  number  results  in  the 
wasteful  duplication  of  religious 
services.  Recent  studies  have 
shown  that  there  also  is  an  excess 
of  religious  specialists.  This  ex- 
cess has  contributed  to  creating 
inefficiency. 

RMOs  will  help  eliminate  the 
costly  duplication  of  faiths.  They 
also  will  allow  for  the  merger  and 
consolidation  of  places  of  wor- 
ship. 

The  plan  is  simple.  Everyone 
will  now  be  covered  by  a religion. 


A card  will  be  given  to  each 
citizen  so  he  may  be  properly 
identified  to  receive  religious 
services.  All  faiths  will  be  allowed 
to  join.  There  will  be  no  penalty 
for  pre-existing  beliefs.  However, 
it  will  be  necessary  to  obtain 
second  opinions  when  there  are 
questions  of  faith. 

Rriefly,  all  religions  in  each 
state  will  be  allowed  to  com- 
petitively bid  for  exclusive  con- 
tracts for  their  religion  to  rep- 
resent religious  designated  dis- 
tricts (RDDs). 

The  successful  religion  in  each 
district  will  issue  a book  of 
primary  religious  practitioners 
(PRPs).  From  this  directory, 
citizens  will  then  be  able  to 
choose  a PRP.  Should  an  in- 
dividual require  more  advanced 
religious  intervention,  the  PRP 
would  issue  a referral. 

Frequently  asked  questions 

Q.  1 like  my  pastor.  Under  the 
new  plan  will  1 he  able  to  worship 
under  him? 

A.  There  is  a very  good  chance 
that  you  will,  especially  if  your 
religion  wins  the  contract  in  your 
district.  However,  the  procedure 
for  every  religious  practitioner  in 
your  district  will  include  an  appli- 
cation to  request  PRP  privileges 


and  if  the  high  religious  standards 
are  met,  following  a conversion  if 
necessary,  you  may  choose  him  as 

your  PRP. 

Q.  What  happens  if  I need  re- 
ligion when  1 am  out  of  my  RDD? 

A.  This  is  a good  question.  By 
presenting  your  card  to  the  local 
RMO  office,  it  is  possible  to  ob- 
tain emergency  communion  if,  for 
example,  you  are  visiting  a Cath- 
olic RDD. 

Q.  / am  a Catholic.  What  happens 
if  my  RDD  becomes  Budd- 
hist? 

A.  As  you  know,  all  religious 
frameworks  are  essentially  the 
same — peace  on  earth,  good  will 
toward  man.  If  you  truly  believed, 
you  would  not  ask  such  a ques- 
tion. 

Q.  What  happens  if  I don't  like 
my  PRP  in  my  RDD? 

A.  Our  religious  director  (RD) 
will  evaluate  problems  with  PRPs 
in  RDDs  on  a case-by-case  basis. 

We  believe  that  the  delivery  of 
cost-efficient  religion  by  RMOs 
will  do  as  much  for  religion  as 
HMOs  have  done  for  medicine. 
□ Richard  Wein,  MD 


TODAY  S MEDICAL  LEADERSHIP 


Today  there  is  a new  kind  of 
leadership.  It  depends  as  much 
on  good  “followship  as  what  we 
classically  understand  as  leader- 
ship. It  is  manifest  in  the  Apollo 
13  story  and  in  the  reality  of  space 
missions. 

From  a leadership  standpoint, 
to  understand  a space  mission  is 
to  visualize  the  person  in  charge 
of  Mission  Control  as  someone 
like  Georg  Solti,  the  former  re- 
markable leader  of  the  Chicago 


Symphony.  The  difference  is  that 
the  soloists  are  not  always  in  the 
same  place.  The  music,  the 
“music  of  the  spheres  and  the 
hemispheres,  is  very  complex.  It 
requires  the  input  of  old  instru- 
ments and  new  ones,  some  of 
which  create  sounds  that,  while 
different,  must  still  blend  into  one 
harmonious  whole. 

The  conductor  cannot  move  the 
baton  until  all  of  the  players  are 
ready.  He  stands  ready  with  the 


advice  and  consent  of  the  or- 
chestra. But,  they  cannot  be  ready 
until  he  moves  his  baton.  It  is  like 
the  “still  point  of  an  Eastern 
meditation  and  that  “still  point  is 
everywhere  and  nowhere. 

Is  today’s  doctor  a soloist  — rac- 
ing in  outer  space;  equipped  with 
one  set  of  instructions  and  train- 
ing, one  set  of  values  and  goals 
and  ideals?  Is  the  physician  re- 
quired in  his  mind  to  fit  into 
another  set  of  values  and  goals — 
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is  this  music,  noise,  or  chaos?  And 
along  comes  managed  care:  cost 
effectiveness,  patient  lives,  pods 
of  efficiency,  fueled  basically  by  a 
cost-centered  value  over  a care- 
centered  value.  Hospital  medical 
staff  mixing  with  organized 
medical  staff;  a potpourri  of  old 
and  new,  of  doctors  who  are  col- 
laborators and  doctors  who  see 
themselves  as  John  Wayne. 

How  then  can  physicians 
create  a collaborative  communi- 
ty— consensus — with  control  of 
the  mission;  when  physicians  are 
uncertain,  scared,  remembering 
physicians  old  values,  but  unpre- 
pared and  untrained  to  protect 
them;  to  journey  through  black 
holes,  losing  radio  contact — in 
free  fall.  Yet  the  physician  s job  is 
to  get  the  job  done.  Physicians 
need  not  only  imagination  to  do 
cutting  and  patching,  but  physi- 
cians need  a moral  imagination 
that  informs  and  fuels  the  mission 
through  unbreakable,  yet  flexible, 
principles  of  do  no  harm,  of  what 
is  good  for  patients  is  good  for 
medicine.  When  the  dust  settles, 
physicians  need  a better  way  to 
deliver  health  care  than  before  all 
the  noise  and  shifting  started. 


To  do  so  is  to  remember,  re- 
construct, reinvent,  revise,  re- 
vision, and  re-establish  former 
standards.  Like  St.  Francis,  physi- 
cians must  rebuild  medicine 
while  eyeing  it  through  a spiritual 
lens.  He  never  created  anything 
new,  just  rebuilt. 

Therefore,  I would  suggest  that 
before  physicians  take  on  a space 
shot;  before  it  becomes  only  a 
shot  in  the  dark;  before  physicians 
capitulate  to  the  myth  of  man- 
aged economics  masquerading  as 
managed  care,  what  we  need  to 
do  is  to  emphasize  reorganization; 
and  to  find  a way  to  recognize  this 
need  to  reorganize  and  rebuild 
tomorrow’s  medicine  on  yester- 
day’s principles;  to  concentrate  on 
the  crafting  of  a collaborative  or- 
ganization based  on  mutual 
respect  and  need. 

Returning  to  St.  Francis,  we 
are  instruments.  As  we  play  the 
instruments  in  this  symphony  of 
life,  of  healing,  of  sounding-out 
the  depth  of  firmness,  of  authen- 
ticity, we  become  the  musical 
piece.  The  uniqueness  of  St. 
Francis  was  that  he  was  powerful 
since  he  knew  that  he  was  a chan- 
nel for  a grander,  more  elegant, 


and  more  important  message  am 
experience.  Likewise,  insofar  a. 
we  are  doctors,  we  participate  ii 
the  ageless,  timeless  universe  o 
healing  and  also  unfold  in  rea 
time,  in  real  places — every- 
where— and  in  our  specific  locus 

Today’s  physician  carries  ar 
added  responsibility;  what  is  de- 
cided will  steward  a scarce  and 
most  valuable  resource:  health 
care— but  for  future  generations; 
women’s  and  children's  rights, 
genetic  engineering  (for  profit  or 
for  public  good),  the  right  of 
society’s  members  to  a basic  ac- 
cess of  quality  health  care;  and 
rationing.  The  small,  but  many, 
decisions,  at  the  cutting  edge  of 
change,  create  directions  for 
generations  to  come.  Like  the 
hydrogen  bomb,  science  and 
health  care  no  longer  can  be 
neutral. 

It  is  disconnectedness  that 
leads  to  violence.  It  is  important 
that  we  see  our  problems  as  in- 
terconnected. Physicians  will 
protect  their  integrity  through 
concern  for  patients,  medical  re- 
sources, society,  the  environment, 
and  a shared  future.  □ Joseph  F. 
Fennellv,  MD 
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CORRECTION 


Regarding  authorship  of  a letter 
entitled,  “Geriatrics  medicine:  A 


scream  for  help,’  please  note  that 
Dr.  Shua-Haim  s name  should 


have  been  listed  as  first  author 
(92:565-566,  1995). 
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EDITOR  S DESK 


END  OF  YEAR  TRILOGY 


December,  the  last  month  of 
the  year,  often  represents  a time 
for  evaluation,  for  reflection,  and 
for  planning,  not  necessarily 
restricted  to  the  well-known  New 
Year’s  resolution.  In  this  era  of 
managed  care,  several  sources 
have  suggested  how  to  evaluate 
HMOs.  Let  me  cite  some  and  add 
a few  words  of  my  own. 

Alan  Mittermaier,  president  of 
Health-Metrix  Research,  Inc.,  a 
Columbus,  Ohio-based  company 
doing  research  on  managed  care, 
recommends,  on  the  editorial 
page  of  the  October  9,  1995,  issue 
of  The  Wall  Street  Journal  that 
employers  should  ask  the  follow- 
ing questions: 

1.  Are  there  plans  to  reduce 
the  number  of  primary  care 
physicians  or  to  require  them  to 
assume  extra  risk? 

2.  Will  gatekeepers  be  further 
restricted  in  their  abilities  to  refer 
to  specialists? 

3.  What  is  the  medical  loss 
ratio? 

4.  Is  the  HMO  under  in- 
vestigation or  subject  to  sanc- 
tions? 

5.  How  does  the  plan  stand 
with  regard  to  accreditation  by 
national  bodies? 

6.  What  changes  are  planned 
in  the  amount  and  type  of  cov- 
erage? 

7.  What  burdens  are  being 
placed  on  the  patient  to  offset  cost 
savings? 

8.  Where  is  the  HMO  plan- 
ning to  invest  its  money? 

A recent  Blomberg  Personal  in- 
sert in  The  New  York  Times  de- 
tailed the  organization’s  investiga- 
tions to  find  the  best  HMOs  in 
the  United  States.  They  asked  for 
data  on  the  following: 

1.  The  number  of  subscribers. 

2.  The  year  the  plan  was  ac- 
credited by  the  National  Commit- 
tee for  Quality  Assurance 


(NCQA).  It  should  be  re- 
membered, as  reported  in  these 
pages,  that  the  MSNJ  House  of 
Delegates  rejected  NCQA  as  a 
responsible  accreditor. 

3.  Whether  for-profit  or  not- 
for-profit. 

4.  The  medical  loss  ratio,  the 
percentage  of  premium  spent  on 
the  patient. 

5.  The  type  of  physician  com- 
pensation. 

6.  The  percentage  of  annual 
physician  turnover. 

7.  The  percentage  of  board 
certified  physicians. 

8.  The  average  annual  percen- 
tage of  turnover  of  patients. 

A letter  to  the  editor  in  the 
October  26,  1995,  Home  News- 
Tribune  by  Amy  B.  M ansue,  assis- 
tant to  the  president  of  the  HIP 
Health  Plan  of  New  Jersey  said, 
"It  is  astonishing  that  the  Medical 
Society  [of  New  Jersey]  and  its 
members  refuse  to  accept  the 
same  quality-evaluation  measures 
they  seek  to  impose  on  health 
maintenance  organizations.  She 
goes  on  to  state,  "For  years,  gov- 
ernment has  struggled  to  find  a 
way  to  provide  medical  services 
to  the  poor.  The  only  answer  the 
Medical  Society  has  offered  is  to 
increase  fees.  . . . The  truth  is  that 
managed  care  offers  solutions. 
The  old  order  simply  raises  costs, 
with  no  guarantees. 

Let  me  comment  in  order  of 
their  listing. 

Mr.  Mittermaier  emphasizes 
the  need  for  annual  review  of 
HMOs;  present  and  future 
performances  may  not  coincide. 
He  agrees  with  our  interpretation: 
that  economic  pressures  will  com- 
pel the  HMOs  to  trim  one  of  then- 
largest  costs — physician  fees  — by 
reducing  them  and  adding 
economic  risks  to  them.  Patients 
may  find  their  ability'  to  receive 
specialty  care  curtailed  or 


abridged.  Coverage  for  new 
procedures  or  devices  or  for 
newly  approved  ones  may  not  be 
forthcoming  and  money  may  not 
be  earmarked  for  their  use.  The 
patients  may  find  themselves 
responsible  for  more  discipline  in 
their  lifestyles,  with  penalties  for 
noncomplianee.  And  how  much  of 
the  incoming  dollar  is  being  used 
for  patients  is  of  great  concern. 
We  certainly  should  concur  with 
his  recommendations. 

The  more  extensive  Blomberg 
article,  reported  by  Ellyn 
Spragins,  had  this  definition  of 
health  care:  "[It]  is  the  way  you’d 
like  members  of  your  family  to  be 
treated.  ...  Cost  wasn’t  par- 
ticularly relevant  to  our  quest. 
They  also  conceded  that  the 
evaluation  was  not  easy  to  quan- 
tify', even  with  those  companies 
willing  to  release  data.  (Some 
would  not.)  It  also  should  be 
noted  that  only  HMOs  accredited 
by  NCQA  were  included.  But 
their  assumptions  and  conclusions 
were  pertinent.  They  had  good 
evidence  that  not-for-profit  plans 
tended  to  dwell  more  on  patient 
well-being  than  on  cost  and  were 
more  visionary  in  planning  for  the 
long  term.  They  concluded  that 
skimpy  compensation  to  physi- 
cians posed  threats  to  needed 
care  and  that  "full-risk  capitation 
was  the  most  chancy  way  to  as- 
sure proper  patient  care. 
Although  the  need  for  board 
certification  continues  to  arouse 
debate,  enough  evidence  has 
emerged  to  suggest  its  value  in 
broad  evaluations.  Rapid  turnover 
of  physicians  and  patients  is  a 
benchmark  for  dissatisfaction, 
although  other  factors  may  apply. 

Both  Blomberg  and  Mit- 
termaier accept  the  medical  loss 
ratio  as  a measure  of  concern  for 
the  patient,  rather  than  for  profit. 
The  ratios  cited  in  the  Blomberg 
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Prostaglandin  injection  therapy 
for  men  with  a reasonable 
level  of  sexual  activity 

Michael  M.  Heeg,  MD 


A one-year  experience  with  small  doses  of  prostaglandin 
suggests  that  the  improvement  in  erectile  quality  may  be  so 
significant  as  to  erase  any  reluctance  of  men  to  supplement 
their  own  normal  erectile  activity.  Prostaglandin  injection 
therapy  showed  quantitative  and  qualitative  benefits. 


In  1983,  Brindley,  a London 
psychiatrist,  awakened  the 
urological  community  to  the 
effectiveness  of  vasoactive 
medication  in  reversing  erectile 
dysfunction.1 2 Ten  years  later, 
these  same  medications  are  the 
cornerstones  of  our  approach  to 
managing  this  problem  with 
penile  erection.3"'  Could  vaso- 
active medications  also  prove 
beneficial  for  men  who  are 
already  functioning  at  a rea- 
sonable level? 

Guidelines  for  reasonable 
levels  of  sexual  activity  are  found 
in  Alfred  Kinsey’s  study  of  the 
sexual  behavior  of  men  and 
women  in  the  1940s  and  1950s 
(Figures  1 and  2).8y  Couples  in 
their  50s  admitted  to  intercourse 
on  average  of  once  per  week 
while  couples  in  the  20s  averaged 
three  times  per  week. 

MATERIALS  AND  METHODS 

The  subject  of  this  study  was 
a man  in  his  50s  who  admitted  to 
satisfactory  intercourse  on  an  av- 
erage of  once  per  week.  Erections 
lasted  approximately  10  to  15 
minutes  and  detumescence  al- 
ways followed  climax.  A RigiScan 
recording  of  overnight  erectile 
activity  was  obtained  prior  to 
the  use  of  prostaglandin  (Fig- 


ure 3).10"1,3  Four  erectile  episodes 
were  recorded  at  the  tip  and  base 
of  the  penis  with  rigidity  values 
of  25  to  70  percent.  Rigidity 
values  of  70  percent  or  more 
represent  a nonbuckling  erection, 
whereas  values  of  40  percent  or 
less  reflect  a flaccid  penis.  Rigidi- 
ty values  generally  were  higher  at 
the  base  of  the  penis,  as  com- 
pared to  the  tip  of  the  penis.  Only 
one  of  the  four  episodes  ap- 


proached the  nonbuckling  70  per- 
cent level  at  both  the  tip  and  base 
of  the  penis.  The  RigiScan  in 
Figure  4 was  obtained  after  a 
prostaglandin  injection.  Tumes- 
cense  increased  the  circumfer- 
ence of  the  penis  from  10  to  14 
cm,  and  rigidity  values  were  70 
percent  or  more  at  both  the  tip 
and  base  of  the  penis  for  the  15 
minutes  of  the  recording.  The 
subject  discovered  that  small 
amounts  of  prostaglandin,  in- 
jected intra-corporeally,  con- 
sistently produced  erections  of 
nonbuckling  quality.14  These 
erections  lasted  much  longer  than 
spontaneous  erections  and  often 
persisted  after  climax  allowing  for 
continued  intercourse. 


350  Interviews  Ages  50  - 60 


0.5  1 1.5  2 2.5  3 3.5  4 4.5 

Frequency  of  Intercourse  per  Week 


Figure  1.  For  couples  in  their  50s,  individual  variation  in  the  frequency  of 
marital  intercourse  ranged  from  zero  to  eight  times  per  week  with  an  average 
of  once  per  week. 
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4,800  Interviews  Ages  20-30 


15  Y- 


0.5  1 1.5  2 2.5  3 3.5  4 4.5 

Frequency  of  Intercourse  per  Week 


Figure  2.  For  couples  in  their  20s,  the  range  of  intercourse  was  1 to  29  times 
per  week  with  an  average  of  3 times  per  week. 


RESULTS 

The  quality  of  erections  follow- 
ing prostaglandin  was  recorded 
on  a daily  basis  for  one  year 
(Figure  5).  There  were  368 
prostaglandin  injections  during 
this  period.  Erections  were  classi- 


fied as  failed,  single  success,  or 
double  success.  The  criteria  for 
any  successful  injection  (single  or 
double  success)  included  a non- 
buckling erection  both  at  penetra- 
tion and  after  climax.  These 
criteria  were  met  in  93  percent  of 


the  injections  (343/368).  The  dis- 
tinction between  single  and 
double  success  injections  de- 
pended upon  the  behavior  of  the 
erection  after  climax.  Single  suc- 
cess erections  detumesced  after 
climax,  while  double  success 
erections  persisted,  allowing  for 
continued  intercourse.  There 
were  222  occasions  when  a non- 
buckling  erection  persisted  after 
climax  allowing  for  a second 
round  of  intercourse.  These  were 
classified  as  double  success  erec- 
tions and  accounted  for  60  per- 
cent of  the  injections.  There  were 
25  failures  accounting  for  7 per- 
cent of  the  injections.  A failed 
injection  was  defined  as  an  erec- 
tion that  buckled  either  at  the 
onset  of  intercourse  or  at  climax. 
Eleven  of  the  25  failures  occurred 
at  the  beginning  of  intercourse, 
and  9 of  these  1 1 were  completely 
reversed  to  a success  with  a 
second  injection  of  prostaglandin. 

While  the  degree  of  rigidity 
was  identical  for  single  and 
double  success  erections,  the 


Figure  3.  RigiScan  recording  of  overnight  erectile  activi- 
ty pre-prostaglandin  revealed  four  to  five  erections,  but 
only  one  erection  reached  the  nonbuckling  level  of  70 
percent  at  both  the  tip  and  base  of  the  penis. 


met: 

AMBULATORY  RIGIDITY  AND  TUMESCENCE  MONITOR 


Figure  4.  RigiScan  recording  of  erectile  response  to  in- 
tracorporeal  prostaglandin  revealed  a nonbuckling  erec- 
tion of  70  percent  at  both  the  tip  and  base  of  the  penis 
for  the  15  minutes  of  the  recording. 
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Quality  of  Erections  Following  Prostaglandin 
8/1/92  - 7/31/93  Total  368  Injections 
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Figure  5.  Ninety-three  percent  of  intraeorporea 
prostaglandin  injections  resulted  in  nonbuckling  erec- 
tions both  at  penetration  and  at  climax.  After  60  percent 
of  the  injections,  the  erection  persisted  after  climax  allow- 
ing for  continued  intercourse.  These  were  classified  as 
double  success  injections. 


Erection  Time  after  Prostaglandin  for  Single 


Versus  Double  Success 


(Total  343) 


] Single  Success  Double  Success 


Figure  6.  Comparison  of  erection  times  for  single  suc- 
cess versus  double  success  prostaglandin  injections  re- 
vealed longer  erection  times,  in  general,  for  the  double 
success  injections. 


Erection  Time  after  Prostaglandin  for  Single 


Versus  Double  Success  (Total  343) 


Erection  Time  (Minutes) 

E3  Single  Success  Double  Success 

Figure  7.  Nonbuckling  erection  times  for  single  success 
prostaglandin  injections  averaged  32  minutes  compared 
to  55  minutes  for  the  double  success  injections. 


Figure  8.  As  the  time  interval  between  prostaglandin 
injections  was  increased  from  8 to  48  hours,  the  rate  of 
success  (single  success  plus  double  success  erections) 
increased  from  62  percent  to  100  percent.  The  failure 
rate  dropped  from  38  percent  to  0 percent. 


Quality  of  Erections  after  P-GL  by  Dosage  (Total  368) 


140 

120 

100 


Number  of 
Injections 


Failed 


Dosage  P-GL  (micrograms) 

Single  Success  Q Double  Success 


Figure  9.  The  dosage  of  prostaglandin  during  the  year’s 
experience  ranged  from  1 to  3 |xg.  The  great  majority 
of  the  injections  (316  or  86  percent)  were  at  1.5  or 
2 |xg  ol  prostaglandin. 


Quality  of  Erections  Utilizing  1.5  vs.  2.0  ug 
P-GI  24  Hours  after  Previous  Injection 


90  . 


1 5 2 

Dosage  P-GL  (micrograms) 


■ Failed  |_j  Single  Success  Double  Success 

Figure  10.  Of  the  316  prostaglandin  injections  at  1.5  and 
2 jxg,  243  injections  were  at  the  same  24-hour  time 
intervals.  Comparison  of  these  two  dosages  at  the  same 
time  interval  reveals  a better  response  with  a higher 
dosage. 
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Erection  Time 
Pre  & Post  Prostaglandin 


Pre  Prostaglandin 
Post  Prostaglandin 
Single  Success 
Double  Success 


10-15  Minutes 
46  Minutes 
32  Minutes 
55  Minutes 


Figure  11.  Prostaglandin  injections  increased  nonbuckling  erection  times  an 
average  of  30  minutes  compared  with  preprostaglandin  erections.  Double 
success  erections  were  never  appreciated  prior  to  prostaglandin. 


length  of  time  for  intercourse  var- 
ied with  each  category  (Figure  6). 
In  general,  longer  erection  times 
were  recorded  for  the  double  suc- 
cess injections.  Single  success 
erections  (Figure  7)  averaged  32 
minutes,  while  double  success 
erections  averaged  55  minutes. 
All  erections  before  prostaglandin 
were  single  success  and  lasted 
only  10  to  15  minutes.  Double 
success  erections  were  never 
achieved  prior  to  prostaglandin. 

The  quality  of  an  erection  was 
a function  of  the  time  interval  be- 
tween injections  (Figure  8).  As 
the  time  interval  increased  from 
8 to  48  hours,  the  success  rate 
increased  from  62  to  100  percent, 
and  the  failure  rate  declined  from 
38  percent  to  0 percent.  The 
quality  of  an  erection  also  was  a 
function  of  the  dosage  of 
prostaglandin  (Figure  9).  Three 
hundred  sixteen  of  the  injections 
were  at  either  1.5  or  2.0  p.g  of 
prostaglandin.  Two  hundred 
forty-three  of  these  316  injections 
were  at  24-hour  intervals.  Direct 
comparison  of  these  two  dosages 
at  the  same  time  interval  revealed 
a better  response  to  the  higher 
dosage  (Figure  10).  The  percen- 
tage of  double  success  injections 
increased  from  62  to  83  percent, 
and  the  failure  rate  dropped  from 
4 to  1 percent. 

788 


DISCUSSION 

Prostaglandin-assisted  erection 
was  the  subejct  of  this  study.  Ben- 
efits of  the  injections  were  both 
quantitative  and  qualitative. 

Quantitative  benefits  included 
an  increase  in  the  frequency  of 
intercourse  because  the  erections 
were  consistently  satisfactory. 
Erection  time  was  extended  by  an 
average  of  30  minutes,  and  double 
success  erections  provided  a 
unanticipated  incentive  for  the  in- 
jections (Figure  11). 

However,  the  real  benefit  of 
the  injections  proved  to  be  in  the 
qualitative  realm.  The  success  of 
the  injections  cannot  be  measured 
in  numbers  alone.  Anxiety  and 
disappointment  over  less  than  sat- 
isfactory erections  was  replaced 
by  a confidence  and  relaxation 
that  pervaded  every  aspect  of  the 
couple’s  life.  It  is  not  often  that 
one  can  turn  back  the  pages  of 
time,  but  prostaglandin  injection 
therapy  may  just  be  the  exception 
that  proves  the  rule.  H 

REFERENCES 

1.  Brindley  GS:  Pilot  experiment 
on  the  action  of  drugs  injected  into 
the  human  corpus  cavernosum  penis. 
Br  J Pharmacol  87:495-500,  1986. 

2.  Brindley  GS:  Cavernosal  alpha- 
blockade:  A new  technique  for  in- 
vestigating and  treating  erectile  im- 


potence. Br  J Psychiatry  143:332-337, 
1983. 

3.  Bennett  AH:  Impotence.  Diag- 
nosis and  Management  of  Erectile 
Dysfunction.  Philadelphia,  PA,  W.B. 
Saunders,  1994. 

4.  Virag  R,  et  ah:  Intracavernous 
self-injection  of  vasoactive  drugs  in 
the  treatment  of  impotence:  Eight- 
vear  experience  with  615  cases.  / 
Urol  145:287,  1991. 

5.  Virag  R:  Intracavernous  injec- 
tion of  papaverine  for  erectile  failure. 
Lancet  2:398,  1982. 

6.  Lui  SM,  Lin  JS:  Treatment  of 
impotence:  Comparison  between  the 
efficacy  and  safety  of  intracavernous 
injection  of  papaverine  plus  phen- 
tolamine  and  prostaglandin  El.  J Im- 
potence Res  2:147,  1990. 

7.  Rajfer  WJ,  Arronson  WJ,  Bush 

RA,  et  ah:  Nitrous  oxide  as  a 

mediator  of  relaxation  of  the  corpus 
cavernosum  in  response  to  nonadren- 
ergic,  noncholinergic  neurotrans- 
mission. N Engl  I Med  326:90-94, 
1992. 

8.  Kinsey  AC,  Pomeroy  WB, 
Martin  CE:  Sexual  Behavior  in  the 
Human  Male.  Philadelphia,  PA,  W.B. 
Saunders,  1948. 

9.  Kinsey  AC,  Pomeroy  WB, 
Martin  CE,  Gebhard  PH:  Sexual  Be- 
havior of  the  Human  Female. 
Philadelphia,  PA,  W.B.  Saunders, 
1953. 

10.  Kanecko  S,  Bradley  WE: 
Evaluation  of  erectile  dysfunction 
with  continuous  monitoring  of  penile 
rigidity  J Urol  136:1026-1029,  1986. 

11.  Kessler  WO:  Nocturnal  penile 
tumescence.  Urologic  Clin  North  Am 
15:81-86,  1988. 

12.  Giesbers  AA,  Bruins  AE, 
Kramer  AE,  Jonas  U:  New  methods 
in  the  diagnosis  of  impotence: 
RigiScan  penile  tumescence  and 
rigidity  monitoring  and  diagnostic 
papaverine  hydrochloride  injection. 
World  I Urol  5:173-177,  1987. 

13.  Weinberg  J,  Badlam  GH:  Util- 
ity of  RigiScan  and  papaverine  in 
diagnosis  of  erectile  impotence.  Urol- 
ogy 31:526-529,  1988. 

14.  Forrester  JM:  Using  oneself  as 
one’s  only  experimental  subject. 
Lancet  336:798-799.  1990. 

Dr.  Heeg  is  affiliated  with  the  Depart- 
ment of  Surgery,  Mercer  Medical 
Center,  Trenton,  and  St.  Francis 
Medical  Center,  Trenton.  Address 
reprint  requests  to  Dr.  Heeg,  Trent 
Center  West,  465  Greenwood  Avenue, 
Trenton,  NJ  08609. 


NEW  JERSEY  MEDICINE 


What  forces  are  shaping  health  care  in  New  Jersey? 


.8. 

it 


Where  can  you  go  for  timely  and  concise  analysis 
of  health  care  developments  in  New  Jersey? 


NEW  JERSEY  MEDICINE 

Health  Care  in  the  Garden  State 


Beginning  in  April  1 996,  NEW  JERSEY  MEDICINE 
will  showcase  a completely  revised  format. 

With  its  continuous  90-year  history,  NEW  JERSEY  MEDICINE 
will  be  the  premier  health  care  journal  in  the  state. 


Each  monthly  issue  will  include: 


Feature  Story 

Spotlight 

Public  Health 
Advances 

Scientific  Article 

Newswatch 

F.Y.I. 

Mailstop 

And  much  more 


Addressing  an  important  health  care  development. 
Indepth  interview  by  a prominent  journalist. 

Update  on  a key  public  health  issue. 

Peer-reviewed  clinical  report. 

Brief  highlights  of  the  latest  events  and  findings. 
Calendar  of  events,  programs,  and  meetings. 
Monthly  forum  for  readers. 


NEW  JERSEY  MEDICINE 

#1  source  for  health  care  news 


VOL.  92-NUMBER  12  DECEMBER  1995 


789 


Cooperative  activity 
among  health  care  providers 
in  New  Jersey 


The  New  Jersey  Legislature  is  considering  legislation  providing 
antitrust  exemption  for  health  care  entities  or  professionals  in 
order  to  encourage  them  to  enter  into  joint  ventures  without 
the  fear  of  antitrust  prosecution.  This  legislation  will  promote 
better  health  care. 


The  New  Jersey  Legis- 
lature is  considering 
legislation  sponsored  by 
Senator  Jack  Sinagra 
(R-18)  that  would  encourage 
health  care  facilities  or  profes- 
sionals to  enter  into  joint  ventures 
with  other  facilities  or  profes- 
sionals. The  “Health  Care  Pro- 
vider Cooperation  Act  (“pro- 
posed Act  or  “Senate  Bill  1402”) 
was  introduced  by  Senator  Sina- 
gra on  September  19,  1994,  and 
released  from  the  Senate  Health 
Committee  he  chairs  on  Septem- 
ber 26,  1994.  Notwithstanding  the 
general  prohibition  against  con- 
certed activity  by  competitors  in 
the  same  business,  this  legislation 
would  allow  such  joint  ventures  if 
the  benefits  outweigh  possible  an- 
ticompetitive consequences.  In 
view  of  the  rapidly  changing 
health  care  environment  in  New 
Jersey,  the  Legislature  must  de- 
cide whether  this  legislation  will 
sufficiently  promote  better  health 
care,  thereby  warranting  the  re- 
laxation of  traditional  antitrust 
prohibitions. 

If  enacted.  Senate  Bill  1402 
would  permit  two  or  more  health 
care  professionals  or  facilities  to 
merge,  consolidate,  or  acquire  as- 
sets or  to  share  patients,  person- 
nel, services,  or  equipment,  in- 


cluding the  formation  of  provider- 
sponsored  managed  care  plans  by 
providing  immunity  from  prose- 
cution under  the  New  Jersey 
Antitrust  Act.  The  New  Jersey 
Hospital  Association  (NJHA)  testi- 
fied in  favor  of  the  proposed  Act 
before  the  Committee;  voicing 
opposition  was  an  association  of 
New  Jersey’s  health  maintenance 
organizations  (HMOs).  Neither 
the  New  Jersey  attorney  general’s 
office  nor  the  New  Jersey  State 
Department  of  Health  (DOH) 
commented  on  the  proposed  Act 
when  it  was  discussed  in  the 
Senate  Health  Committee. 

New  Jersey  is  not  alone  in  in- 
troducing such  legislation.  Eigh- 
teen states  have  passed  legislation 
or  regulations  immunizing  health 
care  providers  from  antitrust 
prosecution  to  facilitate  the  crea- 
tion of  health  care  organizations. 
Such  legislative  initiatives  in  favor 
of  health  care  providers  would 
have  been  unthinkable  five  years 
ago.  States,  on  behalf  of  them- 
selves as  consumers  of  health  care 
services  and  on  behalf  of  all  of 
their  citizens,  are  adjusting  to 
changes  in  the  delivery  of  health 
care. 

New  Jersey  is  experiencing  a 
rapid  transition  in  health  care  de- 
livery. Today  more  than  1.3 


Alma  L.  Saravia,  Esq. 
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million  people  are  enrolled  in 
HMOs  and  “just  three  million 
residents  are  enrolled  in  a 
managed  care  plan."  Up  to  85 
percent  of  the  state’s  residents  are 
projected  to  be  enrolled  in  a 
managed  care  program  within  the 
decade.  Managed  care  has  forced 
both  physicians  and  hospitals  to 
focus  on  their  bottom  lines.  For 
physicians,  managed  care  brings 
not  only  outside  control  of  prices 
but  also  outside  control  over  con- 
sumers— the  physician’s  patient 
base.  While  there  are  currently 
111  hospitals  in  New  Jersey, 
managed  care  brings  a decrease 
in  the  need  for  hospital  beds.  Ac- 
cording to  NJHA's  president  and 
CEO  Gary  Carter,  “about  30  per- 
cent of  the  state’s  30,000  hospital 
beds  are  surplus.’  Consequently, 
many  hospitals  may  be  forced  to 
downsize.  Some  hospitals  may 
choose  to  downsize  by  merging 
with  another  facility  or  some 
hospitals  may  be  forced  to  close. 

Consequently,  what  are  attract- 
ive to  the  provider  community  are 
the  opportunities  to  branch  out 
into  other  aspects  of  health  care 
delivery  or  to  join  with  other 
providers  to  gain  bargaining 
power.  Joint  ventures  among 
health  care  providers  may  en- 
courage innovative  methods  of 
health  care  delivery  and  ultimate- 
ly may  benefit  health  care  con- 
sumers. Nonetheless,  there  is  a 
perception  that  the  growth  of 
such  innovations  may  be  stifled 
by  fear  among  providers  of 
prosecution  for  violation  of  anti- 
trust laws. 
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HEALTH  CARE  PROVIDER 
COOPERATION  ACT  OF  1994 

Senate  Bill  1402  was  intro- 
duced to  address  these  concerns 

I and  to  provide  safe  harbor  from 
antitrust  prosecution.  The  bill 
grants  providers  immunity  from 
state  antitrust  prosecution  to  “co- 
operative agreements’  for  which 
the  New  Jersey  attorney  general’s 
office  has  issued  a certificate  of 
public  advantage  [S1402  §5(a)(l)]. 
Even  though  providers  are  not 
^ required  to  get  a certificate  of 
public  advantage  to  operate,  the 
■n  proposed  Act  is  intended  to  pro- 
on  mote  agreements  among  health 
a care  providers. 

The  attorney  general  is  autho- 
rs rized  to  issue  a “certificate  of 
3 1 public  advantage  if  it  is  de- 
le j termined  that  (1)  the  cooperative 
i agreement  is  likely  to  improve 
'0  ; quality  of  health  care,  preserve  or 
ir  j expand  access  to  health  care,  or 
promote  affordable  health  care; 
s I (2)  the  benefits  of  the  cooperative 
agreement  outweigh  any  disad- 
I vantages  attributable  to  any  re- 
duction in  competition;  and  (3) 
any  reduction  in  competition  like- 
ly to  result  from  the  cooperative 
agreement  is  reasonably  neces- 
sary to  obtain  the  benefits  that 
result  from  the  agreement  [S1402 
§4(f)(l)-(3)].  The  proposed  Act 
gives  the  attorney  general  the 
authority  to  review  the  agreement 
periodically  (although  it  does  not 
define  the  period),  and  revoke  a 
“certificate  of  public  advantage  if 
it  is  determined  that  the  benefits 
resulting  from  the  agreement  no 

I longer  outweigh  any  disadvan- 
tages attributable  to  any  reduction 
in  competition  resulting  from  the 
agreement  [S1402  §§6(a)  & (b)]. 

DEVELOPMENTS  IN 
ANTITRUST  LAW 

The  premise  of  Senate  Bill 
1402  is  to  provide  “state  action 
antitrust  immunity’  for  the  types 
of  cooperative  agreements  speci- 
fied in  the  bill.  The  United  States 
Supreme  Court  limited  state  ac- 
tion antitrust  immunity  in  its  1992 
opinion  in  Federal  Trade  Com- 
mission v.  Ticor  Title  Insurance 


Company,  504  U.S.  621,  112  S. 
Ct.  2169  (1992).  The  Ticor  Court 
indicated  that  it  does  not  favor  the 
state  action  immunity  doctrine 
and  imposed  more  definitive 
guidelines  on  states  that  wish  to 
immunize  conduct  from  antitrust 
prosecution  under  the  guise  of 
state  action  immunity.  The  state 
agency  involved  must  have  the 
authority  to  regulate  the  conduct, 
e.g.  pursuant  to  legislative 
authority,  and  must  actually  use 
its  authority. 

The  implications  of  the  Ticor 
decision  are  significant  for  health 
care  providers  that  may  propose 
cooperative  agreements  under 
Senate  Bill  1402.  Thus,  if  the  state 
of  New  Jersey  determines,  as  a 
matter  of  policy,  that  it  would  be 
beneficial  to  establish  state  action 
antitrust  immunity  for  the  health 
care  industry,  the  legislation 
should  clearly  mandate  that  an 
agency  of  the  state  provide  active 
and  forceful  review  of  cooperative 
agreements  in  order  to  withstand 
the  precedent  set  forth  in  Ticor. 

EFFECTIVENESS  OF  THE 
HEALTH  CARE  PROVIDER 
COOPERATION  ACT  OF  1994 

American  Bar  Association 
(ABA)  recommendations.  A report 
published  by  the  ABA  s Section  of 
Antitrust  Law  for  a Health  Care 
Industry  Committee  Program  on 
State  Action  Legislation  in  Health 
Care  recommends  that  six  provi- 
sions should  be  included  in  any 
pending  state  legislation  in  order 
to  withstand  a Ticor  type  of 
challenge. 

The  six  recommended  provi- 
sions are:  the  application  for  ap- 
proval of  an  agreement  must 
specify  how  costs  will  be  con- 
trolled or  access  improved;  the 
denial  of  an  application  must  be 
in  writing  based  upon  regulations 
with  an  opportunity  for  a public 
hearing;  the  bill  should  set  forth 
specific  criteria  for  evaluating  the 
application;  the  attorney  general 
should  be  consulted;  the  pro- 
viders participating  in  the  agree- 
ment should  submit  an  annual 
written  report  for  review  by  the 


state  in  order  for  the  state  to  de- 
termine whether  to  continue  or 
rescind  the  agreement;  and  the 
bill  should  contain  a procedure 
for  appealing  the  state’s  decision. 

The  drafters  of  Senate  Bill  1402 
have  addressed  each  of  these  six 
recommendations,  with  the  ex- 
ception, as  noted  above,  that  the 
attorney  general  s review  of  is- 
sued “certificates  of  public 
authority”  is  not  required  on  a 
defined  periodic  basis. 

Other  federal  concerns.  Not- 
withstanding the  fact  that  the 
drafters  of  Senate  Bill  1402  have 
attempted  to  satisfy  the  stringent 
requirements  of  Ticor,  state  ac- 
tion immunity  of  arrangements 
that  are  traditionally  viewed  as 
anticompetitive  are  disfavored  by 
the  Lederal  courts  (as  evidenced 
by  Ticor)  and  other  branches  of 
the  federal  government. 

In  October  1994,  the  staff  of 
the  Lederal  Trade  Commission 
(ETC)  cautioned  the  Vermont 
Legislative  Council  that  legisla- 
tion similar  to  Senate  Bill  1402 
“runs  the  risk  of  encouraging  or 
permitting  agreements  that  could 
reduce  choices  of  and  raise  prices 
for  health  care  services”  ( FTC 
Staff  Cautions  Vermont  on  Health 
Care  Antitrust  Exemptions,  67 
BNA  Antitrust  and  Trade  Regula- 
tion Report  1686  at  518,  October 
27,  1994).  Similar  to  Senate  Bill 
1402,  the  proposal  in  Vermont 
authorizes  the  Vermont  secretary 
of  Human  Services  to  issue  a 
certificate  of  public  advantage, 
and  with  it,  antitrust  immunity,  to 
cooperative  agreements  that  de- 
monstrate that  the  likely  benefits 
of  the  agreement  outweigh  any 
anticompetitive  disadvantages. 
The  ETC’s  position  is  based  on  its 
reasoning  that  because  antitrust 
enforcement  is  procompetitive, 
special  antitrust  exemptions  for 
the  health  care  industry  for  the 
purpose  of  benefitting  consumers 
is  unwarranted. 

Finally,  on  September  27, 
1994,  the  United  States  Depart- 
ment of  Justice  and  the  FTC  is- 
sued expanded  statements  of  en- 
forcement policy  on  mergers  and 
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joint  activities  in  health  care  in- 
dustry ( Agencies  Clarify  Reach  of 
Health  Care  Guidelines,  67  BNA 
Antitrust  and  Trade  Regulation 
Report  1682  at  357,  September 
29,  1994).  In  view  of  the  federal 
government  s active  participation 
in  this  field  and  in  light  of  the  pall 
cast  on  the  doctrine  of  state  action 
antitrust  immunity  by  Ticor,  it  is 
unclear  whether  state  laws,  such 
as  Senate  Bill  1402,  can  achieve 
a procompetitive  purpose  without 
running  afoul  of  some  branch  of 
the  federal  government. 

State  concerns.  On  the  state 
side,  the  proposed  Act  does  not 
contain  an  appropriation  to  hire 
new  staff  to  implement  the  bill’s 
provisions,  and,  considering  the 
mandates  of  the  proposed  Act,  it 
may  be  difficult  for  the  attorney 
general  to  undertake  the  type  of 
analysis  necessary  to  approve 
these  transactions  and  review 
them  on  a regular  basis.  Fur- 
thermore, this  legislation  differs 
from  other  states  proposals  that 
it  vests  sole  responsibility  for  ov- 
ersight of  a “cooperative  agree- 
ment in  the  attorney  general. 
Other  states  limit  the  role  of  the 
attorney  general  and  place 
responsibility  for  reviewing  the 
agreements  within  DOH.  DOH 
already  has  in  place  persons  with 
expertise  regarding  the  delivery 
of  health  care  services  in  New 
Jersey — DOH  has  long  overseen 
the  certificate  of  need  program 
and  licensing  of  health  care 
facilities.  Perhaps  such  a system 
would  be  a more  efficient  model 
for  New  Jersey  than  the  bill  as 
presently  drafted. 

In  a very  interesting  develop- 
ment, DOH  has  drafted  proposed 
language  to  its  certificate  of  need 
regulations  governing  hospitals. 
These  are  the  regulations  con- 
cerning general  policies,  defini- 
tions, standards  regarding  acute 
general  hospitals,  standards  for 
space  occupancy  rates,  for  financ- 
ing, and  for  outpatient  clinics  and 
for  hospitals.  In  the  section  of  the 
regulations,  N.J.A.C.  8:33a-1.25, 
which  governs  standards  regard- 
ing transfers  of  ownership  of 


hospitals,  new  proposed  language 
has  been  drafted  that  is  virtually 
identical  to  the  language  in 
Senate  Bill  1402.  Thus,  it  appears 
that  in  the  absence  of  movement 
on  Senate  Bill  1402,  DOH  has 
taken  the  initiative  in  these  draft 
regulations  by  promulgating 
language  that  would  allow  it  to 
have  oversight  regarding  the 
transfer  of  ownership  of  a 
hospital. 

In  the  absence  of  legislative 
authority  to  implement  such  a 
broad-based  policy  change,  one 
may  question  what  the  result 
would  be  if  DOH  approved  a 
merger,  without  the  attorney 
general’s  input,  that  might 
otherwise  violate  federal  or  state 
antitrust  laws.  In  other  words, 
would  the  hospital  have  immunity 
from  antitrust  prosecution  if  it 
satisfied  the  DOH  s requirements 
and  received  a certificate  of  need. 

PERMISSIBLE 

ARRANGEMENTS 

If  enacted  into  law,  Senate  Bill 
1402  woidd  have  an  impact  on  the 
delivery  of  health  services  in  New 
Jersey  by  encouraging  joint  ven- 
tures without  the  fear  of  being 
subject  to  antitrust  penalties.  For 
physicians,  examples  of  coopera- 
tive agreements  that  may  be 
permissible  are  physician  network 
joint  ventures,  e.g.  equipment 
joint  ventures,  purchasing  joint 
ventures  or  management  services 
joint  ventures,  physician  indepen- 
dent practice  associations,  physi- 


cian-driven preferred  provider  or 
ganizations.  For  hospitals,  similai  ( 
cooperative  agreements  may  be  c 
available  such  as  cooperative  / 
equipment  or  purchasing  ven-' 
tures  or  cooperative  outpatient  r 
services  ventures  (such  as  a coop-  I 
erative  ambulatory  surgical 
center). 

Senate  Bill  1402  is  not  a green 
light  for  joint  ventures  between 
health  care  providers.  Any  ar- 
rangement proposed  must  comply 
with  the  federal  mandates 
prohibiting  self-referrals  and 
kickbacks.  In  addition,  for  federal 
antitrust  purposes,  the  statements 
of  enforcement  policy  on  mergers 
and  joint  activities  in  the  health 
care  industry  issued  by  the  De- 
partment of  Justice  and  the  FTC 
on  September  27,  1994,  provide 
guidance.  Moreover,  in  forming  a 
“cooperative  agreement,”  New 
Jersey  health  care  providers  must 
be  mindful  of  the  many  other 
statutory  and  regulatory  limita- 
tions on  such  arrangements,  such 
as  the  prohibition  against  the  cor- 
porate practice  of  medicine,  the 
New  Jersey  HMO  laws  and  reg- 
ulations, and  the  New  Jersey  reg- 
ulation regarding  selective  con- 
tracting agreement.  H 

Ms.  Saravia  is  special  counsel  at 
Duane,  Morris  & Heckscher,  Cherry 
Hill.  The  paper  was  submitted  in 
August  1995  and  accepted  in 
September  1995.  Address  reprint  re- 
quests to  Ms.  Saravia,  Duane,  Morris 
& Heckscher,  51  Haddonfield  Road, 
Cherry  Hill,  NJ  08002-4810. 
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COUNSELORS  AT  LAW 


Personalized  Legal  Services 


1995  Year  End  Reviews  and  Advice: 


► Federal  and  state  laws  affecting  physicians’  practices, 
laboratories,  joint  ventures,  reimbursement,  and 
fraud  and  abuse  issues; 


► Sale  of  physician  practices  or  investment  interests 
and  insurance  disputes; 


► Physician  agreements  with  managed  care  programs 
and  commercial  insurers; 

► New  Jersey  Board  of  Medical  Examiners  policies  and 
regulations. 


908/  789-7977 

Member,  the  American  Medical  Association  Doctors  Advisory  Network 
Charter  Member,  American  Association  of  Physician/Hospital  Organizations/IHDS 
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Lessons  learned  from 
autopsies  at  a pediatric 
teaching  hospital 


Frederick  DiCarlo,  MD 
Cynthia  J.  Stolman,  PhD  Shyan  Sun,  MD 
Frank  Castello,  MD  Stanley  Von  Hagen,  PhD 

Bart  K.  Holland,  PhD  Susan  G.  Mau tone,  MD 


Twenty-six  percent  of  pediatric  patients  had  discrepant  major 
diagnoses  revealed  at  autopsy.  A printed  form  used  to 
document  permission  for  autopsies  improved  the  autopsy  rate. 
No  variables  were  found  to  predict  the  success  rate  for 
obtaining  autopsies. 


The  elimination  of  the 
recommendation  for  a 20 
percent  autopsy  rate  by 
the  Joint  Commission  for 
Accreditation  of  Hospitals  in 
1970,  and  a general  de-emphasis 
on  the  value  of  autopsies  for 
medical  education  have  con- 
tributed to  a decline  in  the  rate 
of  autopsies.1  Although  the  value 
of  autopsies  in  adults  is  well 
documented,2  3 there  is  little  in- 
formation regarding  the  value  of 
the  autopsy  in  the  pediatric 
population  where  reported  stud- 
ies are  limited  to  intensive  care 
patients,  patients  with  leukemia, 
neonates,  and  infants  with 
SIDS.4'7 

The  purposes  of  this  study 
were  to  determine  the  presence 
and  extent  of  discrepant  autopsy 
findings  and  to  determine  wheth- 
er certain  patient  characteristics 
and  the  use  of  an  autopsy  request 
report  form  could  enhance  autop- 
sy permission.  It  was  hypothe- 
sized that  the  autopsy  rate  would 
increase  after  the  introduction  of 
an  autopsy  request  form,  since 
residents  or  attending  physicians 
would  be  more  likely  to  ask 
permission  for  autopsy  if  the  resi- 
dents or  attendings  had  to  pro- 
vide specific  reasons  for  not  ob- 
taining the  autopsy. 
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METHODS 

Data  were  collected  for  all  pa- 
tients who  died  during  the  one- 
year  study  period  between 
January  1,  1992,  and  December 
31,  1992,  at  Children’s  Hospital  of 
New  Jersey,  a 135-bed  university 
affiliated  teaching  hospital  in 
Newark.  Most  autopsies  are 
performed  on  site  by  two  ex- 
perienced pediatric  pathologists 
who  provide  timely  reports  with 
detailed  descriptions  of  the  find- 
ings. 

The  following  patient  informa- 
tion was  obtained  from  the 
medical  record:  age,  sex,  length  of 
stay,  presence  of  a do  not  re- 
suscitate (DNR)  order  and/or 
foregoing  life-sustaining  treat- 
ment (FLST)  order,  principal  un- 
derlying disease,  hospital  unit,  at- 
tending of  record,  and  DRG  cat- 
egory. For  each  pediatric  death, 
either  the  attending  physician  or 
the  senior  resident  was  instructed 
to  request  permission  for  autopsy 
and  complete  an  autopsy  request 
report  form  that  included  the 
following  information:  patient 

name,  major  underlying  disease, 
person  contacted  for  the  autopsy, 
method  of  family  contact  (tele- 
phone or  in  person),  autopsy 
permission,  person  who  re- 


quested autopsy  permission,  ef- 
fort expended  to  obtain  the 
autopsy,  reason  autopsy  was  not 
obtained;  time  of  death,  whether 
the  death  was  sudden  or  ex- 
pected; and  whether  or  not  the 
case  was  referred  to  the  medical 
examiner  s office. 

The  principal  underlying  dis- 
ease was  determined  prior  to 
autopsy  by  chart  review  and  de- 
fined as  the  terminal  disease  that 
caused  death.  This  designation 
was  made  using  criteria  described 
by  Goldman.8  The  diagnoses 
listed  on  the  death  certificate 
were  not  used,  since  this  method 
often  is  not  an  accurate  reflection 
of  the  principal  underlying  dis- 
ease.9 

In  order  to  determine  the  utili- 
ty of  autopsies  for  detecting 
diagnoses  and  their  value  as  a 
teaching  instrument,  patients 
were  grouped  according  to  the 
following  six  categories:  discre- 
pant major  diagnosis  with  adverse 
impact  on  survival;  discrepant 
major  diagnosis  with  equivocal 
impact  on  survival;  discrepant 
major  diagnosis  with  no  impact  on 
survival;  discrepant  minor  diag- 
nosis not  related  to  cause  of 
death,  but  either  symptomatic  or 
pertaining  to  diagnosis;  discre- 
pant occult  diagnosis  of  possible 
clinical  significance;  and  no  dis- 
crepant diagnosis.5 

A panel  of  experienced  clini- 
cians reviewed  the  clinical  record, 
autopsy  report,  death  certificate, 
and  mortality  summary  report  for 
each  autopsied  case.  The  mortali- 
ty summary  report  was  prepared 
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bv  the  chief  resident  for  each  pa- 
tient death.  Each  patient  who 
died  during  the  study  period  was 
known  to  at  least  one  of  the  panel 
members.  Review  of  autopsy  re- 
sults by  panel  members  initially 
was  done  through  independent 
review  to  establish  the  degree  of 
concordance  regarding  the  six 
categories.  Panel  discussion  of 
discrepancies  in  clinical  and 
pathologic  diagnoses  produced 
complete  agreement  for  all  cases. 

Analysis  of  data  was  completed 
using  the  SAS  statistical  software 
package  where  discrete  variables 
were  analyzed  using  a chi  square 
test  of  association  or  Fisher’s 
exact  test  for  two  by  two  tables.10 
All  values  were  expressed  as 
mean±SD.  All  P<.() 5 were  con- 
sidered significant  and  all  tests  of 
significance  were  two  tailed. 


RESULTS 

There  were  86  deaths  from 
January  1,  1992,  through  De- 
i|  cember  31,  1992.  Emergency 

1 i room  deaths  then  were  excluded 
! because  physicians  would  not 
have  been  able  to  perform  tests 
l i in  time  to  determine  the  clinical 
|ji  diagnoses,  and  many  of  these 
If i cases  were  referred  to  the 
medical  examiner.  After  omission 
of  emergency  room  deaths,  the 
number  of  patients  eligible  for  re- 
view was  reduced  to  78.  For  the 
one-year  study  period,  23  of  the 
78  patient  deaths  underwent 
autopsy  examination  (29.5  percent 
autopsy  rate).  The  autopsy  rate 
was  25  percent  for  1991  com- 
pared with  29.5  percent  for  1992 
(the  study  year)  and  37.5  percent 
for  1993  (P=. 02).  There  was  no 
statistically  significant  difference 
between  the  autopsied  patients 
a id  the  non-autopsy  group  with 
regard  to  age,  gender,  average 
hospital  length  of  stay  prior  to 
death,  and  principal  underlying 
diagnosis. 

Analysis  of  data  found  that 
neither  the  effort  made  to  obtain 
autopsy  permission,  the  hospital 
unit  in  which  the  patient  expired, 
the  presence  of  a DNR/FLST 
order,  nor  the  person  who  re- 


quested autopsy  permission,  pre- 
dicted the  ability  to  obtain 
permission  for  autopsy.  However, 
15  percent  of  respondents  in- 
dicated that  they  did  not  ask 
permission  to  obtain  autopsy. 

When  autopsy  results  were 
compared  with  clinical  assess- 
ment (Table)  only  one  patient  (4 
percent)  was  classified  as  category 
I displaying  discrepant  major 
diagnosis  with  adverse  impact  on 
survival  (Table).  This  was  a four- 
vear-old  female  with  Down  s syn- 
drome and  cardiac  anomalies  con- 
sisting of  complete  atrioven- 
tricular (A-V)  canal  with  valvular 
pulmonic  stenosis.  The  patient 
was  admitted  to  the  pediatric  in- 
tensive care  unit  with  respiratory 
distress  and  her  endoeardiogram 
revealed  a vegetation  of  her  com- 
mon A-V  valve.  Her  blood  culture 
was  positive  for  S.  epidennidis 
and  subsequently  C.  tropicalis. 
She  developed  cardiogenic  shock. 
Despite  increasing  inotropic  sup- 
port, she  remained  poorly  per- 
fused and  hypotensive;  she  de- 
veloped organ  failure  and  died. 
Her  autopsy  revealed  a non- 
bacterial  thrombotic  endocarditis 
with  several  vegetations  on  the 
leaflets  of  her  common  A-V  valve. 
There  was  evidence  of  a recent 
occlusive  pulmonary  thrombo- 
embolus  in  the  major  branch  of 
her  left  pulmonary  artery  with 
several  large  infarcts  in  her  left 
lower  lobe  and  multiple  small  in- 
farcts in  her  other  lobes.  In 
retrospect,  her  respiratory  dis- 
tress and  subsequent  cardiac  de- 
compensation and  death  were  re- 
lated to  her  large  pulmonary  em- 
bolus, noted  on  autopsy.  An- 
ticoagulation therapy  early  in  her 
course  might  have  prevented 
death . 

Two  patients  (9  percent)  were 
classified  as  category  II  displaying 
discrepant  major  diagnosis  with 
equivocal  impact  on  survival. 
There  were  three  patients  classi- 
fied as  category  III  with  discre- 
pant major  diagnosis  with  no  im- 
pact on  survival.  Two  patients 
were  classified  as  category  IV  dis- 
playing discrepant  minor  diag- 


nosis not  related  to  the  cause  of 
death.  Two  patients  were  classi- 
fied as  category  V with  discrepant 
occult  diagnosis  of  possible 
clinical  significance.  Thirteen,  a 
majority  of  patients  (56  percent), 
were  classified  as  category  VI 
having  no  discrepant  diagnoses. 

DISCUSSION 

With  the  development  of  more 
sophisticated  diagnostic  tech- 
niques such  as  computed  tomog- 
raphy (CT)  and  magnetic  re- 
sonance imaging  (MRI),  some 
authors  have  indicated  that 
autopsies  have  little  utility  except 
in  carefully  selected  cases.2  This 
argument  is  not  convincing,  since 
one  cannot  accurately  predict 
which  case  will  provide  important 
information  concerning  diagnostic 
errors,  therapeutic  modalities, 
new  events  in  the  disease  process, 
or  a new  disease.11 

Our  data  support  the  view  that 
new  information  can  be  learned 
from  autopsies.  The  major  signifi- 
cant discrepant  diagnosis  in  this 
study  involved  a missed  pul- 
monary embolism.  Traditionally, 
pulmonary  emboli  have  been  un- 
derdiagnosed in  children.  Ruck12 
indicated  that  signs  and  symp- 
toms occur  in  only  50  percent  of 
patients  with  clinically  significant 
pulmonary  emboli.12  With  the  in- 
creased use  of  invasive  monitor- 
ing in  children,  including  femoral 
central  venous  catheters,  it  is  im- 
portant to  examine  the  incidence 
and  significance  of  complications 
such  as  deep  venous  thrombosis 
and  pulmonary  emboli  in  criti- 
cally ill  children.  Furthermore,  a 
better  understanding  of  the 
natural  history  of  such  conditions, 
including  autopsy  data,  may  lead 
to  the  development  of  guidelines 
for  the  use  of  prophylactic  an- 
ticoagulation in  high-risk  chil- 
dren. 

The  consistent  improvement 
from  the  autopsy  rate  for  1991  (25 
percent)  may  have  been  due  to 
the  new  form  introduced  during 
the  study  year.  Alternatively, 
faculty'  and  resident  awareness  of 
the  study  may  have  acted  as  a 
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Table.  Category * I,  II,  III,  ZV,  and  V autopsy  findings. 

find 

Patient  Category 

Clinical  Diagnosis 

Additional  Autopsy  Diagnosis!  W 

T 

5 V 

1.  Electrolyte  abnormality  secondary 
to  phosphate  enemas 

2.  Dehydration 

i 

1.  Congenital  lactic  acidosis 

2.  Constipation 

3.  Aspiration  pneumonia 

8 II 

Tricuspid  atresia 

1.  Sepsis/pneumon'a 

2.  Bronchopulmonary  dysplasia 

10  IV 

1.  Pulmonary  hemorrhage 

2.  Intraventricular  hemorrhage 

3.  Prematurity 

Small  subdural  hematoma 

m 
| oil 

12  III 

1.  Intraventricular  hemorrhage 

2.  Aplastic  anemia 

Familial  erythrophagocytosis 

1 si 

13  III 

1.  Multi-organ  system  failure 

2.  Sepsis 

3.  Pneumonia 

i i" 

1.  Restrictive  pericarditis  secondary 
to  adhesions 

2.  Bronchopneumonia 

19  II 

1.  Intracranial  hemorrhage 

2.  Hemolytic  uremic  syndrome 

Ischemic  necrosis  of  bowel 

20  V 

1.  Congenital  heart  disease 

2.  Omphalocele 

3.  Sepsis 

. , . t 

Renal  cortical  microcysts 

• 

21  1 

1.  Down’s  syndrome 

2.  Sepsis 

3.  Complete  atrioventricular  (A-V) 
canal  with  common  A-V 
valve;  pulmonic  stenosis 

4.  Myocardial  failure 

5.  Fungal  endocarditis 

Pulmonary  embolism 

24  IV 

1.  Hypoplastic  lungs 

2.  Imperforate  anus 

3.  Multi-cystic  kidneys 

4.  Ambiguous  genitalia 

Mayer-Rokintansky-Kuster-Hauser 

syndrome 

27  III 

1.  Hypertrophic  cardiomyopathy 

2.  Hypoxic-ischemic  encephalopathy 

3.  Liver  failure 

4.  Renal  failure 

Kernicterus 

‘Category  1 = Discrepant  major  diagnosis  with  adverse  impact  on  survival. 
Category  11  = Discrepant  major  diagnosis  with  equivocal  impact  on  survival. 
Category  111  = Discrepant  major  diagnosis  with  no  impact  on  survival. 
Category  IV  = Discrepant  minor  diagnosis  not  related  to  cause  of  death. 
Category  V = Discrepant  occult  diagnosis  of  possible  clinical  significance. 
tAutopsy  diagnoses  confirmed  all  clinical  diagnoses  and  are  not  repeated  ir 

this  column. 

Hawthorne  effect — an  improve- 
ment effect  that  occurs  merely  as 
a result  of  awareness  of  the 
study.13 

Limiting  factors  in  this  study 
were  sample  size  and  location. 
We  did  not  directly  collect  in- 
formation about  why  families  do 
not  give  permission  for  autopsy, 
but  requested  that  attendings  or 

residents  provide  this  informa- 
tion. Further  study  may  be  war- 
ranted. 

It  is  well  known  that  physicians 
often  have  difficulty  asking  per- 
mission for  autopsy.14  Fifteen  per- 
cent of  respondents  said  they  did 
not  ask  permission  for  autopsy. 
Efforts  to  decrease  this  percen- 
tage might  explore  physician  at- 

titudes  and  physician  perception 
of  family  attitudes  toward  such 
discussion.  Other  than  failure  to 
ask  permission  for  autopsy,  the 
major  hindrance  to  obtaining 
autopsy  permission  from  families 
may  be  deep-seated  emotional 
opposition  or  stress  that  is  not 
easily  overcome.15  Our  study  and 
other  studies  also  have  failed  to 
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find  factors  that  predict  success  in 
obtaining  autopsy  permission 
from  families.16 

The  autopsy  for  pediatric 
populations  still  is  important  for 
medical  education  and  quality  as- 
surance. Even  though  this  study 
did  not  find  more  than  4 percent 
of  autopsies  with  discrepant  major 
diagnosis  impacting  adversely  on 


survival,  a total  of  6 of  the  23 
autopsies  (23  percent)  revealed 
major  discrepancies.  In  addition, 
other  less  dramatic  postmortem 
diagnoses  did  enhance  under- 
standing of  patient  disease 
mechanisms  and  provided  impor- 
tant teaching  material  for  educa- 
tional sessions. 


SUMMARY 

The  purpose  of  this  study  was 
to  determine  the  incidence  of 
missed  diagnoses  for  all  patients 
who  died,  whether  the  use  of  an 
autopsy  request  report  form  im- 
proved the  rate  of  obtaining 
autopsy  permission,  and  if 
whether  patient  characteristics 
predicted  the  rate  of  obtaining 
autopsy  permission.  The  causes  of 
death  from  chart  review  were 
compared  to  findings  noted  at 
autopsy  for  any  discrepancies  in 
diagnoses.  A form  was  used  to 
provide  data  concerning  the  rea- 
sons for  not  obtaining  autopsy 
permission.  H 
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Is  it  time 
to  consider 
a liability  shield? 


New  Jersey  physicians  would  do  well  to  consider  some  form 
of  legally  protected  structure  rather  than  an  unprotected 
partnership  or  sole  proprietorship.  Despite  the  advent  of  the 
new  LLC  and  LLP  structures,  the  entity  of  choice  may  still  be 
the  professional  association. 


Im  ^ ffective  June  30,  1995, 
i P.L.  1995  c.96  provided 
[l  a new  legal  entity  in 
^ New  Jersey  for  busi- 
nesses and  professional  prac- 
tices— the  limited  liability  part- 
nership (LLP).  This  adds  one 
more  to  the  array  of  choices  avail- 
able to  medical  practitioners  for 
legal  entities  within  which  to 

(practice. 

The  LLP  is  the  latest  in  the 
evolution  of  vehicles  designed  to 
shelter  the  practitioner/owner 
from  the  burgeoning  onslaught  of 
suits  for  malpractice  and  contrac- 
tual breach  while  at  the  same 
time  minimizing  the  tax  burdens. 

Most  medical  health  care  pro- 
viders settle  either  on  a sole  pro- 
prietorship, a general  partnership, 
or  a professional  corporation  or 
association  (PA)  with  or  without  a 
Subchapter  S election.  Much, 
perhaps  too  much,  has  been  made 
of  the  emergence  of  these  other 
entities.  As  a general  rule  of 
thumb,  doctors  will  have  little  in- 
terest in  the  new  entities  il  their 
practice  is  “typical.”  Practitioners 
who  are  not  yet  operating  within 
a limited  liability  structure,  who 
have  peripheral  enterprises,  e.g. 
rental  of  a professional  building, 
or  who  want  to  operate  with  other 
professions  may  have  the  most 


opportunity  to  use  the  new  struc- 
tures. 

With  the  understanding  that  “a 
page  of  history  is  worth  a volume 
of  logic,  1 this  article  will  shed 
light  on  the  pros  and  cons  of  the 
various  alternatives  to  help  physi- 
cians make  an  intelligent  choice. 

PARTNERSHIPS  AND  SOLE 
PROPRIETORSHIPS 

The  traditional  choice,  some- 
times by  default,  of  those  just 
starting  out,  the  sole  proprie- 
torship was  the  common  form  for 
the  single  practitioner.  The 
garden  variety  or  general  part- 
nership (GP)  served  those  who 
wanted  to  collaborate.  Both 
formats  carried  with  them,  how- 
ever, the  possibility  that  tort  judg- 
ment creditors,  e.g.  negligence, 
malpractice,  and  contract  credi- 
tors, e.g.  vendors,  employees, 
could  reach  the  practitioner’s 
personal  assets  should  the  in- 
surance policy  limits  prove  inade- 
quate. The  specter  of  such  credi- 
tors attaching  the  doctor’s  home 
equity  and  personal  savings  led 
practitioners  to  seek  protection  in 
increased  insurance  limits  at  an 
ever-increasing  cost. 

General  partners,  in  turn,  were 
exposed  not  only  to  their  liabili- 
ties in  the  practice  but  to  the 


liabilities  generated  by  the  con- 
duct of  their  co-partners.  This  risk 
was  considerable  if  the  junior 
partner  was  relatively  “judgment- 
proof  and  the  senior  partner, 
who  might  be  blameless,  was  a 
relative  “deep  pocket”  because 
plaintiffs  generally  had  their 
choice  of  whom  to  pursue  first. 
Again,  professional  liability  in- 
surance proved  to  be  the  prin- 
cipal solace  of  the  doctors  and 
other  professionals. 

SUBCHAPTERS  S AND  C 

Prevented  from  using  the  typi- 
cal corporate  form  (named  “C” 
corporations  for  the  Subchapter 
of  the  Internal  Revenue  Code 
under  which  they  were  taxable2) 
by  state  licensing  authorities, 
professionals  next  prevailed  upon 
the  states  to  enact  Professional 
Corporation  or  Association  (PA) 
statutes  enabling  them  to  avail 
themselves  of  several  benefits 
(chiefly  pension  plans)  the  federal 
Internal  Revenue  Code  restricted 
to  incorporated  entities.  Changes 
in  the  Code  have  eliminated  this 
advantage  for  PAs  but  some  mis- 
cellaneous tax-advantaged  benefit 
plans  remain  the  preserve  of  PAs 
and  C corporations— health,3 
group  term  life  insurance,4  dis- 
ability coverage,5  and  a flexible 
benefits  program.6 

PAs  also  had  the  virtue  of 
restricting  the  practitioner’s  mal- 
practice exposure  to  his  own  con- 
duct and  those  under  his  super- 
vision. Beyond  this,  however,  the 
PA  did  not  confer  limited  liability 
since  it  was  considered  inap- 
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propriate  for  professionals  to 
shield  themselves  from  profes- 
sional responsibility  for  their  ac- 
tions. 

Moreover,  the  price  of  the  tax 
benefits,  was  that  the  earnings  of 
the  PC  might  be  double-taxed. 
New  Jersey  and  federal  income 
taxes  generally  are  imposed  at  the 
corporate  level  on  the  corporate 
earnings  and  again  at  the 
shareholder  level  when  the  earn- 
ings are  distributed  as  dividends. 
For  a physician,  the  answer  to 
this  dilemma  was  to  pay  himself 
a salary  that  would  be  deductible 
by  the  corporation  and  therefore 
would  be  subject  to  one  level  of 
tax.  This  suited  most  practitioners 
since  most  of  the  corporate  earn- 
ings could  be  paid  out  in  salary 
to  the  doctors,  nurses,  and  assis- 
tants, i.e.  the  corporation  could  be 
“zeroed  out. 

Owners  of  PAs  still  are  vulnera- 
ble, however,  to  double  taxation 
if  the  IRS  alleges  after-the-fact  on 
audit  that  the  owner’s  personal 
use  of  company  assets,  e.g.  the 
company  automobile,  was  effec- 
tively a dividend  and  should  be 
taxed  as  such. 

Practitioners  who  had  auxiliary 
enterprises  such  as  a professional 
building  rental  included  in  their 
practices  were  more  in  a quan- 
dary about  the  double  taxation 
question  because  these  types  of 
earnings  cannot  generally  be  paid 
out  as  salaries  since  they  are  not 
generated  by  the  practitioner’s 
personal  services  and  therefore 
would  have  to  be  paid  out  as 
dividends  subject  to  double  taxa- 
tion. The  answer  to  this  was 
either  to  have  the  building  owned 
personally  or  for  the  PC  to  make 
the  Subchapter  S election.7  The 
Subchapter  S election  under  the 
federal  Internal  Revenue  Code  al- 
lows the  corporation  to  be  taxed 
at  one  level  only — the  share- 
holder. The  PC  with  a Subchapter 
S election  is  treated  much  like  a 
sole  proprietorship  or  partnership 
for  tax  purposes,  i.e.  one  level  of 
tax. 

The  Subchapter  S election  car- 
ried with  it  its  own  set  of  restric- 


tions, however.  Neither  corpora- 
tions nor  nonresident  aliens  could 
own  stock  in  them.  Also, 
Subchapter  S corporations  could 
have  but  one  class  of  stock  and 
no  more  than  35  shareholders. 
This  stock  restriction  interfered 
with  some  estate  planning  strate- 
gies involving  a second  class  of 
stock.  Finally,  Subchapter  S cor- 
porations, being  considered  pro- 
prietorships or  partnerships  for 
tax  purposes,  are  not  eligible  for 
the  corporate  tax  benefit  plans 
mentioned. 

One  minor  downside  of  a PA  is 
that  only  individuals  licensed  in 
the  same  profession  can  be 
“members’  (shareholders).  An 
MD,  for  instance,  cannot  be  a co- 
owner in  a psychotherapy  PA. 

THE  LIMITED  LIABILITY 
COMPANY  (LLC) 

This  is  how  matters  stood  for 
several  decades  until  Wyoming 
instituted  the  limited  liability 
company  (LLC) — apparently  at 
the  behest  of  some  wildcat  oil 
drilling  venturers  who  wanted  the 
single  level  of  taxation  of  the 
Subchapter  S corporation  without 
the  prohibition  on  nonresident 
alien  ownership  in  order  to  attract 
foreign  capital. 

Thus,  the  LLC  was  born  in 
answer  to  the  entrepreneurial 
needs  of  the  business  community. 
They  now  exist  in  over  46  juris- 
dictions, including  New  Jersey,  as 
of  January  26,  1994.  The  legisla- 
tion was  enacted  over  a year  ago 
as  part  of  a general  tort  reform 
effort  supported  by  the  Medical 
Society  of  New  Jersey.  Since  that 
time,  CPAs  in  the  state  have  been 
authorized  to  practice  under 
them.  Though  the  state  Board  of 
Medical  Examiners  has  recom- 
mended regulations  allowing  the 
use  of  LLCs  such  regulations 
have  not  yet  been  adopted  but  an 
opinion  is  expected  on  the  matter 
from  the  attorney  general’s  office. 

LLP 

But  LLCs  still  had  some 
drawbacks.  For  physicians  and 
other  professionals  used  to  their 


partnership  or  sole  proprietorshi  : 
form,  the  LLC  seemed  undulF ''  ' 
cumbersome  requiring  articles  c Pr 
incorporation,  bylaws,  the  eled  ' 
tion  of  board  members  and  ol  1 
ficers,  and  the  keeping  c S1 
minutes;  and  for  professionals,  i 
also  seemed  to  conflict  with  th< 
partnership  culture  to  which  the  *ice’ 
were  accustomed.  In  addition,  th«  ® a 
change  of  an  existing  partnership  ^ 
to  the  LLC  format  generally  re 
quired  the  abrogation  of  th< 
partnership  agreement  and  mak  ^ 
ing  similar  provisions  in  the  nev  ^ 
corporate  documents.  Finally,  fo;  Sfnf 
nationally  organized  partnerships  nece 
such  as  the  law  and  CPA  firms  H 
the  LLP  was  necessary  becausf 
some  states  do  not  have  a statute  > ^on 
allowing  professionals  to  in- 1 
corporate. 

Accordingly,  New  Jersey  re-  Nf 
centlv  joined  the  parade  of  states ( neP 
adopting  LLP  legislation  Iasi  | 
May,  to  accommodate  those  whc ! N 
needed  or  simply  preferred  the  I mI1 
partnership  format.  Extant  now  in  I ^ 
some  20  states,  LLPs  are  the  most  ^ 
recent  in  the  progression  of  legal  ™ 
structures  designed  to  allow  the  111 
development  of  a business  while  il1 
sheltering  the  investor/owner  ™ 
from  some  of  the  liabilities  arising 
from  its  activities. 

The  law  provides  that  foreign  k. 
LLP  and  New  Jersey  LLP  owners  k 
would  be  treated  alike  for  liability  |J| 
proposes,  i.e.  each  partner  is  in-  ca 
dividually  liable  only  for  his  pi 
negligent  or  wrongful  act  as  well  su 
as  those  under  the  partner’s  tli 
direct  supervision  and  control. 
The  partner  personally  is  liable,  m 
however,  for  commercial  and 
other  liabilities  of  the  firm,  p 
(Again,  this  is  not  true  for  LLC  » 
owners.) 

Many  of  the  CPA  firms  rushed 
to  adopt  the  LLP  format  partially  c 
in  response  to  the  Laventhal  & c 
Horwath  debacle  in  which  part- 
ners of  that  CPA  firm  were  held  [ 
personally  liable  for  the  profes-  r 
sional  negligence  of  their  partners 
in  accordance  with  general  part-  ( 
nership  law. 

The  New  Jersey  LLP  statute 
provides  a simpler  path  to  liability 
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limits  and  though  the  protection 
is  not  as  great  as  with  an  LLC, 
professionals  doing  business  in 
other  states  may  need  to  use  the 
LLP  because  some  state  profes- 
sional codes  do  not  allow  the  use 
of  the  corporate  form.  Medical 
doctors  with  an  intrastate  prac- 
tice, of  course,  do  not  have  this 
as  a consideration. 


CONCLUSION 


Bearing  in  mind  that  con- 
nalj ; elusions  in  this  area  are  par- 
tis ticularly  fact-sensitive  and  that  all 
ft  generalizations  on  this  topic  are 
ip  necessarily  gross,  some  general 
i guidance  is  available. 

Unincorporated  sole  practi- 
tioners and  partners  in  a clinic, 
in  i.e.  non-PAs  who  have  concerns 
about  nonprofessional  liabilities, 
e.g.  trade  creditors,  and  the 
negligent  acts  of  their  employees, 
e.g.  the  secretary  or  assistant  get- 
ting into  an  automobile  accident 
running  an  errand  for  the  prac- 
is  tiee,  would  do  well  to  consider 
, I the  LLC  because  this  vehicle  in- 
! sulates  practitioners  from  all 
it  liabilities  but  those  arising  from 
their  own  conduct  and  those 
under  their  direct  control. 

The  benefits  of  this  limited 
liability  may  be  chiefly  psycho- 
logical for  physicians,  however, 
because  our  informal  inquiries  in- 
dicate that  professional  liability 
carriers  generally  grant  no 
premium  discount  for  being  in- 
sulated from  this  risk.  But  with 
the  prospect  of  other,  uninsured 
liabilities  arising,  such  as  for 
medical  waste  disposal,  the  peace 
of  mind  that  comes  with  even  a 
partial  liability  shield  may  be  well 
worth  having. 

The  prospect  of  protection 
from  commercial  and  contract 
creditors  may  not  be  that  signifi- 
cant either,  since  any  significant 
loan,  e.g.  mortgage  for  a 
professional  building,  may  well 
require  a personal  guarantee. 

Practitioners  with  an  ancillary 
enterprise,  e.g.  a professional 
building,  would  do  well  to  con- 
sider a separate  LLC  to  hold  the 
building  and  lease  it  to  the  prac- 


Table  1.  Sole  practitioners. 

Liability 

Entity  Taxation  Protection  Comments 

Sole 

Proprietorship 

Single  Level 

None 

PA 

Double  Level 

All 

liabilities  other 
than  your  own 
professional 
liability 

Single  level  of  tax 
to  the  extent 
corporation  can  be 
“zeroed  out”  or  S 
elected;  eligible 
for  tax- 

advantaged  plans 
only  if  S not 
elected 

LLC 

Single  Level 

All  liabilities 
except  your 
misconduct  and 
employees  under 
your  direct  control 

Unlike  LLP 
excludes 
commercial 
liabilities 

LLP 

Single  Level 

Professional 
liabilities  other 
than  your  own; 
no  commercial 
liability  (trade, 
contract) 
protection 

Since  a sole 
practitioner  has 
only  his  own 
professional 
liability  to  be 
concerned  with, 
the  liability 
protection  is 
meaningless:  no 
real  advantage 
over  sole 
proprietorship 

Table  2.  Multiple  practitioners. 

Liability 

Entity  Taxation  Protection  Comments 

General 

Partnership 

Single  Level 

None 

PA 

Double  Level 

All 

liabilities  other 
than  your  own 
professional 
liability 

Single  level  of  tax 
to  the  extent 
corporation  can  be 
“zeroed  out”  or  S 
elected;  eligible 
for  tax- 

advantaged  plans 
only  if  S not 
elected 

LLC 

Single  Level 

All  liabilities 
except  your 
misconduct  and 
employees  under 
your  direct  control 

Unlike  LLP 
excludes 
commercial 
liabilities 

LLP 

Single  Level 

Professional  liabilities 
other  than  your  own; 
no  commercial  liability 
(trade,  contract) 
protection 

LLP  offers  only  a 
less  cumbersome 
structure  than  an 
LLC;  uses 
traditional 
partnership  format 
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tice. 

Unincorporated  sole  practi- 
tioners should  have  little  interest 
in  an  LLP.  The  sole  practitioner 
still  would  be  liable  lor  his  own 
malpractice  and  other  claims 
against  the  LLP.  An  LLC  might 
have  some  appeal  for  sole  practi- 
tioners for  its  limited  corporate 
shield  or  a PA  for  the  few  tax 
advantaged  benefit  plans  left  to 
that  entity. 

Practitioners  incorporated  in 
PAs  that  have  experienced  no 
double  taxation  problems  because 
of  the  Subchapter  S election  or 
because  the  PA  has  been  zeroed 
out,  also  may  have  limited  in- 
terest in  an  LLC,  especially  if  the 
conversion  would  give  rise  to  a 
tax  liability.9  Those  interested  in 
limiting  exposure  to  liability  for 
the  misconduct  of  others  outside 


their  control  and  prefer  the 
partnership  form  can  employ  the 
New  Jersey  LLP  statute,  albeit  at 
the  price  of  continued  personal 
exposure  to  the  commercial 
claims  against  the  practice. 

One  final  word  of  caution  is  in 
order;  all  the  limited  liability 
structures — PA,  LLC,  and  LLP— 
require  physicians  to  observe 
some  formalities,  i.e.  minutes, 
election  of  the  board,  in  order  for 
a court  to  respect  the  “shield. 
The  principal  reason  for  this  is 
that  these  artificial  “persons”  can 
act  only  through  their  human 
agents  and  the  formalities  must 
be  observed  to  establish  that  the 
entity  really  exists,  and  the  ac- 
tions of  the  entity  are  on  behalf 
of  the  entity  and  not  in  a personal 
capacity.  M 
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A healthy  female  was  noted  to  have  an  enlarging  mass  in  the 
suprasternal  fossa.  The  clinical  diagnosis  of  post-traumatic 
arteriovenous  fistula  led  to  diagnostic  arteriography  and 
radiologic  evaluation. 


non 
: will 

Figures  1A  and  IB.  A.  Selective  left 
internal  mammary  arteriogram  dem- 
onstrates a neovascular  mass  (ar-  \ 
rowheads).  B.  Tumor  stain  (ar- 

rowheads) is  seen  on  images  in  the 
late  arterial  phase  of  the  arteriogram. 

I son 


A 54-year-old,  otherwise 
healthy  female,  pre- 
sented with  an  enlarging 
mass  in  the  suprasternal 
fossa.  It  arose  several  weeks 
following  minor  trauma  to  the 
area.  The  mass,  which  measured 
2x4  cm,  was  warm,  tender,  and 
pulsatile,  and  exhibited  a palpable 
thrill  and  bruit  to  auscultation. 
The  patient  had  no  other  com- 
plaints and  the  remainder  of  the 
physical  examination  was  nega- 
tive. The  clinical  diagnosis  of  a 
post-traumatic  arteriovenous  fis- 
tula led  to  diagnostic  arteri- 
ography and  further  radiologic 
evaluation. 

RADIOLOGIC  FINDINGS 

Angiographic  evaluation  con- 
sisted of  selective  injection  of  the 
right  and  left  internal  mammary 
arteries  that  demonstrated  a mass 
with  neovascularity  and  arteri- 
ovenous shunting  to  the  superior 
vena  cava  (Figures  1A  and  IB). 
These  findings  led  to  the  suspi- 
cion of  metastatic  hypernephroma 
and  prompted  abdominal  aortog- 
raphy. Injection  of  the  ab- 
dominal aorta  demonstrated  a 
neovascular  mass  involving  the 
L-4  vertebral  body,  but  normal 
renal  vascularity  and  nephrogram. 
Computed  tomography  (CT) 
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scans  of  the  chest  (Figure  2)  re- 
vealed an  expansile,  lytic  lesion  of 
the  sternum  while  CT  of  the  ab- 
domen (Figure  3)  demonstrated  a 
lytic  lesion  of  the  L-4  vertebral 
body  extending  into  the  adjacent 
soft  tissues.  CT  was  used  to  direct 
fine-needle  biopsy  of  the  sternal 
lesion. 

PATHOLOGIC  FINDINGS 

A fine-needle  aspiration  of  the 
suprasternal  mass  yielded  multi- 
ple direct  smears  and  a cell  block. 
The  specimen  was  composed  of 
non-adherent  cell  populations 
with  classic  plasma  cell  morphol- 
ogy consisting  of  an  eccentricity 
placed  nucleus  with  abundant 
deeply  basophilic  cytoplasm, 
some  exhibiting  clearing  adjacent 
to  the  nucleus.  The  cells  were 
somewhat  variable  in  size,  with 
many  binucleated  (Figure  4).  Im- 
munohistochemical  staining  for 
kappa  and  lambda  light  chains 
was  equivocal,  most  likely  due  to 
fixation  artifact  resulting  from 
antigen  decay.  The  bone  marrow 
biopsy  revealed  a plasma  cell 
population  in  excess  of  20  percent 
with  red  cell  rouleau  formation. 

DISCUSSION 

Metastatic  disease  and  multiple 
myeloma  (MM)  account  for  the 
vast  majority  of  destructive 
lesions  of  bone  in  adults.  Of  the 
metastases  that  both  expand  the 
bone  and  destroy  the  cortex,  renal 
cell  carcinoma  and  thyroid 
carcinoma  are  most  common; 
both  of  these  lesions  are  typically 
hypervascular.  MM  also  may 
present  as  an  expansile  lesion. 

MM  is  the  most  common  pri- 
mary malignant  bone  neoplasm.  It 
is  characterized  by  bone  marrow 
replacement  by  malignant  plasma 
cells  with  the  overproduction  of 
monoclonal  immunoglobulin  and/ 
or  the  Bence  Jones  protein.  The 
disease  is  more  common  in  males, 
unusual  in  blacks,  and  most  often 
is  seen  in  the  fifth  through  eighth 
decades.  The  etiology  of  the  dis- 
ease is  uncertain. 

Patients  with  MM  commonly 
present  with  bone  pain  resulting 


Figure  2.  Noncontrast  CT  of  the  chest  demonstrates  an  expansile  lytic  lesion 
of  the  sternum  (T)  with  extension  into  the  presternal  soft  tissue  (arrow). 


Figure  3.  CT  of  the  abdomen  demonstrates  an  expansile  destructive  lesion 
(m)  of  the  L-4  vertebral  body. 


from  bone  destruction  (70  per- 
cent) and  normocytic  normo- 
chromic anemia  (80  percent).1 
Other  manifestations  include 
hypercalcemia,  leukopenia,  path- 
ologic fractures,  and  spinal  cord 
compression.1  Common  clinical 
complications  of  MM  include  in- 
creased susceptibility  to  bacterial 
infection  especially  pneumonia 
and  pyelonephritis,  and  renal 
failure.1 

Plain  film  radiography  most 
often  is  employed  to  determine 
the  presence  and  extent  of 
skeletal  involvment  with  MM. 


Typically,  MM  will  cause  well- 
demarcated  lytic  lesions  without 
associated  sclerosis,  and  will  ef- 
fect multiple  bones.  Rarely  MM 
will  present  with  sclerotic  lesions 
of  bone.  Unlike  most  other 
destructive  bone  lesions,  MM 
does  not  result  in  increased  activi- 
ty on  radionuclide  bone  scans.2 

CT  is  more  accurate  than  plain 
radiography  in  demonstrating  ex- 
traosseous  tumor  extension, 
which  is  more  characteristic  of 
MM  than  metastases.  MRI  is 
even  more  sensitive  than  CT  in 
demonstrating  the  extent  of  bone 
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Figure  4.  Fine-needle  aspiration  of  sternum  showing  both  an  atypical  plasma 
cell  (a)  and  a morphologically  normal  plasma  cell  (p)  (Wright  stain). 


marrow  involvement  as  well  as 
soft  tissue  extension,  but  is  not 
specific  for  MM.3 

Arteriography  is  rarely  utilized 
in  the  evaluation  of  MM.  While 
the  extensive  neovaseularity  as- 
sociated with  primary  bone  tu- 
mors such  as  osteosarcoma  and 
bone  metastases,  such  as  hyper- 
nephroma and  thyroid  carcinoma, 
is  well  recognized,  the  potential 
for  similar  neovascularity  in  MM 
should  be  considered.4  Arteriog- 
raphy of  the  bone  and  of  soft  tis- 
sue lesions  reveals  the  classic 
signs  of  tumor  neovaseularity — 
malformed  arteries  larger  distally 
than  proximally,  arteriovenous 
shunting,  and  contrast  pooling  in 
abnormal  vascular  spaces.  Less 


commonly,  as  in  this  case,  mani- 
festations of  the  neovaseularity 
such  as  hemorrhage5  or  even  high 
output  heart  failure  from  arteri- 
ovenous shunting  may  dominate 
the  clinical  presentation.*1  s 

Patient  treatment  of  MM  in- 
cludes chemotherapy  utilizing 
melphalan,  prednisone,  cyclo- 
phosphamide, and  nitrosoureas, 
as  well  as  radiation  therapy  for 
focal  symptomatic  lesions.9  Spe- 
cific measures  are  indicated  for 
controlling  hypercalcemia,  hyper- 
uricemia, symptomatic  anemia, 
and  infection.  The  five-year 
survival  is  only  20  percent  with 
death  usually  secondary  to  renal 
failure,  bacterial  infection,  or 
thromboembolism.  ■ 
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Stanton  H.  Sykes,  MD 


Part  7: 

Memoirs  and  musings 
of  a medic 


A New  Jersey  physician  continues  rhyming  about  his  life  and  times.  He  introduces  us  to 
some  of  his  memorable  patients.  He  also  tells  of  some  of  his  attempts  to  find  respite  from 
a busy  schedule. 


CATHERINE 

Catherine,  proper,  prim,  precise. 

You  might  have  thought  she’d  be  concise 
In  giving  me  her  symptom  list; 

Instead,  she  always  would  insist 
That  I capture  every  nuance. 

She’d  explain  a pain  not  once, 

But  three  or  four  times,  from  all  angles. 
Hall  hour  of  this  and  1 would  wrangle 
Some  way  out — perhaps  arrange 
At  pre-set  time,  a brief  exchange 
With  the  nurse,  who  d say  a call 
Awaited  me  just  down  the  hall  — 

An  underhanded  trick,  perhaps, 

But  there  s a limit  to  recaps 
Of  pain,  pill,  progress,  cure,  relapse. 

MILLIE 

Millie  gave  minute  detail 
Of  belly  pain  and  what  might  ail 
Her  colon;  she  had  bowel  fixation. 

Her  main  complaint  was  constipation. 

We  tried  every  trick  then  known 
To  help  her  function  on  the  throne; 

First  we  tried  low  residue, 

But  not  a peristaltic  wave  went  through; 
Then  we  favored  fiber,  bulk; 

She  d still  come  back,  complain,  and  sulk. 
I told  her  "Try  suppository 
For  a bowel  that’s  dilatory. 

But  she’d  heard  of  "high  colonic, 

And  felt  it  might  be  just  the  tonic 
That  her  complaining  colon  needed. 

Nothing  that  we  tried  succeeded. 

Then,  desperate,  she  went  and  pleaded 


With  an  old  G.P.  — repeated 

All  her  symptoms;  “Help  me,  please!” 

The  object  of  her  many  pleas; 

The  stamp  of  bona  fide  disease. 

She  hoped  he’d  spot  exotic  ill. 

For  a moment,  he  was  still. 

Then,  in  his  manner  terse,  laconic, 

With  arms  folded  cross  his  lap. 

Doc  Jones  said,  “You’re  full  of  crap — 
It’s  not  fatal,  but  it’s  chronic! 

The  term  “somatoform  disorder 
DSM  III  would  now  award  her. 

But  old  Doc  Jones’  succinct  summation 
Seemed  to  provide  the  information 
That  Millie  needed.  She  retreated. 

Not  cured;  we  had  at  least  succeeded 
In  avoidance  of  “another  test. 

But  such  a quest  will  still  be  pressed 
In  the  future.  I’m  quite  sure. 

I ll  listen,  help  her  to  endure 
Her  symptoms,  then  reiterate 
The  Jones  appraisal  of  her  fate. 

TITUS 

He’d  come  in  for  routine  call. 

But  it  was  amazing,  all 
The  questions  that  he  had  in  store. 
Often  he  would  first  implore 
Me  to  percuss  and  auscultate 
His  chest;  what,  pray,  was  the  rate 
Of  the  heart,  and  was  it  strong? 

Would  I take  the  tuning  prong 
And  see  if  hearing  was  OK? 

“Jesus!  I would  faintly  say, 

Then  “Did  you  hear  that,  Titus,  eh? 
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He  wanted  ears  checked  out  for  wax. 

Also,  did  I find  him  lax 
In  the  region  of  the  groin? 

Would  I check  around  his  loin 
For  a brown  spot,  which  was  growing? 

Is  it  normal,  doc,  on  blowing 
Noses  sometimes  to  see  blood? 

Was  his  generic  pill  a dud. 

Or,  since  it  cost  a good  deal  less 
Than  the  name  brand,  did  I guess 
It  would  suit  his  purposes? 

Would  I check  the  surfaces 
Of  his  prostate  gland,  again? 

Would  I please  remove  the  wen 
On  the  top  of  his  bald  pate? 

Then,  trying  to  ingratiate. 

He’d  use  flattery  in  profusion. 

When  such  a visit  reached  conclusion 
I knew  not  what  to  charge  and  code; 

By  some  accountings,  Titus  owed 
Two  hundred  bucks  for  such  a service, 

But  such  a figure  made  me  nervous, 

And  I would  mention  35. 

Regarding  Medicare,  we’d  strive 
To  have  them  pay  as  “comprehensive,’ 

But  they  felt  that  was  too  expensive. 

Or  disallowed  it,  saying,  quote, 

“You  can’t  in  six  months  twice  denote 
Calls  as  comprehensive  type.’ 

I wrote  them  and  put  forth  a gripe. 
Explaining  the  demands  of  Titus. 

Back  came  an  answer,  “Please  re-write  us, 
Sending  copies  of  the  chart. 

At  this  point  I felt  it  smart 
To  sort  out  my  retirement  plans. 

I hear  that  Titus  still  demands 
As  much  service,  that  I’m  missed; 

To  fill  his  needs  it  takes  the  hands. 

These  days,  of  20  specialists! 

PASTOR  JOHN 

Our  pastor,  John,  down-played  his  ills, 
Wasn  t fond  of  tests  or  pills, 

So  his  office  trips  were  rare; 

We  benefited  from  his  care. 

However — he  was  always  there. 

The  very  special  place  he  fills, 

I hope  the  following  distills: 

John,  for  many,  many  years 
Eased  us  through  our  trials  and  fears; 

He  is  gentle,  kind,  well-bred. 

Educated  and  well-read. 

Respected  both  by  flock  and  peers. 

But,  is  he  stuffy?  Not  a bit! 

He  is  known  for  his  quick  wit, 

And  loves  to  hear  and  tell  a joke. 

At  week’s  end,  though,  he’ll  sit  and  smoke 
His  pipe  and  contemplate  God’s  writ. 


He  will  take  somewhat  opaque 
Scripture  passage  and  will  make 
Its  message  clear  on  Sunday  morn, 

Of  archaic  word  and  riddle  shorn. 

And  when  he  says,  “It’s  for  His  sake, 

And  for  His  sake  alone,’’  you  know 
That,  of  all  creatures  here  below, 

John’s  as  close  as  any  come 

To  ken  where  that  line’s  coming  from. 

Our  congregation  thought  to  throw 

A party — no,  that  sounds  too  grand  — 

A get-together,  quickly  planned, 

To  mark  his  20  years  with  us. 

We  tried  to  minimize  the  fuss  — 

He’s  Scotch,  reserved  (please  understand, 
I speak  of  him,  not  of  a brand 

Of  whiskey)  — so  we  had  some  food, 
a fine  turn-out  and  several  good 
Pastors — peers— who  reminisced 
And  praised  his  work.  We’d  tried  to  list 
Some  other  ways  in  which  to  fete  him. 
But,  as  is  known  to  all  who  ve  met  him. 
All  presents  proffered  are  withstood. 

If  one  gives  a gift  to  John, 

Chances  are  next  day  it’s  gone, 

Sating  someone  else’s  needs. 

There  are  many  tales  of  deeds 
Such  as  these — I won’t  go  on. 

So,  when  it  came  to  tribute,  gift. 

For  John,  we  knew  he  d sure  be  miffed 
By  any  fuss  or  celebration 
Or  a solemn  incantation; 

Nor  could  we  wine-filled  glasses  lift  — 
That  might  cause  religious  rift. 

An  alcoholic  toast  is  very 
Frowned  upon  by  Presbytery. 

So  what  to  give?  A set  of  Dickens? 

Surely  not  a brace  of  chickens  — 

His  fowl-phobia’s  legendary. 

Give  a coffee  table  book? 

He  might  not  give  a second  look 
At  trappings  of  Louis  Quattorze. 

He’s  not  that  fond  of  out-of-doors; 

A nature  guide  he  couldn’t  brook. 

Perhaps,  while  working  on  a sermon, 

A pause  with  comics — maybe  Herman — 
Might  refresh  and  clear  the  brain. 

And  might  help  to  ease  the  strain 
Of  research  into  Hebrew,  German, 

Greek,  and  other  tongues  of  yore  — 

Too  much  of  those  can  be  a bore. 

But,  if  we  give  him  comic  book. 

We’ll  discover  that  he  took 
It  to  a tot,  with  20  more. 
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We  could  give  him  Captain  Black; 

He  couldn’t  give  tobacco  back, 

For  only  John  puffs,  nowadays; 

No  one  else  enjoys  the  haze 
That  goes  along  with  pipe  or  pack. 

If  we  have  a Scottish  air 
Played  on  the  pipes  by  laddie  fair 
He  won  t be  able  to  return  it — 

Can’t  recycle  it  or  burn  it. 

We’ve  got  a good  idea,  there. 

I d give  a kilt,  but  would  he  wear  it? 
And,  if  he  did,  could  any  bear  it. 

To  see  the  varicosities 

That  start  at  feet  and  go  to  knees? 

Another  gift  that  has  no  merit! 

Give  to  John  a seashore  trip? 

This  would  surely  make  him  flip! 
Detests  the  waters  of  Absecon. 

Neither  wife  nor  elder,  deacon, 

Can  talk  him  into  ocean  dip. 

A wondrous  thought  just  came  to  me! 
Next  Easter  morn  I’ll  wake  by  three 
And  get  him  breakfast,  just  before 
I push  him  gently  out  the  door 
Into  his  pulpit  neath  a tree. 

What  a glorious  surprise! 

A hearty  meal  before  sunrise! 

He  11  have  his  fiber,  moral,  oat, 

To  prepare  him  to  emote 
Beneath  the  brightening  April  skies. 

His  message  will  be  more  inspiring, 

But  by  noon  he’ll  be  retiring, 

Sleeping  through  the  afternoon 
Because  we  got  him  up  too  soon. 

Can  gift  be  found?  I’m  done  inquiring. 

For  wise  men  don  t bear  gifts  to  one 
Whose  credo  is  that  all  the  fun 
Lies  in  doing  for  your  neighbor — 

This  is  John’s  unceasing  labor — 
Boosting  spirits,  one  by  one, 

Or  in  a group,  at  Sunday  service. 

He  seems  serene,  not  fussed  or  nervous 
As  he  builds  morale  and  moral 
In  between  selections  choral; 

Thus  his  gentle  talents  serve  us. 

John  only  seems  to  give,  not  get. 

But  never  fear  and  never  fret. 

We  all  can  give  our  love  and  kisses 
To  our  pastor  and  his  Mrs. 

We  ll  get  them  doubly  back.  I’ll  bet. 

JENNIE 

Jennie  had  bipolar  trouble. 


When  “up,”  she  traveled  in  a “bubble,” 
Impervious  to  woe  and  worry, 
Energetic,  in  a hurry. 

Burning  candle  at  both  ends, 

Making  gifts  to  all  her  friend 
(And  to  strangers  passing  by); 

Her  work  output  would  nearly  double. 

The  frenzy,  though,  would  finally  fade. 
As  always,  piper  must  be  paid 
When  one  dances  night  and  day. 

Her  energy  would  slip  away. 

Everything  would  seem  a drag. 

We’d  watch  her  spirits  fall  and  lag. 

But,  with  support  and  lithium, 

Her  ride  through  life  has  now  become 
Less  like  a roller  coaster  ride 
And  more  like  a gentle  glide, 

With  only  minor  undulation. 

Credit  goes  to  modulation 
Wrought  by  pill.  But  now,  humdrum 

Is  how  Jennie  sees  her  lot. 

Her  creativity  has  got 

All  bogged  down  of  late,  she  states, 

And  she  fusses  and  berates 
The  medication  she  must  take 
For  her  equilibrium’s  sake. 

“I  used  to  do  things  neat,  exotic.” 

“Your  output  really  was  chaotic; 

Your  flow  of  words  was  idiotic!” 

I tell  her.  She  looks  cross  at  me, 

Then  slowly  smiles;  reluctantly 
She  admits  she  can’t  be  free 
Of  medicine,  like  it  or  not. 

LARRY 

He’d  had  the  whole  world  on  a string, 
String  around  his  finger— thing 
Is  that  Larry's  other  hand 
Was  on  a cocktail  glass,  and  grand 
Schemes  were  on  his  lips  — they’d  bring 

Fame  and  fortune — so  he  said. 

Though  heir  to  good  estate,  instead 
Of  tending  and  increasing  it, 

To  this  and  that  scheme  he  would  flit. 
Larry  d been  provided  for 
By  his  father;  years  before 
His  dad  had  started  with  a shed 

And  piece  of  land;  with  his  bare  hands 
He  had  nurtured  gravid  stands 
Of  fruit  trees,  bearing  apples,  peaches. 
He  prospered;  from  the  farthest  reaches 
Came  recognition  and  demands 

For  his  produce;  at  the  height 
Of  his  good  fortune,  and  despite 
His  resources,  death  o ertook  him. 
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Larry  took  the  reins;  tall,  slim. 

In  his  prime,  he  took  delight 

In  his  role  as  heir  apparent; 

But  Larry  seemed  to  feel  he  daren’t 
Seek  advice  — he  knew  it  all. 

He  liked  the  good  life,  I recall. 

He  came  up  short  as  husband,  parent. 

Tending  to  step  out  and  cheat 
On  his  wife;  adoring,  sweet. 

She  didn’t  ever  seem  to  see 
His  foibles — always  seemed  to  be 
Content  to  occupy  back  seat 

And  let  her  husband  do  the  driving. 

But  Larry  was  no  longer  striving 
To  be  the  best  at  just  one  thing. 

Somewhat  euphoric,  he  would  fling 
His  energies  about;  the  thriving 

Business  started  on  a slide. 

And  Larry  could  no  longer  hide 
From  anyone  besides  himself 
That  he  was  drinking,  now,  by  stealth. 

His  failing  fortunes  he  denied; 

He’d  argue,  laugh,  excuse,  or  stall. 

His  senses  skewed  by  alcohol. 

Neglected  crops,  loan  after  loan. 

And  finally  the  bank  would  own 
The  sad  remains— he  d lost  it  all  — 

Except  his  wife,  who,  at  his  side. 

Did  nothing  more  than  gently  chide 
Larry  for  his  “careless  ways.” 

Ill,  Larry  finished  out  his  days 
Convinced  his  fortunes  soon  would  ride 

Higher — yes,  he  had  it  planned, 

He  would  tell  you,  drink  in  hand. 

As  his  doctor,  through  the  years, 

I tried  to  reach  him,  express  fears, 

Hope  that  he  would  understand 

That  he  was  in  a downward  spin. 

He  d reassure  me,  with  a grin. 

That  he  was  fully  in  control. 

If,  with  all  our  heart  and  soul. 

We  all  had  joined  together  in 

An  “ intervention,  maybe  we 
Could  have  changed  his  destiny. 

It’s  hard  when  one  says,  "1  11  get  through  it! 
Then  raises  glass,  cries,  “Let’s  drink  to  it! 
How  blind  some  of  us  can  be! 

I tried  to  “keep  up  in  my  field. 

When  some  course  and  site  appealed 
To  Beth  and  me,  I d register. 

From  some  comments,  you  d infer 
That  certain  people  see  these  trips 
As  simply  how  a doctor  rips 
Off  the  IRS,  just  lying 
In  the  sun  instead  of  trying 


To  be  at  every  seminar; 

Or,  concerned  with  breaking  par 
Instead  of  cracking  syllabus. 

Well,  I don’t  know  what  s all  the  fuss  — 

I always  found  most  docs  attentive 
At  such  courses,  the  incentive 
Being  better  patient  care. 

Besides,  most  doctors  are  aware 
That  their  specialties  insist 
They  add  points  to  their  post-grad  list 
On  a very  steady  basis. 

If  a posh  Palm  Springs  oasis 
Can  host  a course,  is  that  a crime? 

Our  congressmen,  time  after  time, 

Take  pricey  junkets  in  all  seasons 
For  dubious  or  obscure  reasons. 

The  doc  is  certain  why  lie’s  there, 

Enjoying  sun  or  sea  or  air, 

But,  most  of  all,  improving  care. 

When  I could.  I d spend  a day 
At  meetings  of  MSNJ  — 

Often  by  the  sea,  in  May. 

Physicians  from  around  the  state 
Would  come,  to  listen,  to  debate. 

Perhaps  to  serve  as  delegate. 

If  time  allowed.  I d even  stay 

Extra  days  for  science  sessions. 

One  could  gather  tips  and  lessons 
From  colleagues,  in  the  lecture  hall. 

The  yearly  Presidential  Ball 
Was  a gala  eve’s  digression 

From  complex  slide  and  lecture  note, 

From  resolution,  ballot,  vote. 

Medical  democracy 
At  grassroots  was  revealed  to  me. 

We’d  also  have  to  go  and  tote 

Some  goodies  from  exhibit  hall  — 

Two  ballpoint  pens,  some  Tylenol®, 

A pocket  diary — thank  you,  Merck. 

Such  trinkets,  samples,  were  a perk 
For  visiting  each  company’s  stall. 

To  get  away  on  any  trip 
For  a few  days,  I d have  to  slip 
Out  of  town  before  the  dawn. 

Otherwise,  if  folks  caught  on, 

There  d be  a blizzard  of  requests  — 

“I’d  like  to  go  and  get  my  tests 
Tomorrow,  not  when  you  get  back. 

“What  if  I run  into  a lack 
Of  water  pills — what  will  I do? 

“Doctor  Barnes  is  not  like  you; 

I most  likely  won’t  pull  through 
If  you  leave  me  in  his  care! 

It  was  enough  to  gray  my  hair. 

You’d  try  for  days  to  get  things  covered 
While  anxious  patients  whined  and  hovered 
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In  the  waiting  room,  or  phoned. 

I sometimes  wished  I could  be  cloned. 

Returning,  after  I had  traveled, 

I d wonder  how  much  had  unraveled 
In  my  absence.  Who  had  died? 

Had  my  treatment  been  decried 
In  the  case  of  Mrs.  Long? 

Was  she  told,  “The  pill’s  too  strong 
That  your  doctor  had  you  on.”? 

Oh,  the  joys  of  being  gone! 

It  took  weeks  to  straighten  out 
The  problems  that  had  come  about 
While  I was  on  my  R&R. 

Next  time,  better  to  go  far — 

Maybe  even  Timbuktu — 

And  stay  away  a year  or  two! 

To  get  away  from  life’s  fast  pace 
We  got  ourselves  a summer  place 
In  the  upper  Poconos. 

But  we  didn’t  rock  and  doze 

Our  time  away  there,  goodness  knows, 

For  there  were  many  chores  to  face — 

Roofs  to  fix  and  trees  to  cut, 

A car  to  rescue  from  a rut 


During  spring,  with  all  its  mud; 

And,  always,  forms  of  creeping  crud 
To  fight  with  bleach;  no  matter  what 

We  fixed  one  week,  the  next  we’d  see 
Another  leak  or  fallen  tree, 

Snapped  power  line,  or  droopy  dock — 
And,  speaking  of  a droopy  dock, 

One  sort  of  droopy  doc  was  me! 

Yet,  if  I’d  stop  and  heed  dear  Beth 
And  sit  a spell  and  catch  my  breath, 

I’d  see  the  sunset  o’er  the  lake, 

Or  the  mist,  which,  at  daybreak. 

Hangs  o’er  the  water,  still  as  death. 

And  I’d  know  that  our  retreat 
Was  in  many  ways  quite  neat — 

The  heron  on  his  late  day  flight, 

Lights  across  the  lake,  at  night, 

Voices,  laughter,  and  the  beat 

Of  music  from  the  other  shore. 

Our  lake  house  had  these  gifts  in  store 
For  one  who’d  stop  and  look  and  listen; 
Too  often,  though,  I would  be  missin’ 
These  treasures  from  the  lakefront  lore.  H 


This  article  is  the  seventh  in  a series  of  ten  articles.  Address  reprint  requests  to  Dr.  Sykes,  428  Third  Street,  Belvidere, 
NJ  07823. 
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We  know  that 
practicing  medicine 
is  your  primary  concern. 

The  professionals  at  Healthcare  Management  Partners  will  take 
away  the  time-consuming  administration  and  pressures  of  billing,  col- 
lections, follow-up,  office  management,  and  system  maintenance,  so 
you  can  concentrate  on  doing  what  you  do  best  - practicing  medicine. 

Contact  Rosalie  Fox  or  Robert  Rahl  at  609-734-0443  to  find 
out  more. 

Practice  Assessments  • Billing  & Collection  • 

MIS  Systems  • Group  Practice  Formation  • 

Practice  Management  • Income  Distribution 

Endorsed  Computerized  Billing, 

Accounts  Receivable  and 
Information  Management  Company  of  the 

ty  of  Mew  Jersey 

NJ 

T 

HEALTHCARE  MANAGEMENT  PARTNERS 

PARTNERS  IN  PROFIT 

200  Canal  Pointe  Boulevard  • Princeton,  NJ  08540-5998 
609-734-0443  • FAX  609-243-9799 


A Division  of  Health  Information  Consulting  Services,  Inc. 


VOL.  92-NUMBER  12  DECEMBER  1995 


813 


DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A meeting  of  the  Medical 
Society  of  New  Jersey  (MSNJ) 
Board  of  Trustees  was  held  on 
October  15,  1995,  at  MSNJ  ex- 
ecutive offices.  Detailed  minutes 
are  on  file  with  your  county  socie- 
ty. A summary  of  significant  ac- 
tions follows. 

President’s  report.  Heard  from 
Dr.  Keeler  concerning  his  meet- 
ing and  conference  schedule  for 
the  past  two  months.  Discussed 
the  possibility  of  Board  of  Trust- 
ees members  attending  hospital 
medical  staff  meetings  for  the 
purposes  of  recruiting  members. 
Noted  the  resignation  of  Karl  T. 
Franzoni,  MD,  as  speaker  of  the 
MSNJ  House  of  Delegates  and 
appointed  Walter  J.  Kahn,  MD,  as 
speaker  and  Andrew  Kunish, 
MD,  as  vice-speaker. 

Specialty  reports.  Received  re- 
ports from  Paul  F.  Larsen,  MD, 
UMDNJ;  Gary  Carter,  New 
Jersey  Hospital  Association;  Jack 
J.  Jensen,  New  Jersey  Group 
Management  Association;  R. 
Gregory  Sachs,  MD,  for  the  state 
Board  of  Medical  Examiners 
(BME)  noting  BME’s  unanimous 
support  of  the  Patient  Protection 
Act;  Christine  Kline,  Medical  Al- 
liance to  MSNJ;  Ravi  D.  Goel, 
MSNJ  Student  Association;  and 
Alan  J.  Lippman,  MD,  The 
Academy  of  Medicine  of  New 
Jersey. 

Executive  director’s  report. 

1.  Patient  Protection  Act. 

Noted  that  Senator  Jack  Sinagra 
supports  a modified  (enhanced) 
version  of  MSNJ’s  original  bill 
and  Assemblywoman  Charlotte 
Vandervalk  also  supports  the  bill. 

2.  Medical  Practice  Manager 
Program.  Heard  from  Paul  D. 
Weber  that  32  students  are  en- 
rolled in  the  program  developed 


by  MSNJ  and  Rutgers  University. 

3.  South  Jersey  Hospital  Sys- 
tems litigation.  Had  authorized 
amicus  curiae  intervention  by 
MSNJ  in  litigation  involving  the 
South  Jersey  Hospital  Systems 
and  noted  that  the  court  issued  a 
permanent  injunction  against  the 
prosecutor’s  office  and  de- 
termined that  there  is  no  statutory 
or  case  law  to  support  the  position 
that  the  prosecutor  can  direct  the 
hospital  or  its  employees  to  take 
evidence  exemplars  from  non- 
consenting, resisting  suspects. 

4.  Nathan  Davis  award.  Was 
notified  that  Leah  Z.  Ziskin,  MD, 
deputy  commissioner  of  the  New 
Jersey  State  Department  of 
Health  (DOH)  and  a member  of 
MSNJ  is  the  recipient  of  the 
American  Medical  Association 
(AM A)  Nathan  Davis  Award  for 
her  outstanding  work  in  public 
health. 

5.  Medicare  reforms.  Dis- 
tributed advice  from  the  AMA  on 
the  Medicare  conversion  factor 


portion  of  the  House  GOP  bill. 
Voted  to  support  the  position 
reached  by  the  AMA  with  the  Re- 
publican leadership  on  Medicare 
reforms.  [The  AMA  believes  the 
position  they  negotiated  with 
Speaker  Newt  Gingrich  is  as 
favorable  as  can  be  obtained  at 
this  juncture.] 

6.  MSNJ  versus  Jacobs.  Await- 
ing a ruling  on  the  recurring  issue 
of  attorney’s  fees  for  the  recent 
litigation  between  MSNJ  and  Dr. 
Fred  Jacobs,  BME. 

Audit  Review  Committee.  Will 
receive  specific  recommendations 
from  the  Audit  Review  Commit- 
tee at  the  November  meeting. 

Committee  on  Biomedical 
Ethics.  Approved  a set  of  com- 
ments written  by  the  Committee 
on  Biomedical  Ethics  to  be  sub- 
mitted to  DOH  for  inclusion  in  its 
HMO  regulations. 

New  Business.  Unanimously 
endorsed  Edward  A.  Schauer, 
MD,  for  appointment  to  the  AMA 
Council  on  Legislation.  □ 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 
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Department  of  Medicine  Grand  Rounds 
Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor.  New  College  Building.  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


DECEMBER  1995 

DECEMBER  6th 
Cardiac  Auscultation 

Leonard  S.  Dreifus , M.D. 

Professor  of  Medicine 

Medical  College  of  Pennsylvania  and  Hahnemann 
University,  Division  of  Cardiovascular  Diseases, 
Hahnemann  University  Hospital 

DECEMBER  13th 

Women’s  Health  Issues:  Gender  Based  Differences 
in  Disease  Progression  and  Pharmacodynamics 

Jean  Hamilton , M.D.,  M.P.H. 

Betty  A.  Cohen  Chair  of  Women’s  Health, 
Director,  Institute  for  Women’s  Health,  Medical 
College  of  Pennsylvania  and  Hahnemann 
University 

DECEMBER  20th  & 27th 
Holiday-No  Grand  Rounds 


JANUARY  1996 

JANUARY  3rd 
Tuberculosis 

Jeffrey  Glassroth , M.D. 

Thomas  J.  Vischer  Professor  and  Chair  of  Medicine 
Medical  College  of  Pennsylvania  and  Hahnemann 
University 

JANUARY  10th 

Advances  in  the  Treatment  of  NIDDM 

AlanJ.  Garber  M.D.,  Ph.D. 

Professor  of  Medicine,  Biochemistry  and 
Cell  Biology 

Baylor  College  of  Medicine,  Houston,  TX 


JANUARY  1996 

JANUARY  17th 
Addiction  Medicine 

David  Smith , M.D. 

President  of  the  American  Society  of 
Addiction  Medicine 

University  of  Califomia/San  Francisco  (UCSF) 
School  of  Medicine,  San  Francisco,  CA 

JANUARY  24th 
Antibiotic-Associated  Diarrhea 

Sherwood  L.  Gorbach,  M.D. 

Professor  of  Medicine  and  Community  Health 
Tufts  University  School  of  Medicine,  Boston,  MA 

JANUARY  31st 

Unrelated  Donor  Bone  Marrow  Transplantation 

David  Marks,  M.D. 

Assistant  Professor  of  Medicine 
MCPHU,  Division  of  Hematology/Oncology, 
Hahnemann  University  Hospital 
Phyllis  Sabol,  M.D. 

Hematology/Oncology  Fellow 

Division  of  Hematology/Oncology,  Hahnemann 

University  Hospital 


FEBRUARY  1996 

FEBRUARY  7th 

Salt  Retention  and  Diuretic  Resistance  in 
Congestive  Heart  Failure 

Wadi  Suki,  M.D. 

Professor  of  Medicine  and  Molecular  Physiology 
and  Biophysics 

Baylor  College  of  Medicine,  Chief,  Renal  Section, 
Methodist  Hospital,  Houston,  TX 


FEBRUARY  199© 

FEBRUARY  14th 
Aspirin  and  Warfarin  Therapy 

Alexander  Graham  Turpie,  M B.,  F.R.C.P. 

Professor  of  Medicine 

McMaster  University,  Hamilton  General  Hospital, 
Hamilton,  Ontario,  Canada 

Abnormalities  of  Thrombosis  in  Cardiovascular 
Disease 

Barry  S.  Coder,  M.D. 

Murray  M.  Rosenberg  Professor  of  Medicine 
Mount  Sinai  School  of  Medicine, 

Chair,  Department  of  Medicine,  Mount  Sinai 
Hospital,  New  York,  NY 

FEBRUARY  21st 

Advances  in  Magnetic  Resonance  Imaging  for  the 
Internist 

Robert  MacMillan,  M.D. 

Associate  Professor  of  Radiology 
Medical  College  of  Pennsylvania  and 
Hahnemann  University 

Director,  Cardiac  MRI,  Division  of  Cardiovascular 
Diseases,  Hahnemann  University  Hospital 
Paula  Touliopoulos,  M.D. 

Assistant  Professor  of  Radiology 
Medical  College  of  Pennsylvania  and  Hahnemann 
University,  Department  of  Radiology,  Hahnemann 
University  Hospital 

FEBRUARY  28th 

Pathogenesis  and  Treatment  of  Reflux  Esophagitis 

Roy  C.  Orlando,  M.D. 

Professor  of  Medicine  and  Physiology 
Tulane  University  School  of  Medicine 
Chief,  Section  of  Gastroenterology  and  Hepatoma, 
Tulane  University  Medical  Center, 

New  Orleans,  LA 


Wednesday  Medical  Seminar  Series— 8:30  a.m.  to  3:30  p.m. 


DECEMBER  6, 1995 

Cardiac  Auscultation 

Course  Directors:  Leonard  S.  Dreifus,  M.D., 
Daniel  Mason,  M.D.,  Gerald  Scharf,  D.O. 
and  John  J.  Ross,  RCPT 


JANUARY  10, 1996  JANUARY  17, 1996  FEBRUARY  14, 1996 

Diabetes  Addiction  Medicine  Abnormalities  of  Thrombosis 

Course  Directors:  Leslie  I.  Rose.  M.D.,  8:30-12:00  noon  Course  Director:  Marc  Cohen,  M.D. 

Allan  B.  Schwartz,  M.D.  Course  Director:  Vincent  Zarro,  M.D.,  Ph.D.  Lecturers:  Alexander  Graham  Turpie,  M B. 

Lecturers:  Alan  J.  Garber,  M.D.,  Ph.D  Lecturer:  David  E.  Smith,  M.D.  and  Barry  S.  Coller,  M.D. 

and  Harry  Gottlieb,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  of  Medicine,  Chief  of  Service,  Director  of  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  are  expected 
to  disclose  to  the  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 

Statement  of  Accreditation:  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME) 
to  sponsor  continuing  medical  education  for  physicians.  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  designates  1.0  credit  hour  of  Category  I of  the  Physician  s 
Recognition  Award  of  the  American  Medical  Association  for  each  hour  of  attendance  at  these  continuing  medical  education  activities. 

This  program  is  eligible  for  1.0  credit  hour  for  each  hour  of  attendance  in  Category  2A  of  the  American  Osteopathic  Association. 
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MEDICAL  ALLIANCE  TO  MSNJ 


To  maintain  excellence  in  pa- 
tient care,  physicians  must  have 
access  to  quality  medical  training. 
As  the  cost  of  medical  education 
continues  to  increase  and  sources 
for  funding  dwindle,  support  from 
the  medical  community  is  vital  to 
ensure  that  future  physicians  re- 
ceive the  best  educational  and  re- 
search opportunities.  A major  fac- 
tor in  the  success  of  the  American 
Medical  Association  Education 
and  Research  Fund  (AMA-ERF) 
has  been  the  involvement  of  the 
AMA  Alliance.  State  and  local  al- 
liances promote  AMA-ERF  to 
physicians  and  their  families  and, 
as  a result,  yearly  contributions 
average  $2  million. 

Donors  can  direct  contribu- 


UMDNJ NOTES 


duce  the  50  percent  mortality  rate 
of  patients  who  develop  infections 
following  surgery  to  replace 
limbs,  heart  valves,  and  other 
body  parts. 

The  research  is  funded  by  a 
three-year  $240,000  grant  from 
Johnson  & Johnson.  Dr.  Ralph 
Greco,  professor  and  chief  of  the 
Division  of  General  Surgery, 
heads  the  study. 

Study  finds  air  bags  and  seat 
belts  reduce  serious  facial  in- 
juries. Motorists  who  use  seat 
belts  and  drive  cars  equipped 
with  air  bags  reduce  the  risk  of 
serious  facial  injuries  from  car  ac- 
cidents by  75  percent,  according 
to  a four-year  study  by  re- 
searchers at  UMDNJ-Robert 
Wood  Johnson  Medical  School. 
The  findings  are  based  on  a study 
of  2,300  New  Jersey-based  acci- 
dents. A review  of  hospital  re- 
cords found  that  no  one  using  seat 
belts  and  air  bags  suffered  a facial 
fracture. 

The  authors  of  the  study  were 
Dr.  Gregory  Borah,  professor  and 
chief  of  the  Division  of  Plastic 
Surgery;  Dr.  Jeffrey  Hammond, 
associate  professor  of  surgery;  and 
Dr.  Philip  Wey,  assistant  pro- 
fessor of  surgery.  □ Stanley  S. 
Bergen,  Jr,  MD,  president 


New  Jerseyans  feel  threatened 
by  violence.  Six  out  of  ten  New 
Jersey  residents  perceive  violence 
as  more  of  a threat  today  than 
they  did  five  years  ago  and  one- 
quarter  of  New  Jersey  residents 
have  been  a victim  of  violence, 
according  to  a poll  by  UMDNJ- 
Eagleton.  While  61  percent  of 
residents  report  feeling  more 
threatened  in  general,  29  percent 
feel  more  of  a threat  of  violence 
in  their  own  neighborhood  now 
than  five  years  ago.  Asked  to  rate 
five  possible  threats  to  their 
personal  health,  they  said  vio- 
lence is  less  of  a threat  than  either 
cancer  or  heart  attacks,  but  more 
of  a threat  than  either  accidents 
or  AIDS. 

The  results  of  this  poll  under- 
score the  need  to  regard  violence 
as  a major  public  health  crisis. 
Health  care  providers  who  have 
traditionally  viewed  diseases  such 
as  tuberculosis  as  vital  public 
health  priorities,  now  must  in- 
clude violence  prevention  as.  an 
urgent  goal. 

Several  UMDNJ  faculty 
members  analyzed  the  results  of 
the  poll  for  the  media.  They  were: 
Dr.  Martin  Finkel,  medical  direc- 
tor, Center  for  Children’s  Sup- 
port, UMDNJ-School  of  Os- 
teopathic Medicine,  Stratford;  Dr. 


Paulette  Hines,  director.  Office  of 
Prevention  Services,  UMDNJ- 
Community  Mental  Health  Cen- 
ter, Piscataway;  Dr.  Michael 
Lewis,  director  of  the  Institute  for 
the  Study  of  Child  Development, 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  New  Brunswick; 
Phyllis  Reilly,  director  of  Addic- 
tion Recovery  Services,  UMDNJ- 
Community  Mental  Health  Cen- 
ter, Piscataway;  Dr.  Steven 
Schleifer,  professor  and  chair  of 
psychiatry  at  UMDNJ-New 
Jersey  Medical  School,  Newark; 
and  Dr.  Bartholomew  Tortella, 
traumatologist  and  medical  direc- 
tor of  Emergency  Medical 
Services  and  NorthSTAR  Air 
Medical  Program,  UMDNJ-Uni- 
versity  Hospital,  Newark. 

New  treatment  to  fight  bacteria 
in  surgical  implant  patients.  Re- 
searchers at  UMDNJ-Robert 
Wood  Johnson  Medical  School 
are  developing  an  innovative 
method  of  destroying  the  bacteria 
that  pose  a threat  to  surgical  im- 
plant recipients.  The  method  in- 
volves using  the  implant  itself  as 
the  vehicle  for  a substance  that 
will  stimulate  cells  of  the  immune 
system  to  more  efficiently  fight 
the  deadly  bacteria.  The  re- 
searchers are  hopeful  they  can  re- 


tions to  one  of  four  basic  funds: 
the  Medical  Excellence  Fund 
(grants  provided  through  the 
medical  school  are  unrestricted, 
which  allows  the  school  to  use  the 
money  where  it  is  most  needed); 
the  Medical  Student  Assistance 
Fund  (medical  schools  must  use 
these  funds  to  help  students  pay 
educational  costs  through  loans, 
grants,  or  scholarships  and  donors 
have  the  option  of  choosing  the 
school  that  will  benefit  from  their 
gifts);  the  Development  Fund 
(support  for  research,  experimen- 
tal health,  or  a medical  program 
and  the  AMA-ERF  Board  of 
Trustees  uses  the  fund  to  respond 
to  various  grant  requests);  and  the 
Categorical  Research  Grant  Fund 


(funding  for  grants  from  donors 
who  request  support  research  in 
a specific  field,  such  as  cardio- 
vascular or  pulmonary  disease, 
arthritis  or  rheumatism,  or  multi- 
ple sclerosis  and  requests  for 
grants  from  this  fund  also  are  con- 
sidered by  AMA-ERF  Board  of 
Trustees). 

Honor  the  season  for  sharing. 
Give  the  gift  of  one  hour  of 
medical  education  for  $25,  and 
send  it  to  your  county  medical 
society  alliance/auxiliary  who  will 
direct  it  to  the  AMA-ERF  and  to 
the  fund  of  your  choice.  If  your 
county  is  not  organized,  you  may 
send  your  donation  directlv  to  the 
MAMSNJ  Chair  Nella  Lima.  □ 
Christine  Kline,  president 
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IM-Board  Review  Course 

• Excellent  Passing  Record 
• Small  Group 

FOUR  SITES 

San  Diego  2-17  to  2-21 
St.  Louis  4-10  to  4-14 
Newark,  NJ  6-26  to  6-30 
Columbus,  OH  7-31  to  8-4 

Voice  mail  614-631-2756 
Write  to  IMBRC,  5892  Whitestone 
Columbus,  Ohio  43228 


Bayshore  Community  Hospital 

Holmdel,  NJ 

Continuing  Medical  Education 
Lecture  Series 
12  noon-1  pm 

Date: 

January  5,  1996 

Topic: 

“Diabetic  Retinopathy ” 

Speaker: 

R.  Klug 

Date: 

January  12,  1996 

Topic: 

“Patient  Confidentiality" 

Speaker: 

James  Ronan,  Esq. 

Date: 

January  19,  and  January  26,  1996 

Topic: 

Will  be  announced 

Speaker: 

Will  be  announced 

Date: 

February  2,  1996 

Topic: 

“Allergic  Rhinitis:  Clinical 
manifestation  and  treatment" 

Speaker: 

Michael  Viksman,  MD 

Date: 

February  9,  1996 

Topic: 

“Pain  Control  and  Substance  Abuse" 

Speaker: 

Robert  L.  Gabel,  MD 

Date: 

February  16,  1996 

Topic: 

“Urinary  Incontinence” 

Speaker: 

B.  Surya,  MD 

Date: 

February  23,  1996 

Topic: 

“ Update  on  Asthma  Management" 

Speaker: 

Donald  Perlman,  MD 

For  more  information  call 
908-888-7377 

Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & 
techniques  of  manual  & electro-acupuncture,  TENS  & 
simple  non-invasive  diagnostic  methods  (including  cardio- 
vascular, neuromuscular,  central  nervous  systems  & “Bi- 
Digital  O-Ring  Test”),  applicable  towards  300-hour 
requirement  for  certification  to  practice  acupuncture,  also 
eligible  for  AMA  CME  credit  hours,  will  be  given 
periodically  for  licensed  clinicians  (with  or  without  prior 
training)  on  3-day  weekend  (Fri-Sun)  of  December  15-17, 
1995,  at  Milford  Plaza  Hotel,  45th  St.  & 8th  Ave.,  New 
York  City. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its 
official  journal.  Acupuncture  & Electro-Therapeutics 
Research,  The  International  Journal  (published  by 
Cogizant  Communications  Corp.  & indexed  in  15  major 
indexing  periodicals,  including  Index  Medicus),  Heart 
Disease  Research  Foundation;  NY  Pain  Center;  Electrical 
Engineering  Dept.,  Manhattan  College;  Nordic  Medical 
Acupuncture  Society  (Scandinavia);  Schmerz 
Therapeutische  Kolloquium  (West  Germany);  Japan  Bi- 
Digital  O-Ring  Test  Assn.;  Accredited  toward  Acupuncture 
Certification  to  practice  acupuncture.  Eligible  for  AMA 
CME  Cat.  I credit  (about  40  credit-hours  for  the 
Symposium).  Among  many  distinguished  speakers  is 
former  Chairman  of  Nobel  Committee  Prof.  Nordenstrom 
of  Karolinska  Institute,  Stockholm. 

For  information  on  the  meetings  or  submission  or 
presentations  of  papers,  contact  Symposium  Chairman, 
Prof.  Y.  Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1), 
New  York,  NY  10032  Tel:  (212)  781-6262  (10  am  to  10 
pm  7 days  a week)  or  (212)  928-0658,  Dr.  Richard  Simon, 
Ph.D.,  (212)  662-7022  or  Ms.  Sandra  Beckman,  M.A.,  (212) 
679-8986. 
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EW  MEMBERS 


Atlantic  County 

Stuart  J.  Glassman,  MD 
Craig  M.  Jurasinski,  MD 
Philip  A.  Korzeniowski,  MD 
Thomas  I.  Margolis,  MD 
James  J.  O’Connor,  III,  MD 
Lawrence  G.  Ognibene,  DO 
Lawrence  A.  Schwartz,  DO 
Eduardo  P.  Sinaguinan,  MD 
Karlene  E.  Sinclair,  MD 
Peter  N.  Thompson,  MD 
John  R.  Walch,  MD 
Robert  H.  Williams,  Jr,  MD 

Bergen  County 

Payyanadan  V.  Chithran,  MD 
Michael  B.  Harris,  MD 
Joel  S.  Landzberg,  MD 
Anna  J.  Lavotshkin,  MD 
Carol  O.  Sotsky,  MD 

Burlington  County 

Sherif  R.  Gobran,  MD 
Zenon  M.  Switenko,  DO 

Cumberland  County 

Birgit  K.  Toome,  MD 

Essex  County 

Michael  L.  Bilof,  MD 
John  N.  Franzese,  MD 
David  A.  Kahn,  MD 
Anthony  J.  Kaiser,  MD 
Bernier  Lauredan,  MD 
Stuart  G.  Mendelson,  MD 
Marc  P.  Miehalsky,  MD 
Mahesh  I.  Patel,  MD 


Jeffrey  J.  Rosen,  MD 
Mitchell  A.  Sehuman,  MD 
Robert  L.  Steele,  MD 
Peter  A.  Wujciak,  MD 

Hudson  County 

Maria  S.  Punzalan,  MD 

Mercer  County 

Chris  A.  Belardi,  MD 
Robert  L.  Ceci,  MD 
John  C.  Freda,  MD 
William  Lou,  MD 

Middlesex  County 

Paul  I.  Abend,  DO 
Nancy  E.  Allegar,  MD 
Brian  N.  Brogle,  MD 
Edward  D.  Fein,  MD 
John  S.  Kung,  MD 
David  D.  Lombardi,  MD 
Ricard  J.  Malone,  DO 
David  J.  Nochimson,  MD 
Deborah  F.  Rosin,  MD 
Rosario  A.  Zappulla,  MD 

Monmouth  County 

Benjamin  Cohen,  MD 
Michael  D.  Getter,  MD 
Mary  B.  Lutz,  MD 
Robert  A.  McKinley,  MD 
Shanthi  Srinivas,  MD 

Morris  County 

Louis  R.  Bouillon,  MD 
Frank  Capecci,  MD 
Marc  D.  Colton,  MD 


David  G.  Dickson,  MD 
Donald  D.  Diverio,  Jr,  DO 
Elliot  Kaplan,  MD 

Ocean  County 

Arthur  H.  Braunwell,  III,  DO 
Bong  M.  Chang,  MD 
Michael  E.  Keelan,  MD 
Jin  S.  Park,  MD 
Melvyn  J.  Ravitz,  MD 
Deborah  A.  Saez-Lacy,  MD 

Passaic  County 

Robin  G.  Frank-Gerszberg,  MD 
Kenneth  P.  Lubansky,  MD 
Andrew  S.  Lubas,  MD 
Jitender  Prasad,  MD 
Bernard  I.  Reimer,  MD 
James  W.  Turner,  MD 

Salem  County 

Paul  J.  Hoyer,  MD 
Glenn  S.  Madara,  MD 

Union  County 

Alain  S.  Asher,  MD 
Joseph  L.  Fernandez,  MD 
Susan  G.  McFalls,  MD 
Anna  Maria  L.  Raska,  MD 
Jennifer  L.  Shaw-Brachfeld,  MD 
Richard  Dee  Shih,  MD 
Binod  K.  Sinha,  MD 

Warren  County 

Joseph  R.  Drago,  MD 
Sam  K.  Kim,  MD 
Arthur  L.  Levine,  MD 


1995-1996 

MSNJ  Board  of  Trustees 
Meeting  Schedule 

December  17,  1995  February  18,  1996 

January  21,  1996  March  17,  1996 

April  14,  1996 
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Department  of  Medicine 

Medical  College  of  Pennsylvania  and  Hahnemann  University 

presents 

a Medical  Seminar  on 

Prevention  and  Treatment  of  Complications  of 

Diabetes  Mellitus 

Wednesday,  January  10,  1996  • 8:30  AM  to  3:30  PM 

Tuesday,  January  9,  1995  • 4:00  PM  to  6:00  PM 

Clinical  Advances  Conference 
Insulin  Resistance  and  Treatment  Guidelines  for  NIDDM 

• New  combinations  of  oral  therapy:  metformin  and  sulfonylures 

• Insulin  and  oral  therapy  together 

• Lipid  disorders  of  diabetes  mellitus 

• Diabetic  nephropathy  and  retinopathy:  early  recognition  and  prevention 

• Insulin  resistance  and  hyperinsulinemia 


Program  Co-Directors: 
Seminar  Director: 
Visiting  Professor: 


Samuel  Levit,  M.D. 
Memorial  Lecturer: 


Location: 


Leslie  I.  Rose,  M.D.  and  Allan  B.  Schwartz,  M.D. 

Allan  B.  Schwartz,  M.D. 

Alan  J.  Garber,  M.D.,  Ph.D. 

Baylor  College  of  Medicine 
Houston,  Texas 

Harry  Gottlieb,  M.D. 

Medical  College  of  Pennsylvania  and  Hahnemann 
University  School  of  Medicine 
Philadelphia,  PA 

College  Building,  2nd  floor 
Alumni  Hall 

15th  Street  between  Vine  and  Race 
Philadelphia,  PA 

For  information,  phone:  215-762-8263 


ACCREDITATION:  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education  for  physicians.  The  Medical  College  of  Pennsylvania 
and  Hahnemann  University  designates  this  continuing  medical  education  activity  for  a total  of  8 hours  of  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 
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CONTINUING  EDUCATION 


MEDICINE 


The  following  is  a list  of  continuing 
medical  education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  (in  italics)  for 
further  information. 

December 

5 Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

Union  Hospital,  Union  (AA4NJ) 

6 Tuberculosis  in  the  1990s 
The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

6 Proper  Use  of  Endoscopy 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

6 Angiogenesis 

Coming  Clinical  Laboratories, 
Teterboro  (AMNJ) 

6 Interhospital  Endocrine 

Rounds 

University'  Hospital,  Newark 

(AMNJ) 

6 Medical  Grand  Rounds 

VA  Medical  Center, 

East  Orange  (AMNJ) 


12  Monthly  Dermatology 
Meeting 

Schering  Corporation, 
Kenilworth  (Dermatological 
Society  of  NJ) 

13  Emerging  Infectious  Diseases 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

13  Thriving  in  a Competitive 
Environment:  Strategies  for 
Success 

MSNJ  executive  offices, 
Lawrenceville  (AMNJ) 

13  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 

(AMNJ) 

13  Medical  Grand  Rounds 
VA  Medical  Center, 

East  Orange  (AMNJ) 

20  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 

(AMNJ) 

20  Medical  Grand  Rounds 

VA  Medical  Center, 

East  Orange  (AMNJ) 


20  How  To  Help  Your  Patients 
Stop  Smoking 

Warren  Hospital,  Phillipsburg 

(AMNJ) 

20  Over-the-Counter  Drugs 

St.  Mary’s  Hospital,  Passaic 

(AMNJ) 

20  High-Risk  and  Critical  Care 
Surgery 

The  General  Hospital  Center  at 
Passaic,  Passaic  (AMNJ) 

20  Family  Medicine  Series 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  Camden 
(Cooper  Hospital) 

27  Interhospital  Endocrine 
Rounds 

University  Hospital,  Newark 

(AMNJ) 

27  Medical  Grand  Rounds 
VA  Medical  Center, 

East  Orange  (AMNJ) 

29  Integrating  TB  Management 
into  Care  of  the  HIV-Infeeted 
Patient 

Union  Hospital,  Union  (AMNJ) 
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Hahnemann 

University 

Hospital 

X 


. • 


Department  of  Medicine 

Medical  College  of  Pennsylvania  and  Hahnemann  University 

Presents 

Addiction  Medicine 

Grand  Rounds,  Workshop,  and  Clinical  Case  Discussions 

Wednesday,  January  17,  1996 
8:30  AM  to  12:00  Noon 


• Drugs  in  the  Street 

• Cocaine  and  Heart  Disease 

• Alcohol  Addiction 

• Cost  of  Addictive  Disorders 


• Impaired  Physician 

• Impaired  Student 

• The  Multi-Admission  Addicted  Patient 


Program  Co-Directors: 


Co-Moderators: 


Case  Presenters: 


Visiting  Professor: 


Location: 


Vincent  Zarro,  M.D.,  Ph.D. 

Allan  B.  Schwartz,  M.D. 

Trevor  Price,  M.D. 

Barbara  A.  Schindler,  M.D. 

Vincent  Zarro,  M.D.,  Ph.D. 

Mary  Ellen  Bradley,  MSW,  CAC 
Barbara  A.  Schindler,  M.D. 

Vincent  Zarro,  M.D.,  Ph.D. 

Penelope  P.  Ziegler,  M.D. 

David  E.  Smith,  M.D. 

President,  American  Society  of  Addiction  Medicine 
Associate  Clinical  Professor  of  Occupational  Medicine 
and  Clinical  Toxicology 
University  of  San  Francisco 
San  Francisco,  CA 

College  Building,  2nd  floor 
Alumni  Hall 

15th  Street  between  Vine  and  Race 
Philadelphia,  PA 


For  information,  phone:  215-762-8263 


ACCREDITATION:  The  Medical  College  of  Pennsylvania  and  Hahnemann  University  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education  for  physicians.  The  Medical  College  of  Pennsylvania 
and  Hahnemann  University  designates  this  continuing  medical  education  activity  for  3.5  hours  of  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 
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IN  MEMORIAM 


BARNETT  L.  ELKIN 


STANLEY  J.  GUSCIORA 


GODOFREDO  L.  MARFORI 


GEZA  SCHEIBER 


We  regret  to  announce  the 
death  of  Barnett  Louis  Elkin, 
MD,  on  February  9,  1995.  Dr. 
Elkin  was  born  in  New  York  City, 
on  August  13,  1923.  Dr.  Elkin 
was  a former  director  of  physical 
medicine  and  rehabilitation  at 
Bergen  Pines  County  Hospital, 


Obstetrician  gynecologist  Stan- 
ley Joseph  Gusciora,  MD,  passed 
away  on  March  31,  1995.  Dr. 
Gusciora  was  born  on  October  6, 
1926,  in  Passaic,  was  graduated 
from  Jefferson  Medical  College, 
Philadelphia,  in  1949,  and  re- 
ceived a New  Jersey  medical 
license  the  following  year.  He 
completed  an  internship  at  St. 
Mary  Hospital,  Passaic,  and  a 
residency  at  St.  Francis  Hospital, 
New  York.  Dr.  Gusciora  practiced 


Family  practitioner  Godofredo 
League  Marfori,  MD,  of  Toms 
River,  passed  away  on  March  25, 
1995.  Dr.  Marfori  was  born  on 
February  21,  1935,  in  the  Philip- 
pines and  was  graduated  from 
Manila  Central  University  Col- 
lege of  Medicine,  Philippines,  in 
1962.  Dr.  Marfori  completed  an 
internship  at  Columbus  Hospital, 
New  York.  He  also  completed  a 
residency  at  Wvekoff  Hospital, 


At  the  grand  age  of  89,  family 
practitioner  Geza  Scheiber,  MD, 
passed  away  on  January  16,  1995. 
Dr.  Scheiber  was  born  on  April 
10,  1905,  in  Hungary.  Dr. 

Scheiber  was  awarded  a medical 
degree  from  the  University  ol 
Vienna,  in  1930.  Dr.  Scheiber 
practiced  in  Germany  until  1933 
and  in  Hungary  until  1935.  After 
immigrating  to  the  United  States 
in  1935,  Dr.  Scheiber  practiced  in 
New  York  City  until  1945.  Re- 


Paramus. He  was  graduated  from 
the  University  of  Zurich,  Ger- 
many, in  1956  and  completed  an 
internship  at  Beth-El  Hospital, 
New  York.  He  received  a New 
Jersey  medical  license  in  1960. 
Dr.  Elkin  was  a member  of  our 
Bergen  County'  component. 


New  York  and  Jersey  City 
Medical  Center.  Dr.  Marfori 
maintained  a practice  in  the 
Philippines  and  in  Whiting.  Dr. 
Marfori  was  affiliated  with  Com- 
munity Hospital,  Toms  River; 
Riverview  Medical  Center,  Red 
Bank;  and  Kings  Highway  Hos- 
pital, New  York.  He  was  a 
member  of  our  Ocean  County 
component. 


13 


in  Passaic  and  was  affiliated  with 
St.  Mary  Hospital,  General 
Hospital  Center  at  Passaic,  and 
Beth  Israel  Hospital,  all  in 
Passaic.  Dr.  Gusciora  was  a fellow 
of  the  American  College  of 
Surgeons  and  of  the  American 
College  of  Obstetricians  and 
Gynecologists,  and  a diplomate  of 
the  American  Board  of  Obstetrics 
and  Gynecology.  Dr.  Gusciora 
also  held  a membership  with  our 
Passaic  County  component. 


locating  to  New  Jersey,  Dr. 
Scheiber  maintained  a practice 
in  Kearny  and  was  a company 
physician  at  Pollack  Industries, 
Kearny.  He  was  affiliated  with 
West  Hudson  Hospital,  Kearny. 
Dr.  Scheiber  was  a member  of 
our  Essex  County  component  and 
of  the  American  Medical  Associa- 
tion. Dr.  Scheiber  retired  to  Ver- 
mont. 


G 
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DORSETT  L.  SPURGEON 


At  the  grand  age  of  92,  Dorsett 
Larew  Spurgeon,  MD,  died  on 
March  10,  1995.  Dr.  Spurgeon 
was  a family  practitioner  and 
general  surgeon.  Dr.  Spurgeon 
was  chief  of  surgery  at  New- 
ton Memorial  Hospital.  He 
was  born  on  October  6,  1902,  in 
Red  Bird,  Missouri,  and  was 
awarded  a medical  degree  from 
Harvard  Medical  School,  Massa- 
chusetts, in  1929.  Dr.  Spurgeon 
practiced  in  Newton  from  1932 


until  his  retirement  in  1977.  He 
was  affiliated  with  Franklin 
Hospital  and  Alexander  Linn 
Hospital,  Sussex.  Dr.  Spurgeon 
was  a member  of  our  Sussex 
County  component,  of  the  Ameri- 
can Medical  Association,  and  of 
the  American  Cancer  Society, 
Sussex  County  branch.  He  also 
was  a fellow  of  the  American  Col- 
lege of  Surgeons.  Dr.  Spurgeon 
resided  in  Newton  and  retired  to 
Bryn  Mawr,  Pennsylvania. 


FREDERICK  J.  WERTZ 


A 1937  graduate  of  Georgetown 
University  School  of  Medicine, 
Washington,  DC,  Frederick 
Joseph  Wertz,  MD,  passed  away 
on  March  5,  1995.  Dr.  Wertz 
completed  an  internship  at  Gall- 
inger  Hospital,  Washington,  DC, 
and  a residency  at  Long  Island 
College  of  Medicine,  New  York, 
and  Payne  Whitney  Clinic  of  New 
York  Hospital,  New  York.  He 
maintained  a practice  in  New 
York  City  and  Tenafly.  Dr.  Wertz 
was  a child  and  adolescent 
psychiatrist.  During  his  medical 
career.  Dr.  Wertz  was  chief  of 


psychiatry  at  Mt.  Sinai  Medical 
Center,  New  York;  was  a consul- 
tant to  several  Bergen  County' 
school  districts;  and  was  on  the 
staff  of  Sheltering  Arms,  a private 
child  care  agency.  Dr.  Wertz  was 
affiliated  with  Englewood  Hos- 
pital, Mt.  Sinai  Medical  Center, 
and  St.  Francis  Hospital,  New 
York.  He  also  was  on  the  teaching 
faculty  at  New  York  Hospital- 
Cornell  Medical  Center,  New 
York.  Dr.  Wertz  was  a member  of 
our  Bergen  County  component 
and  of  the  American  Medical  As- 
sociation. 


FLORINDO  ZINGARDO 


We  have  been  informed  of  the 
death  of  Florindo  Zingardo,  MD, 
on  January  11,  1995.  Dr.  Zingardo 
was  born  in  1904  and  was  a 1932 
graduate  of  the  University  of 
Rome,  Italy.  Dr.  Zingardo  was  an 
ophthalmologist  and  practiced  in 
Nutley  for  many  years;  he  was 


affiliated  with  Columbus  Hos- 
pital, Newark.  Dr.  Zingardo  was 
a diplomate  of  the  American 
Board  of  Ophthalmology.  He  also 
was  a member  of  our  Essex  Coun- 
ty component  and  of  the  Ameri- 
can Medical  Association. 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns, 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 

Jersey  Medicine.” 


SPECIFICATIONS 


Submit  two  manuscripts  that 
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FOR  MSNJ  MEMBERS  ONLY 

Copy  deadline:  5th  of  preceding 
month;  Payment  in  advance;  $5.00 
first  25  words,  100  each  additional. 
Count  as  one  word  all  single  words, 
two  initials  of  name,  each  abbrevia- 
tion, isolated  numbers,  groups  of 
numbers,  hyphenated  words.  Count 
name  and  address  as  five  words, 
telephone  number  as  one  word. 
Box  No.  000,  NEW  JERSEY 
MEDICINE  as  five  words.  Please 
send  all  inquiries  and  Box  No. 
replies  to  NEW  JERSEY 
MEDICINE,  Advertising  Office, 
370  Morris  Avenue,  Trenton,  NJ 
08611.  609-393-7196. 


INTERNIST/CARDIOLOGIST—  Board 
Certified  in  both,  wishes  part-time  out- 
patient position;  clinical,  stress  tests, 
Holter,  etc.  Reply  to  Box  No.  1 11,  NEW 
JERSEY  MEDICINE. 

INTERNIST — To  affiliate  with  two  in- 
ternists in  established,  well-positioned 
practices,  for  Union  County.  Reply  to 
Box  No.  117.  NEW  JERSEY 
MEDICINE. 


PHYSICIAN  SOUGHT-Kids  and  Ca- 
reer? Yes!  P/T  days/eves/  or  w/e’s.  Family 
Practice/Occupational  Medical  Center 
located  in  South  Jersey  near  Echelon 
Mall.  Board  Certified  Fam/Int  or  Oc- 
cupational exp.  This  established  medical 
center  is  hopeful  to  find  a personable 
physician  who  enjoys  working  in  an  at- 
tractive surround  w/right  hand  staff  and 
team  player  spirit.  No  inpt  care.  Comp 
salary,  mal  cov  + benefits.  Send  CV:  Box 
2072,  Medford,  NJ  08055. 

CARDIOLOGY  PRACTICE  SOUGHT 

— Board  Certified  cardiologist  is  seeking 
to  purchase  cardiology  practice  in 
Bergen,  Hudson  or  Passaic  Counties. 
Small  mix  of  Internal  Medicine  is  ok. 
Reply  to  Box  No.  118,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE  — Home/Office/ 
Practice.  Well  established  Family  Prac- 
tice and  Internal  Medicine  in  Southwest 
New  Jersey.  Terms  negotiable.  Turn  key 
operation.  Reply  to  Box  No.  110,  NEW 
JERSEY  MEDICINE. 

FOR  SALE  — Home/Office  in  Paramus, 
Bergen  County.  Unbeatable  location  on 
intersection  of  two  county  roads — easy 
NY  commute.  Low  taxes.  16  rooms,  1300' 
office  space,  5 bedrooms,  3 full  & 2l/z 
baths.  Health  spa  with  Endless  Pool, 
sauna,  jacuzzi  & shower.  Too  many 
amenities  to  list.  Great  for  Holistic 
Health  Center,  two  professionals,  or 
mother/daughter.  With  or  without 
ophthalmology  practice.  Furniture  & 
equipment  negotiable.  Very  private  living 
quarters  & property.  In  $400,000— flex- 
ible terms.  Call:  201-261-0550. 

FOR  SALE  — Finest  Home/Office  loca- 
tion in  Ocean  County,  Toms  River.  Great 
home  in  clean  move-in  condition.  4 
bedrooms,  2 baths,  2Vi  car  garage  on  busy 
residential/professional  street.  New 
kitchen,  dining  room  with  granite  floors, 
new  lighting  throughout,  master  bedroom 
with  working  fireplace,  3 zone  gas  heat/ 
air  conditioning.  Walking  distance  to 
Parkway,  Two  hospitals,  schools.  Unique 
floor  plan.  No  brokers.  Asking  $209,000. 
Call  908-240-2600. 


FOR  SALE  — Ideal  Turnkey  Medical  Of- 
fice in  Toms  River.  Write  Box  No.  116, 
NEW  JERSEY  MEDICINE. 

FOR  SALE  — Professional  Bi-level. 
Bricktown.  Retiring.  Upstairs;  3 
bedrooms,  2 baths,  kitchen,  fireplace, 
porch.  Downstairs;  3 rooms,  1 bath, 
kitchen,  fireplace,  porch.  Air  condition- 
ing. Electric  baseboard  heat.  $190,000. 
Telephone  1-908-477-2488. 

FOR  SALE  — Professional  Building, 
Hillsboro,  NJ.  with  medical  and  dental 
offices  for  rent.  Located  on  busy  thor- 
oughfare. Other  successful  practices  in 
building.  Building  sale  price  or  rentals 
negotiable.  Call  609-275-1221  days,  or 
215-860-4146  evenings. 

FOR  SALE — Vacation  retreat  or  year- 
round  residence  convenient  to  local 
hospitals.  Lovely  rural  private  lake  com- 
munity in  NW  New  Jersey  with  easy 
access  from  1-80.  Secluded,  wooded,  one- 
acre,  low-maintenance  lot.  Contemporary 
house  with  large,  open  living  room/dining 
room,  den,  loft,  wrap-around  deck.  3 
bedrooms,  21/2  baths.  New  roof  and  oil 
hot  water  heat.  Swimming,  boating,  fis- 
hing, hiking,  biking,  skiing,  skating,  good 
schools  and  shopping.  $195,000.  By  ap- 
pointment. 201-786-6388. 

EQUIPMENT  FOR  SALE-Cardiac/ 
Vascular  system.  International  Ultra- 
sound SIM  5000  Plus.  Like  new.  Used 
to  perform  diagnostic  cardiac,  vascular 
and  abdominal  studies.  Primary  modes  of 
operation  are  two-dimensional  (2-D),  m- 
mode,  and  Doppler.  Euipped  with  video 
recorder,  Mitsubishi  video  copy  page 
printer,  one  3.5  MHz  cardiac  probe  and 
one  7.5  MHz  carotid  probe.  Price 
$13,500.  Also,  Diagnostic  Medical  Instru- 
ments Memory  Scan.  2-Channel  Holter 
Analyzer  system.  Good  working  con- 
dition. Price  $3500.  Please  call  Irma  at 
908-906-2332. 


OFFICE  SPACE- Edison  Medi-Plex 
Building  opposite  J.F.K.  Hospital,  fnllv 
equipped,  turn  key.  Rent:  day,  half  day, 
night.  Call  908-494-6300. 
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